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PREFACE AND OVERVIEW

An evaluation of the Integrated Rural Health &nd Family
Planning Services (IRH/FPS) was undertaken as initially
envisioned and scheduled in the Project Paper. As indicated in
the scope of work, the overall objective of measuring the effect
of the project on improving th: delivery of health and family
planning services in Nepal, the purpose orf the evaluation was
three fold. First, as specified 1in the project paper, the
evaluation measured progress against planned rargecs (cbjective
verifiable indicators) and identified operational constraints.
Second, the evaluation assessed the feasioility of these tarqgets
together with analysis and guidance on poss:hle Target  revision
cccasioned by changes in Roval Nepalese Government policy during
the life of the project. Third, the evaluation reviewed the
project in the larger context of Nepal s current health and
family planning policies, goals and recuirzments. An examination
©of AID's role in relation €l other donors was verformed
rFarticularly with reference to alternatives rfor other donor
issistance to health and family planning. The evaluation examined
four key areas of project support as had been detailed originally

in the project paper, namely:

(1) Management and planning.
(2) Rural health services.
(3) Family planning services.
(4) Malaria control.
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These four key areas of the project were examined in the
context of the Country Development Strategy Statement FY 1986
which set forth explicitely the constraints impacting any project
undertaken in Nepal and against which any project can only be

fairly judged.
The members of the evaluation team were:
James E. Banta, MD, MPH, Team Leader, Epidemiologist
(Tulane University)

Dana B. Copp, MD, MPH, Public Health Administrator (USPHS)

David T. Allen, MD, MPH, Public Health and Family Planning
(Private Consultant, Kentucky)

Bimala Shrestha, MBBS, MPH, Public Healtn Physician
(Private Consultant and IOM Nepal)

Aychut Acharya, MB3S, MPH, Public Health Physician
(MOH, HMG)

Richard Handler, BA., Assistant Program Officer (USAID/N)

The evaluation was carried out during November 1984. There
was excellent and extensive documentation of the project and many

specialized and technical evaluations had been cenducted during

the life of the preject; these pertinent documents were
tholoughly reviewed by members of the taam. In addition
interviews of tha respective senicr Minis<ry of [Health officials

were conducted (see Appendix B). Field visits wore undcertaken at
selected sites around the country including, inter alia, a number
of Health Posts, District Medical Offices, Discrict Malaria
Contrcl Offices, the National] Malaria Resecarch and Training
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Center, Voluntary Surgical Contraceptive Centers, the
Contraceptive Retail Sales Company headquzrters, etc., etc. The
agencies of Nepal, both voluntary and official, concerned with
family planning were visited. There is considerable activity by
international donor agencies in Nepal and their directors were
consulted, i.e. UNDP, UNICEF, UNFPA, WHO, IBRD, and CEDA. The US
Peace Corps works clesely with USAID 1n depal in health and

family planning activities. Therefore, the Peace Corps was

consulted in this regard.

Because of the specialized knowledce, experience, and
interest of the respective team members in particular aspects of
the program, the members devoted specific attention to these key
arsas. In addition, numercus discussions were neld 30 that the
project was examined closelvy by the team. pr. Allen examined
family planning particularly, Dr. Ccpp rural health services, Dr.
Banta malaria control, Mr. dHandler managewcent,  planning, and
finance issues, while Dr. Shrestha and Ur. Acharia examined

respectively nutriticn programs and NUC51Ng Manpower.,

An  evaluation was conducLed during ~he period January 26 -
Marcn 26, 1980 by Robert v. Grant, et al, eatitled "An Evaluation
of AID - Financial Heal:=h and Family Planning Prejects in Nepal"
under the auspices of American Pubiiic Health Association on
behalf of USAID/N, Authorization Ltr. AlID/DS/HEA 3,/14/80
Assignment Number 582015/583008. Bec.ause this 2valuation document

contains the basic data relating o the preoject and  includes
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relevant data of the years antecedent to 1980; it seemed prudent
and desirable to build upon this 1980 evaluation report so that
the 1984 evaluation could provide continuity and a picture of
ongoing effort rather than disjointed and intermittent activity.
Furthermore, 1t would not be naressary  to  repeat again
descriptive information and basic data. Iy rafering to the 1980
evaluation report and the 1984 evaluarion repore together one can
hopefully grasp the progress of tone USAlD effort in healrh and
family planning since 1975 with a minucum of confusion. The same
format and report outline is adopted by the 1984 evaluation to
facilitate comparison and continuity with the 1980 evaluacien.
From reading previous reports 1t appears that the [SAID
Mission in Nepal has.a traditicn of cordiality and  support for
visiting consultants. Thig time was r; rxception, the excellent
support  and helpfulness of  the mission enabled the team to

conduct its work wirth ease and efficiency.

The many Nepalis both within and »utside the government were

generocus  with +thoir time. They discussed problems frankly,

)

-~

bresenting bot

O

¢ th positive and fedgative aspects  of  their

.

respective enterpgrises. All of this contributed to an ehjective
evaluation and the evaluation team wishes ro thank these many

Nepalis for their assistance.
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Chapter I
ANNOTATED RECOMMENDATIONS
OF HIGHEST PRIOQRITY
Integrated Community Health Service Delivery Project should
be functionally decentralized to the district level, with
line authority for implementation and USAID/N should support
the program of integration determined by HMG. There should
be power to reward the most productive, crrod the least

productive, and relieve the non-productive,

Continue support of Panchayat Based Health Werker program to
facilitate community health educaticn, enlistment of ramily
planning and sterilization acceptors, and awareness of local
sanitavion importance - with more gradual transition to HMG

maintenance support.

Give top priority to control of population growth, with +/-
8 years intensive support of Voiuntary Surgical
Contraception activities to balance povulation growth with

Nepal s economic capacity to absorb that growth.

Institute reward/incentive systems based on quantitative

measures wherever possible.

Emphasize constant monitoring of progress by pesting on
visible bulletin boards at all posts annual targets and

progress to date on multiple projects.



s
o

11. "

12.

Set local targets for services to be delivered and tie them

into a recognition/reward feedback lcop.

Must support continued supply of commodities for malaria

control program, to avert tragedy.
L9

Technical Assistance contract cconsultants should be
integrated into AID statf function, with assignment of
specific tasks/objectives under Health of Family Planning

Office of USAID section.

Utilize evervy health facility with refrigeration capacity

for delivery or immunizations.

Give priorty for resources to dirsease prevention and health
promotion efforts, - prlacing limits on investment in the
curative car2 systems. Focus rlanning on:

a) control of population growth

b) environmental disease control

C) improving immunization level

~Provide quarterly AID financial reconciliation of fund

usage, with notification to Secretary of Health/HMG.

Continue to  strengthen Healrtn Pilanning Division and
organizationally relocate it as a staff arm of the Secretary

of Health.

™



13.

14.

Put a Charpi at every health post and school, and make home
sanitation a major educational agenda f{or Panchayat Based

Health Worker s Village Health Worker s, Community Health

tn

Leader 's and all other health post staf

Add home/school sanitation surplies, especially soap, as an

add-on product to contraceptive Retail Sales program (CRS).



Chapter IT

EXECUTIVE SUMMARY: FINDINGS AND RECOMMENDAT IONS

During the month of November 1984 the evaluation team was
asked to address the status of the Integrated Rural Health and
Family Planning Services Project No. 367-0135. The project was
designed to improve and expand delivery of rural health services
by means of an integrated management system. Having been built
upon previous projects, it supported Nepal 's leng-term  health
plan to deploy multi-purpcse village level health  and family
planning workers and assisted in the develupment of an integrated
management system for rural health and tamily planning services.
A.T.D. support  was provided through <“echnical asslstance,
training, commodities, censtruccoion, «guipment, and through other
components (e.qg., Contraceptive Retail Sales Program) potentially
contributing to the achievemens Of the objactives of the project.
The support was diresvad ro (1) managoment and planning, (2)
delivery of rural nealch services, (3) delivery of Zamily
planning services, and (4) malaria control. The team @xamined ithe
relevant Nepalese Government (HMG) realth and family planning
programs in order to assess thoe impact of <he USATID/N project and
to ascertain how USAID/YN mignt better assist HMG  in improving

their health and bopulation programs.

Key findings and recomiendations of the evaluation are

summarized in the following section.



USAID/N Financed Health and Population/Family Planning

Projects - Goal Achievement
Finding:

The goals of the USAID/N integrated Rural Health and
Family Planning Services Project No. 357-013%5 have been
partially met and there is eovidence of steady progress
against very substantial constraints when cempared with the

situation of five years ago.
Recommendation:

USAID/N should continue to provide support to HMG's
health, family planning and pepulacion activities. USAID/N
should assiduouslv coordinace its progroams,  projoects and

support with the activities of other donors.

The Demographic Setting
Finding:

The demographic crisis in Nepal has not abated, (see
Appendix E), ner is it likely +=o in this century,
unfortunately, witheut drastic int2rvention. The sopulation
growth rate remains at 2.66 percent annually. It Is a crisis
because of the ecological impact of the growing population
upon resources, land use, nutritional status and the gquality

of life already constrained.



Recommendaticn:

Population must be the number one priority of USAID/N.
USAID/N must assure that population concerns are
appropriately addressed in all USAID/N supported development
projects. Surely without population stabilization virtually
all other development goals are Lixely te be frustrated.
USAID/N must encourage HMG and all donor agencies to address

the population growth problem at every opportunity.

National Population and Health Policy

Finding:

The National Commission on Population (NCP) has, since
1982 , been wvigorous in examining and defining Nepal s
national ropulation tarcecs. The NCP has astablished a
national ctotal fertility rate goal of 2.5 by the year 2000
which 1is a population growth rate of 1.18. In addition HMG
has made a commitment teo provide basic healrth and family

planning services to all.

Recommendation:

USAID/N should continue to assist HMG in its efforts to
implement Nepal’'s national population and health policies.
It should encourage and continue *. 2ncourage the Nationail
Commission on  Populaticna. It should continue o support

Ministry of Healtn cfforts ro strengthen health and  family
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planning programs, particularly those emphasizing outreach
and education. USAID/N must urge and support HMG 1n efforts
to raise the level of awareness and encourage the population
to practice family planning as 2 means of averting
demographic disaster. If there is an increase in demand for
family planning service, as we avidly hope, then USAID/N
should continue and increase its suprort. Family planning
must exploit every target of oprortunity, the program in
voluntary surgiczal contraception is  showling remarkanle
growth and should pe strongly supported, while temporary
contraception shculd be enhanced also, especially through

social marketing.

The Nepal Context
Finding:

The difficult topegraphy, narrow resource base, severe
economic constraints, socio-political environment, and
tra@itional cultural values all contribute to a development
environment where obstacles ars more s2vere than those found

in many develcping countries.
Recommendaticn:

Because of the obstacles to development in Nepal which
must pe overcome, USAID/N should eHpaeCt that the cost of its
efforts are going ro be relavively higher than is the case

in othar LDC s. [t 1s also reasonablo to expect the program
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Outputs to be less cost effective and the impact to be less
dramatic. Therefore USAID/N should anticipate tre need for
sustained contribution over a period of decades and not

expecc a "quick fix" cheaply purchasead.

Service Delivery

Finding:

Inadequate coverage by health and family planning
service delivery systems continue to he the norm compared
with previous evaluations. The quality of services also
continues to be a matter of concern and  clearly requires
improvement. However, Systems  are  expanding  with 26
districts under either rfull or partial integrated management
systems; an  additional 290 health POsSts were astaklished
during the project period for a total of 744 health posts.
Unfortunately, because of Vacanci«s and absentoelsm some 20

= 45% of the supervision pests are unmanned. The coencept of

Lcommunity  participation  has bewen 1nltiated by means  of a

community health leader drogram within one-half of the
partially or fully integraced districts together with some

2,600 ward healzth Commictess,

There has been a rise in the distribution of temporary
contraceptive materisls and as of 1983 there were 149,898
couple vears of protection beiny  provided by  temporary

contraceptive methods. In addition there were 164,180



voluntary surgical contraceptive (VSC) procedures performed
during the 1980-1984 period. Last year s national target of
65,000 procedures was exceeded. Unfortunately, the
demographic impact has remained minimal but there is
definite promise for the future as the social marketing of
contraceptives through the Contraceptive Retail Sales
Program has increased the pLll acceptor rate and the
voluntary surgical contraceptive program shows evidence of

dramatic growth.

The status of the prevention and treatment of pediatric
diarrhea remains unsatisfactory as it is estimated that the
nationwide use of oral rehydration rtherapy for severe
diarrhea 1is less than 5%. There 1s litzle evidence of an
effort to provide privies or aducation cencerning  personal
hygiene and excreta disposal. Pro-nasal  care activities
appear to be provided inconsis=ently and are poorly reported
upon because there is no data cancerning the provisicn of
iron or folic acid to women  of  reproductive e, The
pefbentage of women receiving tetanus immunizavions ranges
from 5% in the integrated districts to Uk in the FP/MCH
districts, It 1s estimated that only  42%  of active
tuberculosis cases are under treatmens. fmmunization remains
inadequate with only 12 to 14% of children under ons having
been completely immunized against diphtheria-percussisg-
tetanus and less than 5% having been immunized against

neasles,



Malaria continues to be a problem especially in certain
areas of the Terai with an annual parasite incidence rate
(API) of some 2.17 reported in 1983. 0On the other hand, in
the integrated districts where control has been more

effective, the annual parasite incidence (API) dropped from

1.6 cases,/1,000 population for 1981 to 1.0 in 1583, At
present integrated prcgrams  provide malaria control
activities in 15 districts. The Malaria Research and
Training Center is grossly inadequate for the task ahead in

meeting research and training needs of the MOH.
Recommendation:

Continuing and, indeed, irncreased USAID/N support for

Nepal health and family planning services is strongly

recommended. HMG should be encouraged tc increase service
availability for both health and family planning programs.
The quality of servies must be unhanced through improved
supervision, motivation, and Incentives aimed at the service
providers. Family planning merivarien MUsSt receive a very
high priority to both expand and retain family planning
acceptors. Mcre women should b= included in the service
delivery gvstam, The  success  of voluntary surgical
contraception (VSC)  has been demonstrated, it must be

strengthened and expand.d, e2spacially at static sites and in

urban and peri-urban settings.  Client follow up  must be
stressed and  imprcved. Immunization programs must be
vigorously pursued. The leval of lmmunity must be improved

10



among women and  children and there must be increascd
cooperation Dbpetween the expanded immunization program (EPI)
and other parts of the MOH, rather than limiting
immunization services to the “vertical" EPI program. USAID/N
should exercise any sanctions available to encourage
increased cooperation and the level of immunization. There
must be a vigorous campaign to build privies/latrines and
educate the populace in their usage. There must be renewed
emphasis on sanitary excreta disposal, and the use of
excreta in biogas generation. Parsonal hygiene should be
emphasized and a national campalgn of soap distribution
added to the products distributed througn the contraceptive
Retail Sales Program. Malaria control will require continued
Support and enccuragement. USALD N 1s urged to support
completion of the National Malaria Research and Training
Center and support training of an adequate research staff
for thne facility. USAID/N should encourage the NMEQ to work
closely with and provide technical sugport to the rest of

the MOH.

Financing of Programs

Finding:

The contribution of HMG to the finarcial support of
health and family planning programs continues to be
substantial. HMG support has boen increasing through the

years from 150 million Rs.in 1978,79 to 2318 million Rs. in

11



1982/83. Donor support has covered roughly 36 percent of
total program cost. Unfortunately, the demand and
requirement for funds has not been fully met. Difficulty in
assuring a timely release of funds and efficient fiscal

management have contributed to making a difficult situation

worse. If the health and tamily nlanning program really

begins to expand effectively, 2spacially programs like VSC,
it will surely be impossible for the financial resources  of

Nepal to meet the increased demand.
Recommendation:

Highly imgortant interventions are for USAID/N and
other donors the assurance of saund financial management and
accounting by all parties concerned, and together with other
donors and HMG, USAID/N should ensure that ingreased support
is available for health and Familv planning programs from
all sources. Currently the system 1s fragile, but improving;
however, any cut-back at this juncture is very apt to lead
to a collapse and severe regression in the system with dire
consequences to health and family rlanning. Nepal must be
urged to be rigorous and realistic in s2tting long term
priorities and goals and to i1nsure adequate financial

resources are available.



Program Supply and Logistics
Finding:

While most contraceptive supplies are adequate there
are occasional lapses in delivery to remote health posts
because of the severe logistic constraints of the
environment. There appears to be a continuing problem with
the delivery of medicines, thoush there has been an
improvement in recent vears aidad by a logistics system
instituted by JSI. It is anticipated that ragionalization,
together with the completion and functioning of the regional
medical warehouses, will further improve the medical supply
cituation. The current distribution of refrigerators will
greatly enhance a functioning "cold chain", thereby making
an effective immunizacion program more feasible.
Transportation availability remainsg a problem in effective

performance, supervision, and logistic support.
Recommendation:

USAID/N, other donors, and HMG must continually address
the problems orf supply and logistics as they are likely to
remain ongoing. Cbviocusly withour contraceptives, medicine,
and supplies being available i1n a timely manner the programs
cannot function. USAID,'N  should continue to provide
assistance to HMG in tmproving  commodity  and logistic

Mmanagement support.,

13



Technical Assistance

Finding:

Technical assistance appears to have been a major and

effective effort by USAID/N. The USAID financed program by

JSI has provided assistance to integration and to the
development of a sound logistic support system. JSI has

demonstrated effective family planning techniques, i.e.,

VsC, and primary health care management. Technical
assistance has enhanced the commercial sale of
contraceptives. Unfortunately, the service networks remain

weak technically and raquire improvement in management.
USAID/N health and family planning staff are committed and
hard working and etfective in spite of being handicapped by

being insufficiently staffed to provide the level of
Management, program stimulation, coordination and monitoring
that is desirable for optimal pertformance. The limited staff
precludes adequate menitoring and program surveillance

without external consultant assistance.
Recommendation:

USAID/N should continue to provide intense technical
assistance to help correct service delivery problems. This
should be accomplished by integrating the TA contract
professional staff into AID/N starff program activity under
the direction of its Healch/Family Planning Office in order

to assure a closer WOrkK ing relationship between HMG and

14



USAID staff. The Health/Family Planning office of USAID/N
must make every effort to work with HMG on improved
Management, scheduling and the attainmenc of time-oriented
project targets. The increased activity iIn health and
ponulation efforts in Nepal will reguire additional skilled

staff.

Program Staff Development and Training
Finding:

HMG has been encouraged and supported by USAID/N and
other donors in efforts to train and develop staff serving
health and family planning programs in Nepal. USAID/N hay
provided large scale overseas tachnical training for program
personnel. The AID participant training program has -bewen
essential in the development of staff capability for the
healtn and Family planning service dzlivery programs. The
returnee retention rate has been maoderate but the
application of skil's learned in many of the overseas

rograms has been frustrated bv Lnapwonriace ass: nments.
Y Lol

In-country short term training requires strengthening and
steps should be tanen to  assur.e Tralning  slots are
appropriately distributed. There {5 a4 great need for

training malaria field research personnel for the National
Malaria Research and Training Center and if  the Health
Planning Division of the MOM is to fulfill its wvital and

essential role, then additional epidemiologic, s50cial

15



science,, biostatistical, and computer skilled individuals

will have to be trained to staff the operation.

Recommendation:

Support for participant training of personnel to man

the health and tamily planning programs of HMG should remain
a high priority for USAID N. Selection for training should
be a reward for service anJ nmerit, and free from nepotism.
Final selection for traininc aoroad should be made from a
pool of eligible candidatss DY 2 panel from axpatriate donor
agencies. Nominations should be made by  the candidates
supervisor with seconding by higher MOH authority. Special
attention should be civen to the needs of the Malaria
Research and Training Center and to tha Healthn Planning
Divisicn of the MOH. USAIDN shculd =ncourage and support
HMG staff training efforts as well as  encouraging and

t  their efforts.

w

working with other dorors to assi
Particular note should be taken orf the strength of the Peace
Corps in providing motivated and zifective  manpower in
enhancing program staff development and training efforts,
USAID/N should continue to work closely with Peace Corps

Nepal in furthering this effort.

16



Non-Government Service Delivery
Finding

The AID/W and USAID/N financed Contraceptive Retail
Sales Pioject for contraceptives has been a genuine success
and sales continue to increase along with the size of the
sales distribution network. This has been an innovative and
effective non-governmental service del:ivery mechanism. The
Family Planning issociation of Negal (FPAN) with support by
the International Planned Parenthood Federation continues to
play an important and effective leadership role in family
planning in Nepal. The FPAN continues to ccoperate with the
Voluntary Surgical Contraception program and to aid its

effectiveness and expansion.
Recommendation:

USAID/N should continue to encourage HMG to foster non-
government groups to enter health and family planning
service delivery programs. {MG should promote innovative
service delivery and seek a variety of inputs. USAID/N
should support continuation and expansion of the CRS project

as long as 1t 1s effective.

17



K. Population Growth
Finding:

HMG appears to bhe increasing in its awareness of the

importance of population stabilization for the well being of

Nepal. It has adopted a national populaticen policy and
currently it is apparent that most Nepalli citizens do not
recognize the peril of the pres2nt population growth rate or
the serious consequences to their lives and their families
1f this continued growth rate remains unchecked. Other than
at high levels of government, there appears to be a lack of
sense of urgency inconsistent with the gravity of the

situation.

Recommendation:

USAID/N and other donors must, at every opportunity
encourage HMG to raise the awareness level of the service
delivery systems, government officials, and all citizens to
-the peril of unchecked population growth. At this juncture

there can be no higher pricrity.,

General Discussion of Findings:

The evaluation team spent considerable time discussion among
themselves their individual observations from interviews, field

trips and review of documents provided.

18



Among the observations made by the evaluation team were

recognition of great differences betweoen stated purposes or

intended actions in 1980 and what appeared to the team to be

reality in 1984. Some of these differences have been caused by

changes in the system over time that wero perfectly appropriate -

but

the original stated intent may not have been updated in

current project objectives to rerlect the hecossary and desirable

charges that have been made. I-ems that nave been changed

substantially either in action or intent  which should be

redefined or re-assessed include:

The universal integration by 1985 for all service delivery

units.

The necessity of leaving the Kathmandu area to serve the
poor of Nepal - clearly the biggest return on investment of
the health dollar (as was positively identified in the World
3ank Report) would be to put heavy emphasis on health and

family planning in the Kathman-u, Pokhara, and Terai areas.

The position of “he government relative to a universe of

services for which all areas and citizens are equal

Ty

contrasted with a differential lewve! o services as a
function of population density, proximity to service

centers, etc.

The role of a supervisor relative to rewarding the very

productive worker and retrieving the non-productive one.

19



5. The anticipated utilization of trained pPerscnnel upon their

return from training - particularly the higher echelons that

spend a year or more away for graduate level training.

20



Chapter 111

MANAGEMENT ISSUES

FINANCIAL MANAGEMENT

The Tntegrated Rural Health.Family Planning Services project

was authorized by the AID Administrator on Atgust 21, 1980

0,000 in AID funds. Of

{

[

139]

involving planned cbligations of $34,
this amount, $18,000,000 was authorized to be. provided from fhe
Health approwriation account and 5le, 400,000 from the Population
Planning acconnt. As of September 30, 1984 a toral of $23,522,000
nad been obligated. This amount tnclades $13,051,000 from Health
and $10,471,000 from Population Flanning, seo Table |, including
central procurement ot contraceptives. Thus, at the point of the
evaluation, with only 10 months remaining until! the project
a5515£ance completion date (9/30,8%), only 69% of the funds
avthorized had been obligated. The Government ‘s contribution to
the project was set at $70.1 million 2guivalent per the 8.31.80
Grant 5greement. As a measure of the Government s commitment,
$60.8 miiliOn equivalent, or 871 c¢f the total, had been provided

as of July, 1984.

Obligations, earmarkings, expenditures and pipeline data for

tunding categories are containe below:
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Table 1.

CUMULATIVE EXPENDITURES AS OF 9/30/84
FOR IRH/FPS PROJECT 367-0135 (S000)

Cumulative Funds Cumulative . ,
Obligations Earmarked Expenditures Pipeline

HEALTH'FUNDS

Local Budget Support 3,415 3,275 1,327 2,088
Commodities 4,908 4,664 3,440 1,468
TA & Training 2,277 2,277 1,944 333
Construction 2,035 2,033 336 1,699
Other Costs 416 360 219 197
SUB TOTAL 13,051 12,609 7,266 5,785

POPULATION PLANNING FUNDS

Local Budget Support 4,913 4,913 3,145 1,768
Commodities 874 703 594 280
T.A. 2,145 1,699 1,444 701
Construction 288 185 87 201
Contraceptives 1,797 1,797 1,475 322

(Including Central
Procurement)

Other Costs 454 142 89 365

SUB TOTAL 10,471 9,449 6,834 3,637
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Table 2.

FUNDING STATUS OF IRH/FPS PROJECT 367-0135 ($000)
AS OF SEPTEMBER, 1984

Cumulative Funds Cumulative
Obligations Earmarked Expendituresc Pipeline

TOTAL FUNDS

Local Budget Support 8,328 8,188 4,472 3,856
Commedities 5,782 5,367 4,034 1,748
T.A. Training 4,422 3,976 3,388 1,034
Construction 2,323 2,228 423 1,900
Contraceptive 1,797 1,797 1,475 322
(Including Central

Procyrement)

Cther Costs 870 502 ics 562
TOTAL 23,522 22,058 14,100 9,422

A review of Table 2 above clearly illustrates that, as of
September 30, 1984, virtually all funds obligated had been fully

earmarked (94%).

It appears evident, however, that the Project Paper was
overly optimistic in expecting the project to absorb and
2ffectively utilize the full S34.2 million in AID funds in only a
Five-year project period. The ecstimated financial obligaticns
ontained in the Project Paper and shown in Table 3, show

»bligations occuring at an unusually high rate.
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Table 3.

ANNUAL OBLIGATIONS FOR IRH/FPS PROJECT 367-~0135 ($000)

FY 80 FY 81 FY 82 Fy 83 FY 84 FY 85 TOTAL

PP 4,800 5,400 6,600 6,800 6,100 4,500 34,200
Actual 4,800 2,800 6,972 4,900 4,050 (3,800)+ 27,322

+Projected

The annual obligations and expenditure projections, shown in
Tables 3 and 4 which also appear unduly optimistic, were based on
proposed obligation rates and the implementation schedule

contained in the Project Paper. The Implementation Schedule, 1in

retrospect, conrndensed too many activities in too short a time
frame. For example, the schedule callaed for Project authorization
in  May, signing of the project agreement in June, meeting of
initial conditions precedent in August and arrival of the fully
staffed TA team in December, 1980. 1n fact, the prosect was only
authbrized and the agreement signed in August, initiaj conditions
precedent to disbursement were only met 1n November {precluding
FY 1980 expenditures) and the first member of thoe tweam, the Chief
cf Party, did not arrive until September, 1981. The TA Team was
not fully staffed until July 1982. Thus, obligation/expenditure
patterns, based in part upon the implementation schedule did not
fit the realities of the "raal world". The schadule anticipated

no major problems and expectad all events to  follow a well-
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coordinated, tightly timed sequence. It did not. The estimated
financial obligations contained in the Froject Paper (PP) (Table
3) showing obligations occurring at an unusually high rate. The
readers attention is directed to the disparity between actual

versus PP expenditures for FY 80 and FY 8},

Table 4.

EXPENDITURES FOR IRH/FPS PROJECT 367-0135 ($000)

FY 80 FY 81 FYy 82 FY 83 FY 84 FY 85 TOTAL
Project 1,643 6,366 7,196 7,825 5,587 5,582 34,200
paper
Actual - 794 4,444 3,876 3,986  (5,500)* 19,600

*Projected

Projections also anticipated no major problems with regard
to absorptive capacity or to the Health Ministry’'s financial
management capability to effectively monitor, report, and account
for funds utilized as local budget support. In this regard, the
Ministry of Health is already two months late in submitting its
third trimester expenditure repor: to Finance for the current
fiscal vyear. This submission is required to account for funds
released and expended and to apply for release of additional AID
funds for operating expenses. In addition, ICHSDP personnel told
the Evaluation Team that they have g continuing problem

accounting for Rs. 3,000,000 of prior year funds advanced to the
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project. The project knows the funde were spent but is having
problems preparing vouchers for necessary reimbursement. The AID
Mission, according to its comptrol ler, applied these
unaccountable funds against new releases. Thus, it is no longer a

problem for AID. However, this inability to account for released

funds remains an outstanding issue hetween the Ministry of Health
and the Ministry of Finance. according to AID’'s Financial
Management office, the Comptroller General reported that, of the
line ministries, Health causes the most problems in regard to
financial management. It has continuing difficuley doing so in a

timely fashion.

As of September 30, 1984, AID had released a total of $8.328
million for local budget support. Of this amount, $4.472 million
has been duly expended leaving a pipeline of $3.856 million. This
line~item accounts for 40.93% of total project pPipeline. However,
due to the Ministry of Health s lnability to submit third
trimester expenditure Feports on tiwme, one can assume that the
pPipeline figure would decrease to an extent. The pipeline,
howéver, for this line-item appears to b2 at an excessive lavel.
The team recommends, therefora, that the Project undertake two
important steps. First, that a reviow be tnitiated to tdentify
those funds earmarked for budget supvort that have not been
utilized in a timely manner. Afrer propar censultation with the
Ministry of Health, an appropriate timeframe should be »rovided
to allow the Minlstry to account for unised funds. After this

pbrocess 1is completed, the AID Health office  should initiatce

ja )
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procedures for re-earmarking of those funds not being utilized
through a Project Implementation Letter to more appropriate
assignment in health and family planning. It is not the intention
of the Evaluation Team to penalize the Ministry of Health for its
perceived lack of appropriate financial management capability. It
is, however, the sense of the team to make the Ministry of Health
responsible and accountable for funds received under the Project
and to ensure that AID funds are utilized in a prompt and
effective manner. The team is aware that the Ministry and
vertical projects hava been upgrading their Zinancial management
capability and improvement has been accomplished to some deyree.
However, further improvement 1is required as the MOH has
continuing difficuley in providing reguired exvenditure
documentation and in doing so in a timely fashien. Therefore, a
second recommendation  1s  that the Project  should itdentify
appropriate Ministry and project personnel  for financial
management  training. Consideration also should be given to
sending appropriate Health Ministry personn-l to Finance to
ensure that the Ministry understands exactly what Finance expects

from them.

Serious consideration should be Given to the nossibility of
alD/N  assigning a fulltime finance person to work in the MOH to
provide technical assistance and facilitate improvement in the
timely submission of vouchers for reimbursement and enhanced

accountability for releasad funds.
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The evaluation team recognized that there are problems cf
inadequate information flow regarding financial information at
many points in the system. But it seemed reasonable to suggest

that at least from the AID end there should be a consistent set

n

of numbers given for the [ipancial BParus o the project at
predictable frequencies, and then those figures should be
reconciled with an HMG response as to thelr desire and intent to

spend them as earmarked.

When the project was written there was a projected
expenditure of $34.2 million for the life of the project, and
leadership within the USALD/N Mission had to fit that into a
projection of total AID funds “or the same period, Therefore
there should have been no cause for USAID N to have committed the
same dollar twice. Before that project was signed it is
reasonable to assume that priorities were set and this project
had earned a very high priority. BAut even if that relative
priority had not been fixed in L9880, it certainly would have been
desirable to ciarify any changes in true availability of dollars
from the original projection as newer financial information
became available, and tha+ informazion should have been made
known to the Nepalis on a regular basis in a format tnat they and
the evaluation team could understand.  The status of funds in the
pipeline is very unclear yet today, buc it is clear that USAID/N
has no intent to spend the full $34.2 million by September 30,
1985. Project expenditure rates would not Justify full obligation

of remaining life-of~project funds by thatv date, in any case.
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In November of 1984 the financial messages are very
difficult to interpret relative to the current status of dollar
availability, and yet there are urgent needs that should now be
addressed =~ and could presumably be addressed within current
dollar ceilings -or else the message must be made clear now that
new funds must be sought. What a distasteful situation if USAID/N
were to contribute to unrealistic @Xpectations by allowing  any
action program to be interrupted, or slowed Jown, to walit for
dollars that aren’t there, when energy could be directed in other

places to seek further funding if necessary .

Clearly the central government cannot provide all things to
all people, and one ma jor agenda which should be addressed
continuously =~ and 1is well-identified in the prcject - is the
maximization of individual commitment and local involvement.
There are several experiments underway in the country which
emphasize payment for services, local commitment for facilities,
¢r local dollars to restock medicines, etc. We would ancourage
cont.nuing pilot projects and full implementaticon of operational
plans that spur local initiative and involvem:nt. Fursher, any
parts  of the project that would lend themseives: to a commercial
oppertunity  for  the private sector should pe nudged in  that

direction, e.g. the entire CRS operacion.

The new procedures for indent and frocurement of drugs,
along with the regional warehouses, should lessen the historic
problems associated with drug supplies. However, careful

attention should be given tc the desirability of giving to each
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of the regional warehouses a start-up supply of essential
medications which would serve as a buffer for the periods when
the government organization procedures have left the cupboard

bare in the past.

Further, it seems appropriate to provide each center with a
basic supply, independent of historic cerformance, but it seems
equally as prudent to arrange the system so that a significant
portion of the total drug supply system wor'd flow as a function
of number of patients, number of visits for specific services,

etc.
Data Processing

The new era of data processing may sound at first blush to
be terribly ovu: of synchrony with the problems in Nepal, but the
review team - which knows praztically nothing about computers -
found that net to be the case. In fact, we took advantaye oi an
Osborne micro-computer with Wordstar software to complete this
report. And ther:2 are many comparable needs in HMG. Surely one of
the Success stories of this project (as a py~product perhaps) is
the degree te (hich program planning, management, and evaluation
efforts have been enhanced throush micro-computer applications.
The two areas perceived by the team tc be most beneficial for
intended program activities are data-hase management and word-
processing. Although substantial strides have been made already,
it seews prudent to assure the continued growth in local

competencies for both of th-se areas by pursuing additional
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technical assistance for trouble-shooting, background education,
on availahlie software, development of specific applications, and
the institutionalization of computer skills in key divisions of

the Ministry of Health.

PLANNING MANAGEMENT AND ADMINISTRATION

The evaluation team was very favorably impressed with =the
high level of knowledge and skill displayed by many key personnel
in  the Ministry of Health and its various divisions. With few
excepticns, there is no lack of expertisas or active interest in
the many disciplines. We were alsoc pleasant!ly surprised to find
the degree to which modern technology and methods are being
ttilized to more efficiently manave the various programs. There
has been a steady improvement in manpower and staffing patterns

as indicated in Table 5, Health faclilities and Personnel.

There seemed to be some difrficulty 1n terms of the duration
of tenur2 in key posts. Understanding that there have likely been
good reasons for several reassignments which may have improved
the management of individual programs, w2 wish only to express
our concern that HMG attempt to stacilize thosze kev positions to

the extent possible during the next seeveral vears,  In order  to

provide the continuity of purpose and maturity of experience

which 1s so necessary to successful development.,
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Table 5,

HEALTH FACILITIES AND PERSONNEL

Facilities:

Hospitals 1961....... 34

1971....... 52

1981....... 75

1984....... 76 (with 3,048 beds)
Health Posts 1961....... 24

1971....... 193

1981....... 533

1984....... 744

Personnel :

Doctors 1961....... 160
1971....... 311
1981.,...... 487
1984....... 571
Health Assistants/ 1961....... 3214
Auxiliary Health 1971...... 1259
Workers/Nurses 1981...... 3229
1984...... 4165
Village-level 1961.......
Health Workers 1971....... 800
1981...... 3654
1984...... 6245 (2610 PBHWs / 3635 CHLs)

Per Capita Ratios:

Doctor/Population 1961....... 1/59,375
5 1971....... 1/37,621
' 1981....... 1,30,185
1984....... 1/28,102:2
Health Post/ 1961....... 1/395,833
Population 1971....... L/60,622
1981....... L.27,580

1984....... 121,305

ESTIMATED 3 OF POPULATION SERVED BY A HEALTH FACILITY:

(defined as within 4 hours walkinq distance)

1961 ....... T
1971....... 16%
1981....... 46%

Source: Ministry of Health, HMG
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We especially laud the efforts to expand and develop the
Health Planning Division (HPD) as a staff advisory arm of the
Secretary of Health (SOH) and urge USAID/N and HMG to continue to
support further expansion of this vital function, through
additional personnel, equipment, budget and technical assistance.
HPD 1s rapidlv developing the capacity to provide the ongoing
picture of the overall health sratus and  comprehernsive  health
Program data, without which the S0H cannot make timely and
rational decisions. Organizationally, we suppor= moving the HPD
from 1its present line division pesition to being the principle

S

cr

aif support to the SO0H s oftice and fael this would greatly

strengthen the entire system.

In matching functional effectivencss to organizational
location, we would further suggest that the ICHSDP office is
improperly located as a Separate  central line project. The
lntegration of Health Services is not properly a project which
car be forced on the several vertical  programs through the
efforts of a separate administrative team.  Such a  concept  is

decmed  to  failure and should be dismantled at the earliest

possible date,

Integration of services must be the agreed intent of every
projram chief and his staff, with the acrive participation of the
field personnel in integrating their sorvices at the point of
delivery - in the districts and Panchayats. Effective functional
lntegration of services will cequive the  development  of  the

necessary infrastructures and the local negotiation of
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Cooperative agreements in each district w~hich are tailored to the
unigque circumstances of the particular staffing, facilities,
personalities and needs of that District. That task cannot be

accomplished from a Central Office.

Thus, we believe it ie lmperative that the initiative and

authority for integrating the prodram runctions be delegated by

w

the Secretary of Health to th. Diszrice level, probably to the
District Health Inspectors, for implemearation. These individuals
caretfully chosen for leadevship abiiitvies, sheould be gJiven the
line supervision autherity over the field personnal of each
program scheduled for integration in their distriet so that they
can negotiate an effective foordinacion  of resources, work

schedules, tasx assignments and the many obther logistical

considerations to bring about the desired results.

Additicnailly, it seems appropriatcte to mention the
communication difficulties bezween USAID/N and HMG over the past
several vyears, which have resulied Yrom the personnel policies of
the. U.S. Government, putting ceirlings on the number of direct-
wire staff who can be employed. These restraints cn direct-hire
for professicnal advisors has necessitated the use of contract

consultant groups to fill the advisory raquirements.,

This 1is not 1intended as an indictment of the presently
contracted consultants, who display real “ompetence - but rather
a criticism of a policy which results in an additional layer of

structure between HMG and USAID N sraff dlirect communications,
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which undermining the close relationships required. It is vital
that consultants be selected on the basis of individual qualities
and merit that make them most effective, and that they
demonstrate experience in cress-cultural settings experience

which would make them more effective communicators.

We suggest that ccntract consultants be hired as technical
assistance personnel directly responsible to the H/FP division of

USAID/N, in support of GON programs.

In our discussions with many of the other donor agencies in
Nepal, there was evidence of a widely-held view that coordination
between the various donor agencies was less than optimal. Key
staff in the MOH also expressed a lively interest in a better
coordinated effort to eliminate the overlapping difficulties and
to more effectively utilize the available resources to support

MG 's overall health strategies.

We suggest the development of a small informal consortium of
representatives of the major donor agencles to meet, at least
monthly, with the SOH and the Chief of HED in an on-going effort
tc more effectively coordinate the use of resources with the

established GON strateqgy for healtn care Lroyrams.

Lastly, the evaluation team obsarved a very wide disparity
of  supervisory relationships throughout virtually all the field
operations cn its site visits. Acknowledying specific exceptions
to the rule, we noted a general lack of accountability at  all

levels of the system, in all programs. Field workers frequently
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did not have performrance couals, or if they did, felt that no one
would hold them accountable if the Goals were not met. There were
RO apparent sanctions or peralties if a worker failed to show up
for work. And there were no anticipated rewards for workers who

exceeded cbjectives or performed particularly well.

As a result of having no incentives, work schedules
(attendance) are unreliable, reporting of clinical data in some
programs is late and/or grossly incomplete, and worker morale is

frequently low.

One of the greatest contributions that HMG could make to
management of the health programs would be to establish a simple,

but clear-~cut pelicy of superior - subordinate relationships

which involve:

(a) Wwell-defined Job expectations for each individual, in terms
of time and attendance, objectives with time deadlines,

reporting reqguirements, and performance standards.

{b) A system of rawards/sanctions which are to be expected (and
delivered) for exceeding objectives or for failing to

perform.

(c) Supervisors being held accountable for the performance of

their subordinates.
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This should be as simple as possible, involving an
individual face-to-face negotiation between each supervisor and
subordinate, to negotiate that worker s objectives for the month
or year. The agreed upon objectives are written down along with
the clearly defined rewards or penalties for success or failure.
The supervisor must then simply nonitor the performance, -
providing encouragement, guidance or assiscance in improving

performance.

We believe this type of direct and simple supervisory
discipline would provide important benerits to the entire system

in terms of morale and improved job performance.
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Chapter 1V

TRAINING

In the development Process training assumes a major function

as the instrument for organizational change and institution

building. Furthermore it -5 likely to have a lasting impact.
Training has been a major determining factor in the achievement
of targets. Because of th™ continuing need for all types of
health manpcwer training must continue to receive a high priorty

1f future objectives are to be attained.

From the onset of USAID/N activities aimed at strengthening
health services and family planning it was evident that trained

and skilled manpower would be needed in order to achieve the

targeted goal. To this end ail training arrangements through AID
and RTSA were mobilized, including long term academic training
abroad, short term training abroad, and Congiderable caphasis on
short term in country training. These endeavors have been

reasonahbly successful.

During the period of the project, the objective was that 80%

of the MOH non-academjc and paramedical manpower training
requirements were to be met. This meanc that a target of
approximately 1,600 new health and family planners workers were

to be trained. Happily the target aprears to have peen exceeded
as 2061 health and family planning workers have received initial

training and an additional 2174 have racelived refresher training.
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Refresher training has become a regular part of the training
program in all divisions of the MOH. The training process is
effectively planned, supported and implemented as evidenced by
the fact that training cells of the various divisions within the

MOH continually prepare annual training plans and schedules.

A major objective of training, particularly incountry short
term training, was to upgrade the knowledge and skills of staffs

and field workers engaged in health and family planning programs,

Y

thereby rzaching project objectives in efficient and reliable
ways. These training sessions concentrated on the tollowing
subjects:

l. Management and training

Including: financial Management, administrative
management, recordkeeping, and reporting
2. Logistics management
3. Clinical Training

4. Training for trainers

The goals of Management training were highly relevant to
strengthehing Managemsnt throughout the MOH. The training sought
to upgrade skills and knowledge of the staff involved in
administrative management, including  =he uniform accounting
policies of HMG and ennancemsant cf financial aanagement skills.,
In addition, the training was designed to improve the recording
and reporting system of the FP/MCH service delivery system
thereby enhancing the quality of data used for planning  and

avaluation of activities, The  main  objective of loyistics
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management training was to provide knowledge and skills for
proper determination of supply needs, warehouse management, and
accurate record keeping and reporting. Logistics management
training was primarily aimed at assistant level staff of FP/MCH.

The general purposa of clinical training was to train a cadre of

nurses within FP/MCH and the Departmenc  of Health Services

il

tructure to provide family planning servicss ro women at as many

{

district center eclinics as possible. Finally, and perhaps most
important, was training of trainers. The objective of this
eadeavour was to develop high quality crainers who in turn are

able to effectively train and

S

repare qualitied health and family
planning workers ror increasad delivery of family planning

services to the veople,

An evaluation of the RTSA trainineg was undertaken at the
Institute of Medicine, reported in Seprtember 1Y84. The evaluation
tound that Generally training had been very useful in enhancing
the day to day performance of trainers and that in only a few
cases was it found thar training was not appropriate to the job
being performed by the former trainers. It was generally
agreed thas the training period should bpe lengthened for

short term sessions .

As of November 1981, thirty-rhree participants have
completed training in the USA. Of these 15 were sant for academic
degree training and 15 have completed, while 18 were sent for

short term non-degree academic training and 16 have completed.

40



Many participants have been sent for short- term training in
third-world countries and of these 67 have completed the

training.

The training programs have been successtully carried out
with the assistance of two training modalities:one, the Regional
Training Service Agency/Asia art the Cmiversicy of Hawaii, and
two, JSI/Nepal. Under an AID W “ontracsc support. for a Regional
Training Service Agency for Asia at the School of Public Health,
University of Hawaii assisted with tha  short term training
program with the development of training materials, curriculum
consultaticn, etc. This agency rogether with the Tribhuvan
University 1Institute of Medicine conducted the  follow-up study
neted above of the ti-country short term training program which
demcnstrated that training was helpful to MOK personnel and that
most of the personnel were funcrion:ing witﬂ lmproved capacity  on
the jeb.  The study ailso found that future training needs of the
Frogram will be immense and that rhere isg an especially pressing
need for more training of field level personnel. Needs for future
training‘ in the following areas wer- tdenciried. (1) financial
maragement at the district and central level, (2) administrative
mandagement  Zor Adminissratiuve Assistants,  (3) logisties  and
supply  management rfor district and healwsh LOsSt personnael, (4
Erainlng rfor trainsrs. If services In primary health care and
family planning arz to he enhanced and extended, the training of

traditional birth attendants (TBAs) could be an important vehicle
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for extension. However, if this is to be accomplished, financial

Support must be forthcoming for the extension of TBAs training

throughout rural areas in a properly phased training programn.

In order to improve training management, support for the

training of trainers and managers 1s required.

In country training is vital to procgress for all programs of
the MOH, certainly health services delivery and family planning.
[t must continue to receive a high priority of support. One
problem has been the inadequate HMG per diem support available to
students. There must be appropriate per diem support identified
SO that training will not be unduly burdensome financially, and
training will be actively sought. Training sufiicient numbers of
competent personnel is required for the improvement and success

of the health and family planning services of Nepal.

The contractor, JSI/Nepal, was responsible for providing a
training health education advisar. This responsibility was filled
by an adviser in Mepal from November 198] through November 1984,
A major portion of the Adviser’'s time was consumed with
facilitating and shepherdiny Farticipant training, both short and
long  term. As noted above,  sixteen  short-term participants
completed programs 1n the Csa. 0f these, four programs were
structured through other U.S. training institutions, and the

remainder were individually developed by the adviser,
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Regional Training Centers

Given the Ministry of H=2alth’s goal of support to rural
health activities, and HMC's policy for decentralization,
considerabie effort has been spent 1n attempting to strengthen
the MOH's training capability at the regional levei. As indicated

by Dr. Kanno in her end of term report activities have included:

- Provision of technical assistance in site selection for

ICHSDP Regional Training Centers in Pokhara and Dhankuta.

- Assistance in arranging for a more adequate temporary site
for the Dhankuta Center until such time as the KARDEP-funded
construction of the permanent site can be completed.
Arrangements were also made for 4@ British veclunteer to

provide ‘support to training staff in Dhankuta.

- Provision of technical assistance in site selection and
funds solicitation for the ICHSDP Regional Training Center
in Surkhet, and arrangements with CIDA to use their Surkhet

camp!is for training until the new Center is completed.

- Assistance in relocation of the FP/MCH Regional Training

Center in Dharan.

- Assistance to the Pathalaiya Regional Training Center, which
does not have adequate kitchen, water facilities or privies,
to initiate renovations. To date, no centractor has been

willing to undertake this work.
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- Discussions with staff of FpP/MCH, ICHSDP, and HPD in an
effort to establish a single, Jjoint training facility in
Pathalaiya, under the management of a neutral administrator.
Although both Projects’ training facilities share a single
site in Pathalaiya, they are independently managed, and
coordination of training programs and activities is minimal.
To date these discussions have not b2en productive, and the
training programs in Pathalaiya remain independent. This

obviously should bhe corrected.

Health Education

Though not under the IRH/FPS Project, major efforts to
strengthen the health education activities of the Ministry of

Health have 1included the following:

- Through collaborative efforts with UNICEF, development,
organization, and imblementation of the tirst WNational
Conference for Health tducators, held in July, 1983.

-~ . Holding of joint meetings with training cell chiefs and
staff of <ha Health Lducation Division to facilitate the
various training cells.

- Establishment of a "ReLource Room" for training materials in
the Health Education Division to house training materials
for wuse by al} units of tihe Ministry. The Health Education
Division can provide both @ neutral site for such materials
and a reasonable accountability system for their wuse and

ratrieval,



The team agrees that future training should give priority to
grass roots level workers in the field and to financial managers
at the central level. Management training should be given to the
field level workers with some management rasponsibility. Training
should be based on the infrastructure availlable at the field
level. In 1light of this, future training needs of the MOH are

identified as:

(1) Training of lowest level field workers with community based

approach in family planning, maternal and child health.

(2) Training of financial managers at the central level, not
only in procedures and bocckkeeping, but 2nabling them to
project and estimate the financial sources that are to be
mobilized for the expansion and continuation of the project.
This requires a longer period for training and could be
organized in Nepal with the help of local and international
éxperts, or a selected number of personnel may be sent

abroad where such specialized training 1s available.

(3) As RSSA/A has already supported-this training to FE/MCH
staff at the central and districet level, priority should now

oe given to stafs of the MOH nor praviousiy

1"

Xrose2d, such as
ICHSDP, when futurs financial and administracive training is

given.

(4) Training for trainers should ke desiqgned specifically by the
training officers of the various divisions of the MOH. There

1s sufficient room for lmprovement, as  the trainers



themselver expressed their interest, in this type of
training. This traininc should be designed in such a way
that gives ample time to develop curricula appropriate to
the contex of Nepal. Duration of training should be at

least 2 weeks, and organized i1n a ver selective manner. It
pl

is further suggested that trainers should be invited from

abroad who are well Xnown in the subject,

The training of a Scientific Director and scientific staff
to the doctoral level for the National Malaria Research and
Training Center is urgent. This represents the training of
four individuals in researcen skills relevant to tropical
medicine and epidemiclogy in order to provide sustained

essential national direction for the Malaria Control effort.

The training of eight phvsicians as MOH epldemiologists to
provide a central staff of three epidemoioligists and one
epidemiologist for each of the five zones to provide a
national response capability for epidemiologic surveillance
and control of epidemic diseasa cutbreaks, such as the
recent serious epidemic of‘meninqitis. Sucnh a cadre could
address such seriocus epldemioloyical issues as the national

problem of goiter, hypothyroidism and crctinism.

If funds are not immediately available for all training
needs, higher pricrity should be iven to training the

scientific staff for the Malaria Cencer.
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One of the weaknesses of the training organization evident
from the coordinations is that it is often regarded as non-
scheduled work, and an additional burden to their regular
work. Because training is a continuing process to expand and
strengthen the organization, it should be scheduled as a
regular function and well designed prior to the organization

of training and before the training is conducted.
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Chapter v

RURAL HEALTH SERVICES AND THE INTEGRATED COMMUNITY HEALTH
SERVICES DELIVERY PROJECT (ICHSDP)

I. PROJECT SUMMARY

In the early “70s, the Government of Nepal (GON) undertook
an experiment in the Bara and Xaski Districts, aimed at
integrating various special interesc (vertical) activities such
as tuberculosis control, leprosy control, malaria control, family
planning, and immunizations wich a revised and expanded system of
curative health services. The experinent was intended (1) to
expand the number of trained healtn workers serving at the
periphery of the system, 1n Districe Heaith Offices and Village
Health Posts, and (2) to improve efricilency of service delivery
by eliminating duplication of administrative support for each of

the separate vertical projects.

An evaluation of this experiment 1n 1974 indicated gains 1in
volume ~f services provided and cost-2rlfectiveness, prompting His

Majesty s Government (HMG) to adopr  a  leng-term goal of

integrating heal:th services throughout the country. In 1680, HMG
and AID/Nepal entered into eint suprert of the Integrated Rural
Health /Family Planning Serwvices (IRH.FPS) project as part of the
effort to further these goals, which had become the formal policy

of HMG.

48



The planned new integrated health delivery system called for

major revicions:

HEALTH POSTS, serving an average 20,000 population and frequently
understaffed, were to be strengthened in Government salaries and

support, with staffing as follows:

1l - Health Assistant (HA), with 2-1,2 years training
2 - Auxiliary Health Workers (AHW), 1 year or less training
2 - Auxiliary Nurse Midwives (ANM), - 2 vears training

6-8 Village Health workers (VHW), the number varying according
to the population and terrain served.

XX Volunteer Community Health Leaders (CHL) - locally selected
tor each village,

The health posté and  field health workers fall under the

management  of  their District Health Offjice {DHO), and refer

patients with significant health problems to their district

hospital.

DISTRICT HOSPITALS retain thelr same function as inpatient
service providers and referral centers for curative care in the
District, and are staffed with act lowast one rhysician. They no

longer have supervisory responsibilitios for rhe healelh TOsTS.

DISTRICT HEALTH OFFICES were to be established in each integrated
district, responsible for the overall management of health posts,
integration of health services and are staffed by a Health

Inspector as well as 15 to 20 additional support personnel, The
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DHO has a reporting relationship with the District Hospital as
well as reporting directly to tiie central integration office. The
DHO is intended to provide the vaehicle for effective

decentralization of the Management of health services.

REGIONAL DIRECTORATES are part of the long-term plans of the
Ministry of Health (MOH), buct have not et been initiated and

14

will, therefore, nct be considered in this evaluation.

In addition to the revised Personnel structure and management
relationships, the IRH/FPS projecr calls for substantial contract
technical assistance and training to  improve flnancial and
administrative management skills, improvement of the supply of
drugs and essential commodities, and for the construction and

renovation of health facilities and supply warehouses.

Overall, the objectives of the IRH/FPS project have proven
to be somewhat ambitious and elusive, necessitating several mid-
Project revisions in order to maintain some realistic prospects

of being attainable.

II. REVIEW OF HEALTH STATUS/RURAL HEALTH CARE IN NEPAL

Any consideration of the kealth status of a population and
the health care system which attenpts to improve the public
welfare must, necessarily, examine a varierty of issues which are

not generally considored to b nealch-related., For instance, it



is now widely accepted, though poorly understood, that the
educational level of a mother has a Strong positive correlation
to the health status of her children, as well as to her own.

Thus, educational opportunity and achievement is an indirectly

substantial component of health.

Likewise, technological improvements such as the use of
biogas or improved cook stoves with chimneys for preparation of
meals may not seem the legitimate concern of a health care
review, but the elimination of nioa concentrations of smoke in
the home may be a mcre significant component of health care (by
reducing pulmonary and eye disease) than is the access to

treatment for those infections through a village «c¢linic and

practitioner.

In view of these principles, our consiieration of health
care services in Nepal will deal with a number of related issues
regarding environment, population, education and sccial customs
inasmuch a3 they have a very substantial effect on the health of

the people.

OQur task is to evaluate the present health care system and
hopefully, to provide some insights on more effective and
efficient means of upgrading the health status of the Nepalese

within the resource limitations as they currently exist.

Extensive data on the incidence of disease, the distribution
of resources, mortality, demcgraphics, workloads, etc., have been

reviewed in the process of reaching our conclusions. Since this
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statistical information is readily available, it serves no useful
purpose to reiterate those data here, and this report will
confine 1itself to the conceptual conclusions which derive from
that review. 1In addition, the evaluation team members engaged in
numerous conversations with the residents of several rural
villages, workers in non-health development programs, Peace Corps
volunteers and others to gain a perspective of health care from
the recipient ‘s point-of-view, as well as the perspective of the

providers who are part of the system.,

The GON has formulated a strategy which calls for the
expansion and maintenance of a formal system of local health
posts (HP) throughout the Kingdom in order to provide initial
access to health care for the widely dispersed rural population.
The plan describes gradual integration of the various "Special
Interest" field workers in Family Plarning/MCH, immunization and
focal disease control programs {tuberculosis, leprosy, mala{ia,

etc.) with the network of curative care facilities.

In reality, the network of GON-sponsored facilities
represents only a part of the "De Facto" curative primary care
system. Since thers is no reaqgulatory control of the healing arts
practitioners in Nepal, most  villages have one  or more
compounders or chemists who operate small pharmacies wherein they
diagnose illness and prescribe cures in support of their retail
sales of medicines. There are alse numercus other traditional
birth attendants and traditional healers whe attend to the acute

care needs of the rural population. wWhile the licensed Government



practitioners often regard these informal diagnosticians and
practitioners with disdain, they are ncnetheless highly active in
first-line curative services, giving injections and dispensing
medicines with inconsistent competence, and supplementing the
limited capacity of the formal curative health care facilities in

dealing with the acute needs of the peoplea.

In contrast, the preventive services arcd nealth promotion
efforts evident in the rural areas are virtually all dependent on
the presence of GON programs which teach self-reliance skills
(oral rehydration/nutritionj, do case-finding (leprosy/
tuberculosis), promote public awareness (immunizations/family
planning) and improve the environment (mosguito control) as well
as initiating efforts to improve personal living conditions
through clean water supplies, better cook stoves, cheaper biogas
units, human waste disposal, etc.

The people of rural Mepal, like those in all other nations,
still associate their nealth care needs with acute curaéive
services and express their health cars priorities in  terms of
more doctors and better clinical facilitics. wWhile there js both

necessity and merit in providing a network of access peints  to

[t

deal with basic eMmergency services, tne imcleomen=ation of a truly
competent curative healith cars system i3 arn extremaly  costly
undertaking which results in minimal health statas benefirt to the

people it serves. I 1s through the ciscasge

przw=ntion and health

promotior programs that Nepal has achieved its principle gains

and will continue to do so0,
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The GON does not have the fiscal resources to bring about an
appreciable improvement of the traditional curative care system
and should resist the temptation to invest its limited resources
in the development of sophisticated capabilities in this arena
when voluntary professional skillg and NGC resources are readily
available to develop this capacity. The obligation of any
Government to its peorle is in the area of Public Health, the
provision of services which most demonstrably improve the health
of the population and which are not usually forthcoming unless

provided by the Government.

Under this philosophical approach, the GON might well direct

its efforts in the following areas:

l. Control of excessively rapld population growth.
2. Environmental control of disease.

3. Achieving significant lmimunization levels.

4. Nursing in IRH/FPS.

5. Improved nutrition.

These points of emphasis are substantially in accord with
the MCH strategy outlined in the "Draft Strategy for Maternal and

Child Health - Nepal" for 1984/35 to 1986,87.
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CONTROL OF EXCESSIVELY RAPID POPULATION GROWTH OR MAKING THE RATE

OF POPULATION GROWTH LESS THAN THE RATE OF ECONOMIC GROWTH

It requires no more than a basic understanding of
fundamental economics and development principles to interpret the
undeniable evidence which faces the GON. with its 16.5 million
residents, Nepal reportedlyv has a grecater ropulation density per
hectare ~f arable land than its overcrowded neighbors in India
and Pakistan. Even if outside resources and the pclitical will of
the Government Proves sufficient to successfully abate the
current rate of population growth, projections indicate that
Nepal will have a Population of 22 to 24 million in the next 15
years. It i1s difficult to Imagine that the Kingdom of Nepal can
maintain any semblance of self-sufficigncy under those

circumstances.

In a recent survey of two districts, less than one third of
the families could grow enough focd on their own land to feed
themselves for a vear, forcing them to seek employment outside
the wvillage in order o0 purchase additional food. With an
e€Xpanding population, thjs dependency on imported foodstuffs will
only become greater. Other develcpmental activities put a similar

burden on the naticnal 2conomy,

The increasing bressures of a growing population on wood for
fuel has resulted in destructive deforestation and the #rosion of
fragile top soil assets throughout the Kingdom. Two districts are

already showing indications of vegotation loss which will  leave
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them as partial deserts, like much of the Himalavan terrain west
of Nepal. Reforestation efforts have not yet been able to keep up

with this process.

Nepal has always been a country of modest means and little
material wealth. The tragedy which faces the Kingdom is not that
it will simply be overpopulated or remain economically
disadvantaged, but that Nepal is becoming irrevocably dependent
on outside resources to sustain itself. The histeory of numerous
other Third World countries prevides clear evidence of what can
be expected. as dependency on external resources increases, the
Government loses the autonomy and independence which goes with
self-sufficiency, - and the opportunity to control its own

destiny.

Without an effective pProgram to control the population
growth in Nepal, their will be little chance of improving the
health status of its people. Thus, an absolutely essential
component of future health care planning should be an aggressive

population control program which should include:

(a) Widespread promotion of family planning education and
distribution of materials for temporary contraception,
encouraging 3-vyear spacing of children and limited family

gize.

(b) Increasing the number of acceptors of voluntary
sterilization after the bhirth of their second or third

child,
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(c) Examining all possible means of controlling immigration,

particularly into the Terai and lower valleys, and

(d) Considering the relative nerit of immediately implementing
national population policies which would utilize rewards and
sanctions for influencing family siz=2, as per POPCOM’ s 1983

"National Population Strategy".

Due to the critical nature of controlling pepulation  growth, we
believe that GoON may not have the luxury of time which would
permit the development of a balanced bocpulation control program.
It may be hecessary to go "all out" with the VSC operations
during the next 8 to 10 years. ‘fhen, ¢radually convert to a

baianced maintenance program.

There were several other basic issues on which consensus was

readily forthcoming:

The project design, while overly ambitious, was both
laudable and responsive to the perceived needs of Nepal. In
particular areas it has achieved substantial gains even though
Progress seems less impressive in the improvement of management
and the integration of services. The major obstacles to effective
integration of services are probably multipla, ranging from lack
of infrastructure to attitudinal resistence and concerns about
"Loss of Turf" by vertical programs. Pzrhaps the greatest barrier
to effective integration of services lies in the fact that the
responsibility for implementation wus given to a "Project Group"

with no authority or centro] beyond their porsuasive powers. The
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integration effort was seen vy the ver:tical programs as "Someone

Else’s" project, - something that would be accomplished without

their active collaboration.

Integration of Health Services is an organizational
philosophy, a concept of how the entir. health care system was to
worx, and not just an added project. Without full commitment and
involvement by all progrems toward accemplishing that end, which

obvicusly was not present, the I[CHSDD staff never had a chance.

There 1is also considerable question as to whether or not
functional integration of services can or should be organized
"from the top down". Our experience with other delivery systems
would indicate a greater chance of success 1f the preparatory
discussions and implementation tock place much closer to the
point of service delivery. Those who will ultimately be
coordinating work schadules, negotiating the best use of field
workers, sharing positions or resources, and problem-solving on
local 1issues will not have a commitment to making ilhtegration a
reality unless they have been involved in the preparations and

have adopted the idea as their OwWIl,

ICHSDP 's central staffing and identification as a project
should be abandonec¢. The Secretary of Health (SOH) should bear
the primary responsicility for implementation of the proposed
ihtegration of health services, and delegate that responsibility
(along with the authority to make dacisions and act on them) to

the district level, - prooably the District Health Officer. This
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would allow for the needed adjustments and/or flexibility to
adapt the integration of services to the specific conditions of
that district. wWe believe strongly that the lntegration effort

must be immediately decentralized to the district level, put

under the guidance of a skilled organizer/manager who has a

commitment Lo preventive services, and rthat the district
organizer must be given the line supervisory authority for the
workers in the various "Vertical" pregrams in that district in

order to effectively coordinate their WOTK.

We recommend that, where it is practical, integration of

services should include:

(a) Acute curative/emergency services.
(b) Family Planning/MCH
(c) Immunizations (EPI)
(d) Tuberculcsis control.
(e) Leprosy control.
(f£) CHL/Commuriity self-help participation.
Closely related, but not necessarily integrated, might be
(g) Environmenta} sanitation /vector-Lorne disease
control.

(h) Epidemiologic surveillance system.

Where local clrcumstances dictate, the District Health Officer
should have the option of altering the make Up of the integrated

services (adding or deleting) with the approval of the SOH.
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The evaluation team is cognizant of the pressures for
expansion of the curative care facilitics and services, both at
the Panchayat (health post) leve. and centrally, in the form of
requests for hospital improvements, training centers and improved
technological capacities. we suggest that severe limits be put on
the construction of additional facilities unless they will serve,
primarily, as a base for preventive functions. The limited
resources in this area should be directed toward renovation of
some existing facilities. The elimination of "turrikey"
construction projects in  which the local community has no
planning role or investment of their labor and resources is
recommended. P, ,chological ownersnip 1s an important aspect of

successful utilization in any soervice preqgram.

There 1s also freguent referance to 1nadequate drug
supplies. Despite the obvious truth of these comments,. the GON
should limit 1&g investment in rhe distribution of curative
medicines to basic essential items enly, and actively pursue the
charging of nominal fees for curative services and medicines with
the objective of maxking drug suppliy a self-supporting program.
However, this should not preclude front-end capital 1nvestment by
AID/N in the "Revolving Supply Svstem for the Regional Medical
Stores", should that need De apparent. Caplital investment in
drugs should bhe Specifically tied to changes which will Create g

self-supporting system, and should be "one time only" assistance.
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It should be noted that we witnessed several instances of
the drug supplier "dumping” almost out-dated medicines on the
smaller rural health posts. Drugs received in June/July 1984 bore
expiration dates of Sept./Oct. 1984, Thiis should not be

tolerated.

We encountered evidence of many focal operations and
individuals which warrant speclal commendation. There are too
many to list, but a few should he mentioned, including the
investigation and prompt centrol of the meningitis cutbreak, the
pursuit of the iodine-defiCLency problem and recognition of its
significance, an extremely concerned and  well-versed District
Health Inspector in the Terai, a disciplined sad dedicatad Health

Assistant in the Dang district, skilled and gnergetic people

w
¢

3
2

in  key MOy positions, and a display of ingenuity in the local

<

design  of an inexpensive biogas unit in the Rapti Zone IRD

program.

These examwples convince us that the peocple of Nepal have the

skill and capacity to overcome the problems tney face, glven the

resource support and the political will te do the job.

An 1mpressive aspect of Nepal ‘s activity in health care is
tlat 1t consists of so nany rragmented individual cemponents,
projects and special elements. A nultitude of donor groups are
participating in hundreds of isolated special interest
activities, making the complete picture an incredibly complicated
jigsaw puzzle. In some regspects, 1t 1s amaring that it manages to

function at all.
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With regard to health planning. there is hardly any area o:
concern which has not been studied, =valuated, and reported on,
and for which some plan or strategy developed. we found it
impossible to assimilate fully the collection of printec
materials on tne variety of health subjects and adequately
comprehend <che status of current activities in the short time we
had to review this material. All of which brings us to some

rather sweeping genzral conclusions.

(1) Many of the hecessary components of an effective health
program already exist in a variety of forms, but there is
relatively little 1in the way of organizational "bridges"

which link them together into a coherent whole.

(2) It 1is probably ctime to reduce the emphasis on studies,
evaluations and analyses - and g2t on with the task of
selecting a few major affordable ebrectives, and getting the

job done.

(3) We believe these major thrusts should be evident ir rural
health services delivery by focusing upon the priorities
noted on page 53 and lmplementing the following

recommendations:

(a) Integration of health and population services should
continue through a decentralized authority, at a pace

to be determined by HMG (SOH and Planning Offices).
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(b)

(c)

(d)

(e)

(£)

(g)

Environmental disease control should be a high priorty,
targeting on (i) interruption of the fecal-oral
contamination cycle and (ii) control of vector-borne

diseases.

The GON,/USAID should limit its resource investmant in

support c¢f curative care services (new construction/
druga supply/training for curative services), but

continue to control population growth.

HMG should make every effert to establish clear
supervisor-subordinate relationships with well-defined
performance expectations and a reward/sanction system

based on job performance.

The immunization program should receive higher priorty

for additional resources and more lofty objectives.

USAID/N should seek to regain direct-hire authority for
professional consultants or rewrite contracts to have

contract consultants supervised by USAID s H/FP staff.

HMG should request WUSAID assistance to establish a

regiocnal EIS network.
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ACHIEVING SIGNIFICANT IMMUNIZATION LEVELS

One of the lost beneficial products of medical technology
has been the opportunity to immunize individuals against
infectious diseases. This is a relatively low-cost, low-risk
means of bringing about dramatic lmprovement in the health status
of large populations. The proper use of this capability through
an intensive and well-designed procram resulved in world-wide

eradication of the long~dreaded disease, smallpox.

We have the opportunity to make equally dramatic advances in
the control of other infectious disecases if we direct our
energies toward achleving high levels of immunization among our
bpopulations. As we increase immunization levels, we not only
provide individual broteccicn against the disease, but also

recuce the exposure to infection for those who are not immunized,
Pl

SO that the ‘bhenefits of our erffaorts  are compounded as the

immunization levels are increased.

The expandad program of immunization (EFI) has developed the

required networs
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Superviscrs  in most of Nepal for implementation of an
improved progran SOWSVRD,  several Tonstraints have limited the

current effectiveness of

ey

tae pregram desplite  the sincere and

conscientious efforts of the EPI field staff.

(a) The distribution System  has not availed itself of every

possible service delivery point through which vaccines could
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be administered, such as health posts, health centers,
hospitals, family planning centers, etc. This can be

accomplished through local integratica of services.

(b) The "Cold Chain" needs to be more carefully monitored and
periodic vaccine samples from the periphery of the system

tested for potency.

(c) The 1logistics of supplies (needles, syringes, guns,
vaccines) has not produced a uniform distribution to the

rural areas of Nepal.

(d) The public awareness of the benefits of immunization has not

reached significant levels.

Our cursory examination of the EPI system in the field
locations produced some anecdotal material which reflects a few
of the problems in the vertical program. One EPI distribution
point for vaccines had two refrigerators for storing vaccines,
one  of which was not working. fThe staff "thought" it broke down
during the previocus night and had transferred the vaccines to the
cold wunit. There was nc means of determining just when the
refrigerator had stopped functioning, but even the freezer unit
was nc longer cool tc  the touch. when  pressed  for  some
documentation which would verify the viability of the vaccines,
they admitted that no viological testing of vaccine samplcs  was
ever done from that distribution point, much less from the
peripheral EPI centers in ‘te Panchayats where they were

administered.
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None of the health posts we visited in the Rapti Zone
(unintegrated districts) had the capacity to provide any
immunizations, though almost all of them expressed a desire to do
SO0. Even the District Hospital had made offers to the EPI program

to become an immunization access point, without results.

Most mothers we talked to in villages along the road
admitted that their children were unimmunized, and explained that

they had never seen an EPI worker in their village.

There seems to be a significant problem of opportunity and
access, which is compounded by the ~eneral lack of understanding
by mothers, of the importance of immunization. There is enough
belief in the "curative" power of the needle which derives from
antibiotic injections, that this opportunity for effective
prevention of communicable diseases should be a high priority for

implementation.

The objectives Ffor this effort should include tetanus
immunization of all expectant mothers, and the full immunization
o% 80% of all preschool children between the ages of one year and
five years, with:

DpT (Diptheria/Pertussis/Tetanus)

Polio

MMR (Measles/Mumps/Rubella)
with delivery of vaccines through as many health care facilities
as possible, in addition to the €ield worker teams. This should

be an early goal in the integration ut health services.
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ENVIRONMENTAL CONTROL OF DISEASE

Perhaps the single most frequent cause of morbidity and
mortality in Nepal 1is the group of infectious diseases which

produce diarrhea, dehydration, and death. The vast majority of

these 1illnesses require only one simple mechanism for their

persistence in the population, - the human fecal-oral
contamination cycle. The feces of an infected person,
indiscriminately excreted, contaminate the =so0il, water and

environmental surfaces from which they then enter the new host

and the infection is spread.

Interruption of that cycle is technologically simple and

very inexpensive. Tt requires a difficult behavioral change, in

that the people at risk understand the route of infection and
have the will to Prevent its continuation through:

(a) Defecating in properly built privies/latrines.

(b) Boiling of water for consumption, and

(c) Frequent hand washing.
These cdntrol measures do not require significant capital
investment, extensive training or elaborate logistics., It is
precisely the kind of health activity to which the GON should be

devoting its time and energy.

This effort should involve a massive country-wide campaign,
promoted by all levels of health workers, community leaders,

sanitation workers and volunteers. We would Suggest enlistment of
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a special cadre of Peace Corps Volunteer (PCV) with training in
community sanitation principles, construction of privies and
practical water purification tecnniques, since the PCV’'s have an
excellent record of community acceptance and effectiveness. The
PCV’ s could multiply their impact by making this an integral part
of the Community Health Leader (CHL) Program. Further, the CRS
program could add to their line of centraceptives and ORS packets
the distribution of low-cost soap to assure access and promotion_

of this important part of the effort.

In the more remote parts of the country it might be
desirable and/or necessary to introduce soap-making as a local

industry.

At the present time, the health care system sets a poor
example since many, if not most, of the health posts do not have
a latrine, bathroom or privy. Every health facility should have
such a facility and clearly set the cemmunity standard through
its use and mailntenance, as well as through frequent visible

hand-washing by the staff.

The other major components of environmental disease control
are the efforts to interrupt transmission of vector-borne

diseases, - pbarticularly malaria and encephalitis.,

The malaria program is discussed in detail elsewhere in this
report, but special mention should be made of the close

functional relationship between the field effort to break the
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fecal-oral contamination cycle, assure clean water supplies,
general community sanitation and the interruption of vector-borne

disease transmission.

We believe that this relationship arques for an

administrative affiliation of the malaria program with

environmental sanitation/engineerinq, rather than with the health
services delivery system. 1In HMG's enthusiasm for integration of
health services, the vertical malaria program has been scheduled
for inclusion in ICHSDP, and we would suggest that this decision

be reconsidered (sece General Discussion of Firdings).

Potentially, the environmental control of disease holds the
greatest promise for short-term, inexpensive, large-scale benefit

to the health of the Nepalese in all parts of the country.

As an adjunct to the control of vector-borne diseases, the
Evaluation Team also feels it wonld be highly desireable for HMG
to pursue the development of an eplidemiologic Intelligence
Service (EIS) officers, public health doctors with special
trainingi in epidemiology. These medical officers would be
responsible for monitoring infectiocus disease outbreaks in their
respective regions, mobilizing the investigqation and raponse to
such outbreaks, and for conducting more routine epldemiologic
studies of health problems such as the incidence and demography
of 1iodine-deficiency problems (Soiter,Cretinism) and the most

desirable response tc such problems.
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USAID/N might properly provide training funds for sending
selected candidates to EIS training at the Centers for Disease
Control (CDC) in Atlanta, Georgia. It is also likely that cCDC
would be happy to provide consultants to HMG for technical

assistance in developing an EIS system in Nepal.

NURSING IN INTEGRATED RURAL HEALTH/FAMILY PLANNING SERVICES

INTRODUCTION

In Nepal there were no trained and graduate nurses prior to
1956. HMG/WHO jointly sponsored the first batch of nurses trained
in the country since 1956. Witk the expansion of the health
services in the country, the country needed more nursing
personnel and now the country produces different categories of
nurses from different nursing campuses established 1in various
parts of the country. The total number of nurses produced in the

country through June 1984 is given in Table 6.
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Table 6.

NURSING PERSONNEL IN NEPAL, 1984

Class of Nurse Number
ANM 1,975
Certificate nursing - 609
Senior ANM 20
Bachelor of Nurcing in Midwifery 24
Bachelor of Nursing in Community Health 7

(Source: Nursing Division D.H.S. Nepal)

At present, the Department of Health Services has about
1,900 nursing personnel working in various Health Institutions

throughout the country. The sanctioned posts for various

Categories are shown in Table 7.
Table 7.

DEPARTMENT OF HEALTH SCIENCES POSTS FOR NURSES, 1984

Class of Nurse Number
ANQ 1,558
Staff and Senior Staff Nurse 301
Public Health Nurse 11
Senior'Public Health Nurse 51
Matrons 7
Chief Nursing Administrator 1
TOTAL 1,929

(Source: Nursing Division, D.H.S. Nepal)
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The 1long term Health Plan projects an estimated requirement
of 741 nurses and 2,261 ANMs by the end of 6th plan period of

HMG.

Nursing Curricula
The objective of producing the lower level Nursing Manpower
(ANM) is to meet the requirements of the Village Health Post to

deliver Nvrsing and Midwifery services ro the Community.

The basic requirement for admissicn is the Sth ~lass pass.
The courses for mid-level nursing manpower staff urses are
tailored according to the need of hospital services. This course
is of 3 years duration and the admission requirement is an S.L.C.
pass. The higher level nursing courses are designed to produce a
nurse with management, teaching and supervisory skills for work
in the hospitals and community health. The requirements for
admission are a Certificate of Nursing and 3 years of service in

the field of nursing.

Nursing Personnel

v

Sanctioned and filled posts for each region; as of end of
May 1984, Division of Nursing, Ministry of Health, are shown in

Table 8.
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Table 2.

SANCTIONED AND FILLED POSTS FOR NURSES BY REGION, MAY 1984

Region Nurse ANM % Filled
Eastern Sp 56 364 87.4%
Fp 42 325
Central SP 208 445 85.4%
Fp 191 366
wWestern Sp 39 332 90.6%
Fp 38 2938
Mid wWestern Sp 17 245 55.7%
FPp 15 131
Far Western 5P 12 119 61.8%
FP 7 74

SP = Sanctioned Post FP = Filled Posts

(Source: Division of Nursing)

Nursing personnel deputed to Kathmandu as of June 1984, included

25 nurses and 78 ANM’s for a total of 103.

Deputation internal and external (In 13 districts as p2r Annex

1.1 Nursing Seminar Report: June 11.14.1984)

A. From health POst to hospitals 513%.
B. From hospitals to another district 20s.

C. From health pPost to another district 29%.
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Status of Sanctioned Nursing Posts: (Source as above)

A. 59% present, B. 15% Not filled.

C. 20% deputation. D. 6% Absent or on Study.

Of all Categories of Nursing perscnnel, PHN's and ANM's are
those most involved in Integrated Rural Health and Family

Planning Projects.

Provision of at least one Public Health Nurse for each
integrated district has been made. Respensibility of PHN is  to
supervise ANM’'s working in the Health Post. They are also
responsible for arranging training pregrams for traditional birth

assistants (TBA).

The ANMs are the most important part of the nursing
personnel -for Rural Health Service. ANMs meet the need of the
Village Health posts to deliver the basic nursing and midwifery
services to the Community. There are 2 ANM posts sanctioned for
each I type health post. They not only provide service at the
health posts, but also do home deliveries 1f requested by the
villagers. O type and E type health posts are staffed by one ANM,
but their presence depends upon the location and living
facilities avaiiable in and around the Health Posts. ANM's are
also wutilized in training of CHL s and TBA's at the Health Post
level. FP/MCH employs SPHN, PHN arnd ANM partly to assist with
surglcal sterilization procedures and partly for MCH activities

in urban areas.
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Problems identified in Nursing

a. Lack of accurate data on individual Nursing assignments.

b. Unmanned posts caused by deputations.

C. Long term Health Plan contains - inadequate recommended
posts.
d. Lack of suitable nursing quarters in many hospitals and

health posts.

e. Low pay of Nursing professionals.

f. No system for refresher training.

g. No career ladder for ANMs.

h. No supervision by Senicr Nursing Personnel on the job.
i. Assignments cause Separation of family mempers.

. Lack of prorer security for voung nurses in rural posts.

It should be clear from the above picture of nurses in the
country, that the Nursing Service cannot meet the real demand at
the present time. It is clear that most of the categories of
nurses are involved in curative health service. The existing
manpower with 1its described problems (both organizational and
personnel) will not be able to take care of the maternal and

child health services in the country for the immediate future.

It 1s understood that the traditional birth a-tendants
perform over 80% of the deliveries in Nepal. They form not only a
critical group in influencing the health and Family Planning
related behaviors, but are essentially the major source of
service and information to wemen in the child-bearing age group.

TBA's in some form are available in every village of Nepal.
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Recommendations

1.

Train TBA's for maternal care. Training should be directed
to reduce maternal and neo-natal morbidity and mortality.
Training for cne TBA per 1,000 village population would be

an ideal circumstance to pursue.

At the Health Post level the present staffing of ANM's
becomes adequate if the above levels backed up by TBA ‘s can
be provided. Filling ©f vacant ANM posts is very desirable
but before sending them to HP, it is necessary to ensure
that the physical facility and quarters are adequate. ANM’'s
should be mobile sc that they can supervise and heip TBA's

when nzcessary.

Increase the supervision of the ANMs at the Health Post.
Supervision is to ho provided by district PHN and she should
be able to provide tequired  administrative and logistic

Support through routine field visits,

The long-term projectinn of requirements for Nursing

Personnel should be developed.

Refresher training for all categories of nursing personnel

should be arranged avery 3 cor 4 vears.

Additional ANM's will be required, 1in addition to training
the TBA's. Training should be bractical and job-oriented so

that Health Pogts can retain them.
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7. A career ladder sheuld be developed for various categories
of nurses working in rural integrated health and F.p,

Programs.

IMPROVED NUTRITION

Nutritional well-being derives from individual decisions in
the face of resource availability and the whole ecological
setting of the household and village. It isg important that
nutrition receive high priority in government policy, but it is
equally impcrtant that the context of nutritional problems be

correctly understood.
The Extent of Malnutrition

Reliable and dirasct data about the nirtitional status of the
Nepalese population are extremely rare, although all available
Leports suggest that malnutrition in many forms is widespread and
Severe. See Table 9. ©Thegae surveys show rthat protein-energy
malnutrition in prescnool children is a large problem, while
nutritionali malaria, endemic goitre and vitamin A deficiency are

also serious. Almost two thirds of the taral =hild population in

the country, under 5 years oI age, are afrfected with moderate to
Ssevere degrees of protein-energy malnutricvion, Tne extent and
severity of these ouroblems varies with differest regions,

economic classes, and ethnic groups. Malnutrition isg, perhaps, an
associated or underlying cause of ahout 60% of all deaths in the

child population of Nepal.
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Table 9,

NUTRITION STATUS OF THE CHILDREN IN NEPAL
AS REPORTED BY THE TWO SURVEYS

Nutritional Status Pourbaix (1974) HMG/USAID (1975)
(Weight-for-age Classification) (Percent ) * (Percent ) *#
Normal 30.0 29,3

(80% and above, of standard)

First degree malnutricion 25.0 41.5
(70-79.9% of standard)

Second degree malnutrition 25.4 24.1
(60-69.9% of standard)

Third degree malnutrition 15.6 5.1
(below 60% of standard)
* Comparisons are to Harvard Standards used in international

nutritional dssessment studiaes,

* ok Comparisons are to Iindian Academy of Pediatrics Standards.

%onqitudinal evidence to support this interpretation comes from a
study by Farquharson (1970). She examined the growth pPattern of
2,315 Nepalese children anpdg found that the Nepalese infants
displayed normal welght gains during their firge Six months of
life while eéxclusively hreast fed. Then they experienced a marked
slowdown of grewth, once the vweaning food was introduced. During
the second year, they grew very lictle, falling brogressively

further and further behind. After age two some catch-up occurred
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http:exclusiv.ly

but well below the median. The children then continued to grow
but. were permanently stunted, keeping one in wonder about the

impact on their future mental and emotional development.

Nutritional Anaemia, Vitamin A Deficiency (Xerophthalmia), Goitre

and Cretinism

Other nutritional deficiencies that p ague the population of
Nepal are anaemia caused by iron-folate deficiency, (exacerbated
by «clinical diarrhoea, which in turn is caused and affected by
malnutrition). According to  the HMG/USAID Survey findings,
nutritional anaemia in affecting 19.5 percent of the 6-13 months
age group and 25.9 percent of the 24-72 months age group (1976).
All  young women, tut especially  those who are pregnant or
lactating, are most vulnerable +to nurtricional anaemia. The
accepted minimum haemoglebin level for women is 7 gm (Normal 12-
14 gm). Cnforturnately precise informavicn is not available.
However the fact that hookworm infestation is highly prevalent in
Nepal and that it can aggravate nutritional anaemia makes the

problem of anaemia a matter of concern.

A nationwid~» sample survey ol Nepalwese children in 1980-81
revealed that Vitamin A deficiency and Xeropthalmia affect a
sizable percentage of preschool children, as indicated by .03
percent prevalence of corneal uleer  among  those sampled.

Xercpthalmia, in its severe form, 15 a common cause of blindness



among children. The confirmatory evidence is not available, but a
recent estimate indicates that aboutr 100,000 children go blind

every year, mostly in Asia duc to Vitamin A deficiency.

In the 1960°s and 1970 s several investigations collected
data on the prevalence of goitre and cretinism in Nepal and
related this to the absence of iodine in avallable water and
foods. The geographical locavion of Nepal in the heart of the
Himalayan Goitre Belt, and data from surveys carried out in
different parts of the country, con::.rmed that Nepal has one of
the highest incidences of endemic Goitre and Cretinism in the
world, particularly in the mountalnous areas. There are many
areas where virtually all the population are afflicted with
goitre. Much more alarming 1is the fact that cretinism
characterized by deaf-mutism, growth and mental retardation,
affects 10% of some populations (eg. Wwapsa in Solu Khumbu). The
irony is that, although it is preventable, nothing tangible has

vyet been done.

Food Aid Programs and Problems

International Food Aid Programmas chanelled through the
World Food Programme (WFF) have been providing food aid to
infants, mothers, and young children since 1972. The programmes
are co-ordinated with MPLD (Ministry of Panchayat and Local
Development) through existing matzarnal-child health clinics. The

food stuffs have been dried skim milk, wheat, wheat-soy blend
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(WSB) and corn-soy-milk. Logistical obstacles have prevented the
program from serving many remote rural areas. Although focd
targeting to reach the most malnourished has been attempted, in
reality this has been difficult to achieve. An evaluation of

nutritional impact has so far not been possible.

The geography of the country remains an obstacle. Long
delays occurred due to central office’s inability to predict when
a food shipment will reach a remote border crossing, and because
internal communication 1s slow. Customs clearance is still
another obstacle, which nobody has bean able to do anything

about.

Food Aid Programmes faced problems similar to those of many

other countries. Leakage, corruption, losses due to spoilage and

lack of adequate storage. Due to the shortage of trained staff,

educational efforts were often curtailed.

Nutritional Intervention Based on Local Foods

This program took place in Lalitpur district in Kathmandu
Valley as part of the Missicn Hospital Communtty Health Frogram.
Community Health workers conducted 4 year-long nutrition survey
in  two villages in Lalitpur districe in 1973 ¢qo identify foods
available in the homes and current infant feeding practices. The
nutrition workers observed that virtually all morhers knew how to

prepare a  very nutritious and popular traditional enack by
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roasting and combining a whole "pube", (such as wheat, soyabeans,
corn, beaten rice etc.). The "Sattu", is prepared by grinding the
roasted ingredients into a powder and mixing it with milk or

water to make a thin gruel.

"Sarbottaur Pitho" the “Super Flour" (Two bowls of soybean,
one of corn, and one of wheat, (rice and other beans may be
substituted), became popular infant food. The youngsters soon

began to gain weight and thrive.

We suggest that USAID/N consider utilizing the temporary
services of a nutrition consultant in its future project design,
to assist HMG in developing a scheme for growth monitoring and

nutrition education through local health workers.

We also recommend thac it would be better not to consider
involvement in food distribution progr.ms for the foreseeable

future.
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Chapter VI

SERVICE DELIVERY: FAMILY PLANNING AND MATERNAL AND CHILD HEALTH

In the area of Family Planning :nd Maternal and Child Health

especially the evaluation team was faced with a tidal wave of

paper from earlier project descriptions, demographic studies,
program evaluations, special studies, conferance reports, work
plans, etc. It is clearly apparent that the crisis of exploding
population in Nepal is of major significance to the leadership in
His Majecty’s vovernment, the World Bank, UNFPA, UNICEF, WHO, and
many bilateral donors, and i1t should remain equally as
significant to the AID/Nepal mission leadership. Clearly this one
area of assistance is of ever-increasing importance for- many
reasons, and should therefore get the highest priority both in

attention and funding from USAID, 1i.e., financial support to the
greatest extent possible, and with the greatest flexibility

possible.

Although there has been support for family planning as a
concept tor over 20 years, it has had to grow from a very small
nidus of concern in Kathmandu to a broadly-based and publicly
supported concept. In 1976 only 2.3% of all married women in the
reproductive age fange were practicing centraception, and that
grew to 7.0% by 1981. Only now are there program activities in a
scale that might possibly have an impact on the demographics of
the <country, but procf of that will still take several years ta

pull together.
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The broad-based conceptual support necessary for a
significant service delivery pregram had been obtained prior to
the writing of the Project Paper on Integrated Rural Health/
Family Planning Services in 1980, and that paper laid out a very
appropriate outline of strategies to approach the overwhelming
problems of rural health serwvica delivery, integration of
services, education and motivation, lnitiation of new cadres of
workers at the local level, significantly increased levels of
management and accountability, and critical thresholds for basic
MCH and family planning services. The project was written in
general terms so that flexibility could be exercised along the
way. This project paper certainly demonstrated a firm USAID/N
commitment to address the most significant problem of Nepal,
excessively rapid population growth, that was undermining all

other development efforts.

It would be totaly inappropriate to a tempc to cite all of
the pertinent literature on the demographic circumstances in
Nepal. However, it would be helpful to note a few details about

the demographic situation. Cn November 9, 1984, the Rising Nepal

(the major newspaper of the country) quoted the National
Commission cn Pcpulation’s projection of zhe population of Nepal
as 16,423,070. That is a grewtinn of aimost 2.5 million since 1980,
and 5 million since 1971 {an i1ncrease in the population of almost
50 in only 13 years). Tho 1980 AFHA report gave the following

key democgraphic measurements as shown in Table 10.
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Table 10.

KEY DEMOGRAPHIC MEASUREMENTS IN NEPAL, 1980

Annual population growth rate 2.6%
Infant Mortality rate 152/1,000
Median Age 22.3 years
Total Fertility Rate 6.1

And there is no appreciable change in these figures today.

The 1980 APHA report also gave a superb overview of the
culture, the economic situation, the health status, health system
in place, recent history of the health system development, and
specific insights into the constraints to be faced by anyone
wishing to initiate improvemen:ts in the system. A review of
USAID/N’s role in past program development was given along with
an outline of future alternatives for USAID/N. At that time HMG
viewed the assurance of sa‘e drinking water as the cornerstone of
the public effort to improvs health status in Nepal, to be
bursued along with a major national comnitment to curb  the

runaway population growth.

The scope of work of cur evaluation focuses on the changes
that have occurred since the Project Paper and the APHA Report

were written (1980), and there are inany positive achievoments to
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report. Unfortunately, many of the constraints identified 1in
1980, and again in later evaluations and reviews, still remain as

constraints today.

One of the most important changes since the project paper
was written was the confirmation of the national will to address

the population problem through the establishment by HMG of the

National Commission on Population (NCP).

The family planning program is moving very rapidly now, and
this success must be recognized and supported. Because of the
magnitude of excessively rapid ponulation growth, and the growing
acceptance of the voluntary sterilization program it is clear
that sterilization procedures will remain as the major
contributor to any demographic effect for several years. But that
should not lead cne to reduce emphasis on temporary methods. To
the contrary, renewed emphasis on all temporary methods must be

stressed, to be given with two maternal health messages:

1. The health of the baby, the mother, and the family would be
improved if the first pregnancy were delayed until age 17 or
later. (Currently the law of the land is that a girl may
marry at i6 with the consent of tho parents, and at 18
without parental consent, but the actual average age of
marriage is 15.1).

2. A spacing of at least 3 yedars between pregnancies would

greatly enhance the health of the mother and the health of

all subsequent children.
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In this push for improved use and effectiveness of temporary
methods one should also expand the education and emphasis on

injectable methods.

The plan for continued family planning and naternal health
services that was written during the summer and fall of 1983 by

the ad hoc committee chaired by Mrs. Pancha Kumari Manandhar
(NCP) 1is a very reasonable approach. Clearly if USAID/N were to
concur with it and commit continuing major support it could be
done with an extension of the current IRH/FP project through
1988, assuming that funds under that project heading are
adaquate. If more funds are neaded, it is clearly indicated to
initiate a new project paper within AID to address whatever

shortfalls in funding are identified.

A major part of that plan is the establishment of service
delivery objectives that are directly correlated with the
policies and targets established by the National Commission on

Population. Those targets are shown in Table 11.
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TABLE 11.

PRESENT STATUS, SHORT-TERM, MID-TERM AND LONG-TERM
POPULATION REDUCTION GOALS

Total Fertility Total Births Population

Rate to be Averted Growth Rate

Present Status 6.3 2.66
Short-term Target,

1985 5.4 359,000 2.18
Mid-term Targert,

1990 4.0 1,161,000 1.9
Long-term Target,

2000 2.5 2,322,000 1.18

To achieve these fertility goals the femily planning program

would have to achieve the contraceptive goals given in Table 12.
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TABLE 12,

SERVICE DELIVERY TARGETS FOR FAMILY PLANNING

Year Sterilization Pills Condoms Depo IUD
1982/83* 45,000 67,000 1,78,000 4,900 1,500
1983/84 65,000 90,000 2,20,000 15,000 7,000
1984/85 65,000 1,00,000 2,336,000 21,000 9,000
1985/86 79,000 97,000 2,15,000 28,000 11,000
1986,/87 1,10,000 1,23,000 2,53,000 41,000 14,000
1987/88 1,14,000 1,29,000 2,59,000 48,000 15,000

*Preliminary Actual

These ambiticus goals are well beyond the realm of
possibility for HMG without significant donor support. On the
other hénd, the commitment and intent of HMG are clear, and

should be supported by USAID/N.

There 1is a bread consensus in Nepal that significant
increases in fami'vy planning will not take place until
significant improvements are made in basic infant care to assure
survival of most children t» age 5. Bat the MCH effort in infant
care has never been selectively targeted to high-impact services.

It is very important to note that a carefully thought-out MCH
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strateqgy was also drafred in 1984 through a collaborative effort
of many agencies, which does focus on a limited number of high
impact services, l.e., oral tehydration, immunizations, child-

spacing, and basic first-aid/curative care and nutrition.

Included in the delivery network for expanded FP/MCH will be
community volunteers, 2.g., the Ex-Servicemen's Club, and
traditional birth attendancs (TBA"s). Since TBA's attend 80%+ of
all deliveries in the country it is a critical step tec rfold them
into the legitimate service delivery chain. They could augment
the health education team tremendously if they were educated
about the four high-impact service areas, and 1if they were to
refer on to others any complicaticns they encounter which exceed

their levels of kncwledge and competence.,

Program successes are cvident in many of the charts and

tables prenared by the Evaluation Division of the FP/MCH Program
putly L S Ot e iy _— — L !

O

£f1

9]
D

- A selected group of these Is presented in Appendix E with

|

the knowledge that such & presentartion is Just skimming some of

the cream from evaluation done over the last four years.

Many signirficant cbjectives of the program have been

achlieved since 13380

l. A dramatic increase in the numbers of sterilizations done,

and a commitment to raise that number substantially over the

next few vears.
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2. Establishment of a nationwide network of health workers who
are now completing training and will be able to provide
motivation, education and direct service delivery at the
village level. ~

3. Successful,semi-autonomous,}apidly expanding retail sales of

cdntraceptive supplies through Contraceptive Retail Sales
(CRS).

4, Initiation of the regional medical .tores concept, and a
building/staffing program designed to make it work.

5. Reduction in the essential drug list to the most important
drugs, with each health post being asked to order its own
supplies.

6. Recognition and utilization in a few selected situations of

the great power and managerial control that can be obtained

with micro-computers, which are so much more effective than
armies of clerks.

7. Increasing availability of oOral Rehydration Solution
throughout ©Nepal in health posts and through commercial
outlets (through CRS).

8. Weekly informal meetings of the major donors to coordinate

activities.

The evaluation team was very disappointed in the failure to
activate the static VSC’s - now named Lhe FPC’'s. Surely those
situations could be resolved more effectively if there were in

each case a local person given responsibility and authority to
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complete construction where necessary and staff appropriately for
specific numbers of sterilization procedures and specific numbers

of acceptors of temporary contraceptive methods with a given

budget.

The team did not think it appropriate to demand that the
staff assigned to such centers would have to be 100% family
planning staff. Rather the demand should be placed on the numbers
of services delivered and not the pedigrees or affiliations of
the staff within specific vertical program hierarchies.
Furthermore, since the care of complications is very significant,
and that is often the responsibility of the local hospital staff,
it was the opinion of the team that the local physicians should
have the first choice at being trained to do the sterilization
procedures, and then to earn the special 1ncentives available to
the operating physicians. Then they would also be much more
willing to care for any complications which might follow.

Evaluation 1is a necessity for any good program, but the
value thereof often lies 1in the oyes of the beholder. The
evaluation team was convinced that there are very few areas of
health service delivery in Nepal which operate with any degree of
specificity in their evaluaticns. P2rhaps the most successful
evaluation 1s achieved in the malaria program where one can deal
with actual case counts and concrete numbers of individuals
screened. Admittedly there are still problems identifying the
denominator, 1i.e. the population at risk, because of tremendous

migration through the Terai, bhut one still has an advantage of

measurable end points to count.
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Family planning offers a solid endpoint with the
sterilization procedures, but the impact of the temporary methoeds
of contraception on fertility is elusive. Presumptive estimates
of couple-years of protection can be made from total sales of

pills and condoms, but such numbers are very soft. Cne hundred

women taking pills three months a year could still produce 100
babies - but the retail sales for cne hundred women times three
months would suggest 25 couple-years of protection. At the same
time it is not practical to suggest longitudinal record-keeping
for the universe of consumers of temporary methods in Nepal at
this time. That leaves the evaluation division with the challenge
of selecting the best alternate techniques for evaluation, given
the constraints of the current information systems. Among the

choices are:

a. Periodic censuses to determine population changes, either
for the universe or selected areas.

b. Vital registration, either for the universe or for selected

areas.
C. Sahble surveys of known users to determine continuation
rates.
d. Reviews of birth records o determine spacing intervals.

The key to many of the best evaluation techniques is record-
linkage through computers, and it is possible to do significant
evaluation studies with the micro-computers that are already
available. This certainly 1is an area that is appropriate for

expanded T.A.
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Similarly, in the MCH area evaluation has been difficult
because no one was sure what the primary endpoints were supposed
to be. Now with the new MCH strategy and 5 target areas more
precise evaluation processes can be put into place. Numbers of
women receiving their tetanus immunizations, iron and folic acid
supplements, and blood pressure checks can be counted. This would
be overwhelming on a universal basis, but for selected locations

it would be quite practical.

In summary, significant progress has been made over the last
four years in building the infrastructure of local personnel for
service delivery, identifying major problems in the supply chain
and initiating solutions tc these problems, solidifying the
national policies on populat:on growth control, and securing
higher levels of planning and managerial competence. But the
demographic problem is clearly a long-term one, and the greatest
steps in service delivery have been achieved in the last two

years.,

Therefore, it is critically important to capture the
moméntum that has been building and make ma jor, on-going
commitments to address this cornerstone problem of demograbhics
for WNepal. The evaluation team bélieves this problem alone 1is
worthy of major increased AID assistance to the country, and

urges careful consideration of this investment in Nepal s future.
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Chapter VIT

SERVICE CELIVERY! MALARIA CONTROL AND
ENVIRONMENTAL SANITATION IN NEPAL

Malaria has been, historically, one of the major health

problems of the Kingdom , contributing an estimated two million
cases annually with a mortality rate of some 10%. This situation
prompted the establishment of the Nepal Malaria Eradication
Organization in 1958 which successfully led to the freeing of
large zones from tre grip of malaria, especilally in the Terai. By
1970 there were only 2,500 cases detected, but the program has
since deteriorated. Unfortunately, by 1980 the incidence of

malaria had increased to approximately 12,000 cases annually.

In spite of the relative success of the program,
nevertheless 50% of Nepal's population remains at risk of
acquiring the disease. Areas above 4,000 feet in elevation are
ot at risk but the most productive agricultural lands are in the

malarious zone, principally the Terai.

The malaria control program was initiated as a result of the
joint effort of the World Health Organization and the Government
of Nepal. A plan of operation was instituted which included (1)
spray operation to kill the mosquito vector (2) surveillance to
identify sources of infections and treat persons infected,

thereby eliminating malaria reservoirs among the population. The

NMEO program, while directed and headquartered in Kathmandu, was
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regionalized and decentralized as far as possible to field areas.
At the beginning of the project the authorized staff was

approximately 3,134 personnel.

The target of the 1980-1985 Five Year Plan was to reduce
malaria to the level of one case per 1,000 population or an
annual parasite rate (API) of 1.0 on a national basis. As a
result of comprehensive studies in Pakistan, Sri Lanka, and
Thailand it was determined that the environmental impact of DDT

and malathion spraying was not deletericus.

The national malaria control program currently has a full
time national safety officer. He is responsible for insuring that
all field workers are properly instructed in safe spraying
operations and that they are carried out according to safety
protocofs. This indeed appears to be the case as NMEO reports
that they have experienced only one or two mild cases of
malathion exposure per year. This is reassuring as the potential

for accidental exposure is rather high.

The estimated cost of the NMEO five year program was $29.6
million, of which $!3.3 million was for local costs and $16.3
million was for imported insecticides. ‘Technical assistance,
participant training and other costs were estimated at $240,000
and funded by USAIG. The Government of Nepal supported all local
costs as well as that portion of imported commodities not paid

for by USAID or other donors.
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An exceilent in depth analysis of NMEO activities in 1983
was undertaken by a joint HMG/WHO/USAID/United Kingdom group and
released in July 1984. This report forms the basis.for much of
the technical knowledge of the current status of malaria

activities in Nepal. This report, together with data obtained by

interviews with HMG/NMEO officials and observations in the field

serve as the basis for recommendations by the evaluation team.

Malaria control is Certainly one of the great success
stories of Nepal. Because of malaria control the annual parasite
incidence (API) has dropped from 1.6 cases per 1,000 population
in 1981 to 1.0 in 1983 in those districts which are integrated
under ICHSDP. Those districts which remain unintegrated are more

hyperendemic for malaria; they remain under the control of the

NMEO and the API has been 2.02 in 1981, 2.44 in 1982, and 2.17 in
1983 for an average of 2.21 during the three years. During this
time period of 1981 through 1983 there has been an average of
16,569 cases annually in both NMEO and ICHSDP areas, with a 1983
annual incidence in the NMEO areas of over twice the incidence

occurrihg in the ICHSDP areas.

While on the whole malaria remained relatively under control

and annual incidence relatively stabilized, there were during
1983 increases in incidence in Bara, Parsa, and Septari
Districts, and in Dhading District malaria incidence increased by
more than 30% as compared to 1982. Another exception to the
relatively good status of malaria control has been the increasing

emergence of Plasmodium Stalciparum malaria. Indigenous cases
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have increased frem :a annual occurrence of 67 in 1981 to 325 in
1983, an increase of 4.8 times. Imported cases have increased
from an annual occurrence of 517 in 1981 to 1,305 in 1983, an
increase of 2.5 times. Note that imported cases account for over
four times the number of cases produced by the indigenous
population. 1Indigenous vivax malaria has decreased over the same
time period and imported cases have remained relatively stable.
The increased occurrence of faliciparum malaria is alarming both
because it is a more deadly form of the disease and it 1is more

difficult and expensive to treat than vivax malaria.

The NMEO has been under the canable direction and leadership
of Dr. M. Parajuli who, together with his organization, has
achieved a good degqree of success in spite of a number of
handicaps. In 1983 malathion ordered by NMEO was not delivered
and there was a decrease in anti-malaria activity. Eight
additional districts were transferred from NMEO to ICHSDP control
and because of inadequate coordination and management they
experienced a sharp decrease in malaria control activities.
Fortunately, mother nature contrived by means of both drought and

larvicidal rains to help decrease malaria transmission.

Malaria control 1is often the step child of development
agencies, Ministries of Health, and Ministries of Finance. A
principal reason is that once the epidemic is abated and the more
severe impact of the disease is contrclled there still remains
the ongoing, seemingly never ending, committment to control the

disease and prevent recrudescence. This 2ffort continues to cost
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money, the disease is not causing much social consternation, and
scarce resources are urgently needed elsewhere. But beware, the
spark 1is still there for a new conflagration. The marvelous
adaptative capacity of mother nature helps insure bqth the

survival of the mosquito vector and the malaria parasite. If the

disease 1is not totally eradicated then it must continue to be
controlled or it will burst forth with renewed vigor, often
enhanced by resistance to anti-malarial drugs by the parasite and
insecticide resistance by the mosquito vectof. This means there
is no escape from a long term committment by the government to
malaria control, unpleasant though this finannial reality may be.
This fact is especially true for Nepal because of the continuing
threat of the introduction of the disease from India, especially

the introduction of the more deadly and expensive falciparum

malaria. To this end there are no better recommendations than

those sucgce

n

ted by the Joint EMG/WHO/USAID/CDAUK Team, l.e.:
Seventh Five-Year Plan
OBJECTIVES for malaria control during the seventh five-year

plan.

1. To maintain the level of malaria control already achieved,

and to reduce morbidity from malaria.

2. To stop spraying in those hilly areas where transmission is

low.
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METH

1.

In low risk areas of the Terai, where malaria control has
been achieved to transfer districts to integration. (Note:
The Evaluation Team recommends an expanded role to include

environmental sanitation, q.v.).

To control the spread of chloroquine-resistant P.

falciparum.
To adopt alternative methods of malaria control.

To strengthen the Research and Training Centre for training

manpower.

To ensure better co-ordination between sectors and

departments.

ODS TO BE ADOPTED TO ACHIEVE THE OBJECTIVES

To decrease dependency on insecticides, steps will be taken
to reduce spraying in the low receptivity areas of the
Terai. Only those areas will be considered for spraying

where indigenous cases have increased.

To devote more effort to case finding and case treatment,

and to continue surveillance as before.

To increase both community participation and health
education with the aim of facilitating the control of

malaria.
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4, To undertake environmental management so that dependence on

insecticide is reduced.
5. To train and retrain personnel,

6. To study other vector-borne diseases, and to control certain

of those diseaces.

7. To improve coordination between sectors and other agencies

involved in this programme.

RECOMMENDATIONS
General Recommendations

Adequate local currency support, with timely release for

NMEO, should be assured by HMG in order that activities can
be carried out as planned and not reduced due to a shortfall

in one or wore of the various budget codes.

HMG should seek donors for necessary insecticides and other
commodities, bearing in mind that a nine month lead time is
required for delivery after agreement is made between HMG

and the donor agency. Insecticide for moderately receptive

areas is a particularly urgent requirement.

As recommended in the previous external SAT, NMEO should be
given regular Government status under the Ministry of Health
as a Directorate or Division, with increasing responsibility

for controlling other vector borne diseases and
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environmental sanitation. With reqular governmental status
the number of vacancies in important supervisory posts would
be greatly reduced, as qualified staff could then be
promoted and new people would be willing to join the NMEO in
Jobs with a secure future. The team believes that overall
programme performance would imorove if the vacancies among

supervisory posts were expeditiously filled.

For economy of insecticide use, the program should consider
changing nozzle tips at least every month or 3 times/cycle.
These nozzle tips and required replacement sprayers plus
Sprayer parts should be made a part of HMG requests from

donors.

During the seventh five~-year plan, when reqular spraying is
stopped for 4 cycles during 1987 and 1958 in the Outér
Terai, a sufficient Supply of insecticide, at least 10% of
the total amount required for a regular cycle, should be on

hand for focal spraying.

The Team agrees with the suggestion in the Internal
Assessment Report that external assessment of NMEO ‘s
activities should be undertaken less frequently than in the
past, and 4recommends that external assessments are

undertaken twice during the period of a Five-Year Plan.
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Technical Recommendations

It is recommended that special studies should be initiated
to discover the reasons for the increasing relapse rate in
bordering areas of the country and in the 1low receptive

areas of the Terai. In the meantime the possibility should

be considered of administering anti-relapse treatment during
the winter months to all P. vivax cases detected during the

previous vyear.

Studies should be undertaken on the increasing relapse rate
among both indigenous and imported cases in the Moderate
Receptive Area, and anti-relapse measures should be
considered for implementation during the winter months. To

prevent any further increase and spread of P. falciparum

infections, there should be an intensification of case
detection and radical treatment from October through
December, when the effectiveness of the Autumn Spray Cycle

has deteriorated and an. fluviatilis density is often high:

Thé Director of NMEQ, Dr. Parajuli has been aware for
sometime of shrinking resources available for the program,
particularly the availability of insecticide both because of
production cuts, increase in cost, and decrease in  money
available. He has adapted to this reality by developing control
strategies that rely on less insecticide. This includes reduction
in spraying in low receptive areas, less frequent spraying, strip

spraying, and limiting spraying to where indigenous cases have
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occurred. In addition he is trying to improve non insecticide
control by means of environmental management and drainage. This
approach requires the full cooperation of engineering personnel,
especially those engaged in road construction. Another promising
approach is the use of mosquito larval eating fish. These
activities are quite promising but they require considerable
research and development before being used as a primary control
measure. This is why support of the National Malaria Training and
Research Center is so wvital at this time. This Center ig
essential to producing alternatives to the present insecticide

dependent system of mosquito control.

At the present time (November 1984) the National Malaria
Research and Training Center at Hetauda is not completed. The
physical facilities are at this point entirely inadequate. There
is room for teaching not more than 30 Malaria Assistant studentg
at one time, and because of the need for microscopes, not more
than 20 Laboratory Technicians at on2 time. The classroom is not .
satisfactorily equipped for teaching because the room cannot be
darkened for slides or overhead pbrojection and the blackboard is
in such poor condition that it cannot be written upon
satisfactorily with chalk. Fortunately, the desks and chairs are
satisfactory and in gcod condition. In spite of the handicaps
there was a class of Malaria Assistants enrolled in a class on
the occassion of the site visit. The housing facilties were even
less adequate. All the students were housed in a make shift

domicile which, with all their gear, had the appearance of an
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overstuffed army barracks, prisoner of war camp, or perhaps
concentration camp. There was usually less than a foot of space
between the beds. A number of the beds were makeshift, having
been made of tables borrowed from elsewhere at the Center. There

appeared to be no room for food Preparation or dining. Because of

the crowded conditions in the barracks, if there were to be an
occassion for respiratory disease outbreak, the physical
facilities could not be better suited to insuring a high

incidence,

The research activities appeared to be desultory and
minimal. The Malaria Research and Traning Center is apparently
currently collecting base line ecclogical data in four geographic
areas, comparing the impact of malathion spraying, DDT spraying,
and environmental control (i.e., removing weeds ang grass from
potential mosguito breeding site). Impact will be assessed by
noting the mosquivo count and observing the difference in malaria
incidence in the respective areas. The Center was unable to
produce a scientific protocol for this research endeavour and, as
yet, there were insufficient data generated to permit evaluation.
There was a functioning insectoriunm at the lenter with several
colonies of mosquitos being maintained in various stages of

development from larvae through adults.

It would seem that the scientific direction of the MRTC
could profit by considerable strengthening. There are multitudes
of epidemiologic and field questions that can be addressed

without the presence of a fully functioning laboratory, but this
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can only be undertaken by an adequately trained malariologist who
understands rigorous research methodology and can undertake the
scientific leadership required to insure valid experiments, field

work, data collection, statistical analysis, etc., etc.

It is urged that the research laboratory be completed at the
earliest possible time to provide the kind of facility required
to support field research and training. This capacity becomes
particularly urgent in view of the fact that there is a desire to
cut back on spraying operations as the primary means of control.
This cannot be rationally undertaken without the kind of
scientific data base and sophisticated malariology represented by
a strengthened malaria research center. A candidate for
scientific director should be identified and sent abroad to
obtain advanced training in malariology, research methodology and
epidomiologic field research. He (or she) should be assured of
stability of assignment, €.9., ten years, so that a soundly based
long term program can be launched. In addition three others of
similar capacity should be trained to the doctoral level to
insure an adequate scientific staff and continuity. With the
adoption of a sound scientific program, it will be much easier.to
attract operational and resea.ch support from such bodies as
Special Program for Tropical Disease Research of WHO‘ and from

private industry, i.e., pharmaceutical manufacturers.

As pointed out by the Joint HMG/WHO/USAID/ODAUK Team, the
overall program performance (both effectiveness and efficiency)

would be improved if vacancies amony  supervisory posts were
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expeditiously filled. Leadership and supervision are essential to

ongoing program effectiveness or outputs will not be reached.

It 1is essential that NMEO maintain technical responsibility
for supervising the malaria control activities of all MOH
programs. Because responsibility for malaria control may be

shifted to an integrated approach does not alleviate the need for
continuous ongoing technical expertise and backstopping. There
appears to be an attitude, as expressed by some NMEO personnel
that they no longer have a responsibility in this regard, vyet
they are the only national high 1level technical resource

available. It should be made explicit in their mandate that they

maintain responsibility for technical supervision and
backstopping of malaria control operations, whether by
"integrated" or "vertical” operations. If this is not done, then

surely malaria will eventually slip out of control and again

become a major problem.

There are important vector borne diseases other than malaria
in Nepa}, notably virus encephalitis, e.qg., Japanese B.
Encephalitis. While this disease 1s transmicted by the Culex
rather than the Anopheles mosquitc, mosguito abatement is a
principal means of control and the skills are much the same as
for malaria control. This is a reasonable responsibility for the
NMEO to assume. Indeed, the Evaluation Team suggests that gerious
consideration be given to enlarging the scope of work and role of
NMEO to assume responsibility for general vector control

including mosquitos, flies, lice, etc. as well as environmental
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sanitation. In many ways the skills are generic, i.e.,
insecticide application, breeding site abatement, environmental
sanitation, environmental drainage, and health education
concerning vector and filth borne diseases. Besides malaria the
other major environmental diseases are enteric and diarrheal,
diseases which account for enormous morbidity and mortality,
especially among children. This would represent major MCH impact
if these could be abated. Environmental sanitation, drainage,
waste disposal, and excreta disposal are the major ways of
controlling vector, water, and oral-fecal transmitted diseases.
This is a very natural extension of present NMEO activity and the
Evaluation Team urges this extended approach. Activity by
personnel of an expanded NMEO (Vector Control and Sanitation
Technician) would not be totally dependent upon insecticide
availability and spraying operations to maintain productivity,
since there are many tasks to be performed besides insecticide
spraying. This expanded role should enhance both effectiveness
and efficiency in relation to a measurable objective of decfeased
infant morbidity and mortality from diarrheal disease and
arthropod borne disease. In this regard, the Evaluation Team_is
in disagreement with the Joint Team’s recommendation concerning
NMEO phasing into ICHSDP. In an expanded role of Vector Control
and Sanitation Technicians it is recommended that the program
remain essentially a resource for all MOH programs because of the

strong need for technical expertise and backstopping. The program
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is concerned with the environment, Panchyat government, Ward

Health Committees and backstopping community health workers

conerned with environmental projects such as privy building.
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APPENDIX A

Integrated Rural Health and Family

Planning Services (IRH/FPS) Evaluation

Scope of Work

Within the overall objective of measuring the effect of the
project on improving the delivery of health and family planning
services in Nepal, the purpose of this mid-project evaluation is
three fold: first, as specified in the project paper (page 31),
the evaluation will Measure progress against planned targets and
identify operational constraints. Second, the evaluation will
reassess the feasibility of and provide substantive analysis and
guidance for revision of the project ‘s planned targets, outputs
and implementation schedule, e.g., in view of changes in GoON
policy which have occurred since the project baper was originally
drafted. Third, the evaluation will review the project in the
larger context of Nepal s current health and family pPlanning
policies, goals and requirements, examining AID s role vis-a-vis
othér» donors and assessing alternatives for other  donor
assistance to the health and family planning sector. Each of

these separate purposes 1is discussed below.

The evaluation will review appropriate background
information, identify the present relevant programs carried out
by the Ministry of Health (MOH), assess these programs in terms

of MOH, USAID, and other donor capabilities and strategies, and
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formulate recommendations addressing general assistance needs
and, if possible, suggest specific activities for USAID and other
donor support. The results of the evaluation will be used to
guide both AID/Nepal and the MOH in making necessary changes in

project design, and in reformulating strategies to enhance the

attainment of general project goals. The evaluation will also
serve as a program-planning reference document in health and

family planning for other internatiocnal donors.

A. Progress to Date: The first _urpose of the evaluation will
be to measure the extent of progress against planned targets, to
reassess the feasibility of thess targets and to identify
implementation constraints encountered to date. These tasks

should be conducted 1in the context of the four key areas of

project support which are detailed on pages 4 and 5 of the

project paper. They are:

(1) Management and planning - including the provision of
technical assistance, support for the health planning
division, participant training and special field studies:

(2) Rural Health Services =~ including the strengthening and
expansion of the Integrated Community Health Services
Development Project (ICHSDP), the renovation and construction
of rural health facilities, support for procurement of drugs

and support for strengthening logistics management, the

construction of regional warehouses, the improvement of
cold-chain capability for immunization and local~-cost
support;
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3. Family Planning Services - including support for the
Panchayat Based Health Worker (PBHW) and Voluntary Surgical
Contraception (VSC) programs, the ICHSDP, the expansion of
family planning services and continued commodity support;:
and

4. Malaria Control - including provision of commodities and

technical assistance.

Each of these areas of support, and their initially planned
inputs and outputs, should be reviewed by the evaluation team.
Emphasis should also be placed on the following specific areas of

project activity:

(1) Adherence to and performance against the conditions and
covenants detailed in Article 5 of the project agreement;

(2) Appropriateness and effectiveness of long and short-term
technical assistance provided under the project;

(3) Appropriateness and effectiveness of the support provided to
the health planning division;

(4) Utility of the participant and in-country training provided
under the project;

(5) Appropriatencss of “upport provided to the ICHSDP project,
in light of the issues discussed in section B below. of
particular interest is brogress toward improving financial
management ;

(6) Progress in implementing construction activities and the

usefulness and appropriateness of these activities;
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(7) Progress towards improving logistics management, including
issues of local reimbursement for drugs and in-country drug
production through Royal Drug Ltd.;

(8) Appropriateness of the local cost support and commodity
support provided under the project;

(9) Progress toward developing community cost sharing and
involvement of the private sector under the project;

(10) Implementation of the GON national population growth and
action plan as it relates to the objectives of this project;
and,

(11) Appropriateness of AID centrally-funded projects and

operational program grants as they relate to the project

(0135).
B. Revision of anticipated project targets, ocutputs, and
implementation schedule - The project paper specifies as a

central 1issue the continued integration of the health services

delivery system and the development of unified or coordinated

management systems (see for example, Page 2 of the project
paper). The project paper acknowledges, however, that this
integration process is "controvarsial” (Page 3), and states
further that: "..... the Orffice of the Secretary of Health,

Ministry of Health, will be responsible fror the integration
process. The decision to have integrated managemant is firm, but
the exact format and mix will depend upon further experience in

development and implementation" (Page 4¢).



At present, integration remains the official policy of the
GON. However, as foreseen in the project paper, the "exact
format and mix" have changed. The project paper states that the
GON's goal is to "combine by 1985 all rural health services into
a system of integrated méanagement,” and, further, that "this
project considers an attainable objective for 1985 to be
integration of 48 of Nepal’'s 75 districts" (Page 4). These are
no longer the GON's nor thne project 's de facto goals. Rather,
the Ministry has pursued a much slower course for integration,
attempting to strengthen thre integration program in existing
integrated districts before substantially expanding it.
Moreover, the question of whether multi-purpose workers can meet
the total demard for services in highly populated areas or
whether special-purpose workers will continue to be required

indefintely has not been answered.

Although no final conclusions have yet been reached, the
Ministry of Health has addressed these issues in the recently
completed management review of integration services. The project
paper foresaw such issues, stating, for sxample, that "legitimate
questions arise about how far integration can go and what
organizational and Operaticnal form the integrated approach
should take" (Page 28). Several preject documents, including the
technical assistance contractor ‘s contract and workplans, have
been updated to take account of these changes in ilmplementation
strategy. tliowever, the proiect paper 1tself has not been

similarly updated. Assessment of the issues listed in Section a
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above should contribute to the analysis of the integration
questions. The evaluation team should provide guidance for
revising the projects targets and outputs, including suggestions
for revised indicators for the logical framework (Annex F to the

project paper). In addition, the evaluation team should work on

an assessment of the potential of community participation in the
provision and financing of PHC services under the project and
means to increase it and an assessment of MOH data collection

activities and means to improve them.

The preface to the project implementation schedule of the
project paper (Page 28) states, 1in part, that: "it is imperative
that the implementation schedule b examined and revised during

each operational year of the projeca".

Although such revisions have been made as needed and
documented in GON annual workplans, conuractor and AID/Nepal
workplans and progress reports, no formal revision of the project
Implementation schedule has been made in a single document. The
evaluation team should provide written suggestions for updating

the project implementation schedule.

C. Review of project vis-a-vis other donors and Nepal s health
and family planning reguirements - At present several
international donors are assisting the GON in the health and
family planning field (e.g., UNFPA, UNICEF), The Worid Bank and
other donors have expressed interest in becoming active in  the

1ealth and/or population sectors. The evaluation should
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therefore, review the pProject in context of Nepal "s overall goals
and requirements in health and population, taking into
consideration other donor Support and identifying areas for
continued or expanded assistance from these doners in
coordination with AID. A critical assessment of Nepal s
population strategy and related implementation plans and resource

requirements will be an important subject of this review.
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APPENDIX B

KEY PERSONNEL CONTACTED

Ministry of Health

Mrs. Chandra Kala Kiran, Acting Secretary, MOH
Dr. D.N. Regmi, Director General, MOH

Dr. Tara Bahadur Khatri, Chief, FP/MCH Project
Dr. B.R. Pandie, Chief, Health Planning Division
Dr. K.B. Singh, Chief, EPI, MOH

Dr. M.B. Parajuli, Chief Officer, NMEQ, MOH

Dr. Y.M.S. Pradhan, Deputy Director General, MOH

Population Commission

Mr. Shanker Pathak, Vice-Chairman

Dr. Prakash Upreti, Secretary

Social Service National Coordinating Council

it. Chandra Bir Gurung, Secretary

Family Planning Association of Nepal

Mr. Shanker Shah, Chief Executive

Contraceptive Retail Sales Project

Mr. Hem Hamel, General Manager
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Royal Drugs

Mr. A.B. Shrestha, General Manager

Institute of Medicine (IOM)

Dr. Gopal Acharya, Dean
Prof. Mathura Shrestha, Dept. of Community Medicine

Dr. Thomas Achard, SATA

United Nations Development Program

Mr. Toshiyuki Niwa, Resident Representative

Mr. Andrew S. Geair, Deputy Resident Representative

Urnited Nation Family Planning Association (UNFPA)

Mr. Toshiyuki Niwa, Representative

Mr. Michael Heyne, Dep. Rep. and Senior Advisor on Population
United Nations Children’s Fund (UNICEF)

Mr. Malcolm Kennedy, Director

World Health Organization

Dr. P. Micovie, WHO Director
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United Missions to Nepal

Dr. Carl Friedrichs, Medical Officer, Prof. of Community

Medicine, IOM

Canadian International Development Agency

Ms. Connie Swinton, RN, MPH, Team Leader

(Dhankuta Community Medicine Auxilliary Training Center)
International Family Planning and Parasite Control Project
(Japan)

Dr. D.P. Upadhaya, Project Director

United States Agency for International Development Agency/Nepal

Dr. Gerold V. vander Viugt, Health and Population Officer
Ms. Barbara Spaid, Assistant health and Population Officer
Mr. Joseph Anderson, Public Health Advisor

Mr. John Pinney, General Engineer Officer

U.S. Peace Corps

Mr. Lane Smith, Director

Mr. Kelly Miller, Program Officer, Health Projects



JSI-Boston

Dr. Nils M.P. Daulaire, Chief of Party
Dr. Noel MacIntosh, Family Planning Specialist
Mr. Richard C. Owens, Jr., Logistics/Field Management Advisor

Ms. Nellie Kanno, Training/Health Education Advisor

National Planning Commission

Prof. U.M. Malla, Member..PN 126
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Integrated Rural Health/Family Planning Services Project

Paper (0135), April 1980,

Project Grant Agreement (0135).

Project Implementation Letter (PIL) Book.

Mid Term Health Review (2035).

IRH/FPS Project (367-0135): A Survey dated December 2,
1983.

IRH/FPS First Joint Annual Evaluation dated October 22,

1981.

IRH/FPS Mid-term Evaluation: Statement of Work.
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private Limited.
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Paﬁchayat Based health Workers Evaluation, New ERA.

JSI Contract.

JEI Work Plans.

JSI Monthly Reports.
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Nepal Contraceptive Prevalence Survey Report 1981.

Westinghouse
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Nepal Contraceptive Prevalence Survey Report 1981 - Dang
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Nepal Contraceptive Prevalence Survey Report 1981 - Piuthan
District. Westinghouse.

Nepal Contraceptive Prevalence Survey Report 1981 - Rukum
District. Westinghcuse.

Health and Utilization of Health Services/Facilities, IDS,
1984.

Report of an Analysis of NMEO s Activities in 1983.

An evaluation of AID-Financed Health and Family Planning
Projects in Nepal, APHA, 1980.

Nepal FP/MCH Data Analysis Final Report.

Report of Workshop on Strengthening Community Participation
in Health Through the Community Health Leader Program
Profile of the Panchayat Basad ‘Health Worker Program
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A Report on Activities to Strengthen the Financial

Management of the FP/MCH and [ntegrated Community Health
Projects of Nepal, APHA, 1481,

Summary of Nepal FP/MCH pata Analysis, The Population
Council.

Work Development Report 1984,

Internal and International Migration in Nepal.

Kingdom of Nepal Report on Population Strategy, World Bank,

Report No. 4291-NEP, 1v83.
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Britain Nepal Medical Trust Bi-aAnnual Report.

Population and Family Planning in Nepal, Tuladhar, Gubhaju,
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Nepal Nutrition Status Survey 1975.

Nepal Development Performance and Prospects, World Bank,
1979.
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Primary Health Care in the Hills of Nepal, Achard, 1983.
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Analysis of Sterilization Data: FPAN (1979-1983),
McIntosh, 1984,
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Strengthening of Nursing Manpower Management Meeting/Seminar
Report ~ June 11-14, 1984, Karhmandu.
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APPENDIX D

Site Visit Report

The Evaluation Team divided into two groups to facilitate
wider field survey coverage fo: rhe eveliuation. Cne team with
Dr. Dana Copp undertook the field survey of the mid-western
region (Nov. 7 - Nov. 13) which covered Dang District and Pyuthan
District, and Western Region, which covered Rupendehi District.

The various Health posts, Projects, etc. visited are as follows -~

i. Tulsipur Health Post/Fp Project.

ii. Tulsipur IRD Project, Appropriate Technology Office. Biogas
Installation.

iii. Manpur Healtn Post/FP Project.

iv. Gorahi District Hospital.

V. Gorahi Leprosy Control Project.

vi. Gorahi Tuberculosis control Project.

vii. Laxmipur Health Post.

viii Kabrhe Health Post.

i1x. Tiram Health Post.

X. Devisthan Health Post.

X1. Butwal District Hospital.

x11i. Dumkoli Health Post.

xiii Pitaujha Health Post.



of

Another team with Dr. James Banta undertook the field survey

Central Region, Narayani Zone. The team covered Makawanpur

District and Bara District, and Chitwan District. Sites visited

are as follows:

10.
i1,
12.
13.

14.

Patalaiya Training Centre.

HMG Warehouse, Hetauda.

USAID financed warehouse, under construction, Hetauda.
Malaria Research and Training Centre. Hetauda.
Malaria Control Project. Regicnal Cffice, Hetauda.
District health Office, Makawanpur

Maxawanpur Health Post.

Chandranigahpur Health Post, Bara District.

Fetah Health Post, Bara Districrt.

Parsaiya Health Post, Bara District.

Kalaiya District Health Office, Bara District.
Narayani Zonal Hopsital, Birjung.

District Hospital, Kalaivya

District Hospital, Baratpur, Chitwan District.
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NEPAL'S GROWING POPULATION
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Commaeant: The HPU could not oversee such surveys
and studies dug to lack of manjower . Such surveys and studies
have been carriad out, however, by a number of other organiza-
tiors, e.q. the PBHW Survey by New Era, the Health Post taam
tunztioning analysis by tha IOM, the study on treatment of women
in tamily planning clinics by JSI, the study on womens' measuring
ol oral rehydration gsolution by FP/MCH and J51, the effectiveness
and efficiency of natural family planning by SATA's Integrated
Hills Project, operations research on different ways of teaching
oral rehydration to mothers by ICHSDP, eftectivenesss of different
kinds and doses of insecticideas by NMEO, etec. A speciral study on
the incidenca of meningococcal meningitis 1n the Yathmandu epide-
Bic wag carried out in 1983 undar the duspices of tha Deparctment
of Health Servicas' Epidemiology Division, with tha tachnical
asgistance of the Communicabla Disease Centers (Atlanta, Ga ) and
JS1, and the etfectiveness of the mass immunization of a target
population with a bi-valant A-C Polysacchartde vaccine was subsga-
quently evaluated.

It is in fact morae important for the Health Planning
Division to review the results of the several surveys and re-
82arch projects in order to be ablae to interpret for the Mintstry
of Health lessons and practical applicat:ions, and less important
that tho HPD itselt Supervise or manage such gstudies. Nonethe-
leas, HPD's objaectives for the coming fiscal year 1nclude a
larger and more active rola in such studies.

c. MANAGEMENT SYSTEMS FUNCTIONING EFFECTIVELY

Indigator 1. Adeguate 3upolvy 9f wssantjal drugqs
available in at laeast 48 districts.

Status: Considerable progress has baan made

toward ensuring adequa'e supply cof drugs nationally Until
Nepal: Fiscal Year 2039/40, the drugq budge: tar health posts had
been constant at a low lavael sufit.crent only to supply most
haalth postg for three to gix months of the yaar, in FY 2039740,
HMC increased the drug budget to ! % times 1ts previous level, in
addition to providing monies for “buffer stocks" and emergency
madicines, This commitmant wasg axpzunded further in FY 20407471,
and has been increased agatn in FY 2041742 All thase additional

funds have been provided by HMG, not by torerygyn donors

With the assistance of gevera! technical analyses, the !“OH
in 1983 ftormalized a smaller [lst of egsential drugs for health

Posts tnan had baeen used for years The new i1s3t contains
dpproximately eighty items, of whiech half are i1ncluded in "Class
I Effective with the annual delivery which was rusgt completed,

health posts hava been supplied with only "Clasg i ttems, which
will mean larger quantities of a much smalle; Aumber of ef{feciive
drugs will be available In the health posts Beginuing in the
Just-complated fiscal Year (2040/41), health RPPsts 1n tho three



wegternmost

reglons were allowed to choose

quantities they de-

sired from the standard list within their approved budget. In
the current fiscal year, all health posts will have this option.
posts (i.e., in rural! areas). Two systems for better indenting,
storage and distribution of drugs (and potentially for thaeir
eventual purchase by peripheral health facilitiesg) were designaed
in 1982/83 and began initial phasas ot tmplewentation in [984:
the Regional Madical Stores System and the Distrjict Medical
Stores.

Experiments in community purchase of drugs and first-aid

ttems through
Results of this CHL program,
health post level user payment
[CHSDP workshop in 1984.

Gomment : Although good

against this long-termn goal, it is a
require the working out of tocal
mechanisms ag well as
flexibility in the tndent, procurement
the MOH. Achieving "adequate supply"”
districts with DHO's, will probably
The efforts dascribed abovae aimad
not just in the 43 districts targetted
more global strategv 15 more
politically necessary .

dr e

the Community Health Leader
along with
schemas,

complex challenge
financing,
tmproved organtra

in
take
at
by
technically appropriate as well

Frogram began tn 1981.
those of MGCO-sponsoraed
were assessed tn an

progress has been madae

“hat will

control and purchase
tional efficiency and

and supply functionsg of

Nepal, sven i1n the 48

at laast five vaars.
tmprovement nationwida,
the Project Paper; thig

as

Indicator 2 Unjfied methods of digtribution,
storage, yse, reports and resypply of
drugs effectively performed in at laeaast
48 districts

Status: Progres«<s toward th:g goal, through the
Regional and District Medical Stores, is now aimed not jugt at
the 48 districts with DHO's but at the entire country, as
mentioned above. Implementation is jysc beginning; workshops to
develop the rules and procedures for the Regional Medical Stcraes
began in July 1984 Currant plans call for inclusion ot JCHSDP
in the Regional Medijcal Stores System ag quickly as possible, but
the exact 1ntarface betwean ICHSDP and the Indant and Procuremaht

Division of DHS remains to be worked out

Commegnt : Considuring tha complexity of the task
and the organizational constraints, progress in this aroa« has
bean satisfactory. CGivean the communication and logistical diftj-
culties of rural Nepal, general good functioning of a uni fied
supply system, howaver, is not litkely to be achieved 1n less than
fivea years.

9
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nd tor 3. Svgtemg for logal reimbuytrsement for drugs
and gervices being tested

Statug: The Drug Resupply Scheme of ICHSDP's
Community Health Laader Program has been testing, sineca 1981,
ward level community willingness to pay tor drugs and supplies.
In the roughly throe thousand wards wherae this approach has bean
tried, abour 20-35% of communities hava collected gsignificant
funds fo: local resupply of first-aid materials and a4 few basic

drugs. Approrimately a dozen different ways of colleecting funds
have been devigad locally by diffarent “Ward Health Committees in
collaboration with their Community Health Laaders. Although

provided only aspirin 1n their initial stock, CHL's are allowaed
to add other medicines after the first vYyear providaed that commu-
nitiss will pay for them and that tha local hwealth post will

provide training and oversight in thaeir use Moot communities --
and espectally those that are in areas remote fiom the health
post, hospital or other health facility -- have chosen to add

additional drugs including antibiotic eye ointment, anti-ameobtc
drugs, piparazine, sulfadimidine, etc.

Non-governmental organizations have bean tasting systems lor
local reimbursement of drug coots at the health post level:

- the United Missions to Nepal 19 testing an insurance
scheme using one fixed premium tor al!l enrolled house-
holds

- the Swiss Agaeancy ior Technical Asstigstance's Integrated
Hill Davelopment Project is testing both a f(ixed fae
per health podt prescription and a fee per prescription
item as alternative methods for retmbursement and for
braking unnecedgsary polypharmacy

- the British Mepal Maedical Trust 13 testing fized fee
per prescription payments (Bhoijpur Oruq Scheme) and
ways to encourage rural, low cost retailing of essen-~
i3l medicines (the Hill Drug Scheme? .

Gomment The raesults of this active, tntelligent
tasting of ways to racover drug costs at the Partphary are being
axamined with considerable interest by both the MOH and the
National Planning Commission.

Indicator 4 Sypervisory systems and persigonnel in
Dlaceg at Central, District and health
Rest levels that coordinate a!l health

gerviges in 48 districts

Status: Supervisory systems and sanctioned per-
sonnel are in placa at central, district and health pnost lavals
in all integrated districtsg. The staffing is more complaete in
the 6 fully integrated than in thae 25§ Partirally integratad dig-
tricts, and thinner yet in the 17 districts that have District

10
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Pubiic Health Otfices and Health Inspactors but remain to be
integrated. In terms of manned postgs, however, theres are many
vacancias, particularly In the mora remotaea and difticult areas.
Transfers and Special leave status result tn Patrhaps 20-4%% of
Supervisory postg being unmanned.

Daspite the Presence of a Feasonably designed Supaearvigory
Systam and thae Prese co of a large number af Personnel, jt js
genarally recognirad that SUPervigion in the integrated distriat
is inadaquata. In an affort to improve ICH5DP Supervision, new
chaeck-listas and schedules were developed in 1983789, To assure
better sSupervision of CHL's, who are visited by their VHW'g only
20-50% of tha time, a4 new systam of centripetal Supervision has
been introducead in 1984,85, CHL's wili come in 9gmall grouyps to
health peostg at regular Intecvals for Supportive discusgions witt
0ach other, with VHW's and with the othnar haealth Post staff.

In the veltical Programs, as waell, supervision has been a

problem: during the IRH/FPS Project Peri1od technical supervision
hag deterioratad in MMEO “ucondary to a sizeablo Percentage of
unfilled tahnteal SUpervisory positions. This ts dye to the

relativae undasirability of these Positions whiceh lack opportunity
for cdvancemant .

Commant Even whan pPposts are mannad, supsrvigors
unfortunatoly often do not trave! to find and work with their
Superviseas, Sometimes due to delaved or unobrtainable travel and
daily 2llowancas, sSometimes baecausa they themsalves are rot
SUpervised, sSomatimes becayga they havae become discouraged at
their inabxlify either to discipline or to obtain support gt
higher levels for the nrablems they ancounter during supervisory
visits. NMEQO has praoposad, asg 3 clution to doturlorattnq super-
vision, that it Uy convectad fram 4 Jpecial development projact
to a reqular Ministry of Haalth Division, thus converting malaria
workersg to regularized publia fervice commission ceivil sacvantse.
ICHSDP work suffers most from the poor tunctioning of 1ts reason-
ably wall Structured fupervigory chain (HI & Agstistants » HPIC )
AHW ) viw CHL, PHNM ) ANM > VHW > CHL 4 TEA) . This ls becausa
integrated 98rvices raquiro teamwork and because a multiplictty
©f tasks must ba Performed by multipurposa workors, a diffjeult
situation aven in developad countries

9r 3. DRuvelopmen! 2f unified management

;ngor_mat__g_g_rg svgtem

Statug: Although tha severcl services and
Projects in thae MOH a!l havae their own prrticular neands for
managerial inform&tion, consi{derabie vollaboration and unified
afforts have devaloped during tha ptoject parfod in the areas of
logisties, training, tinanctal minagement, monitoring indicators,
and feporting formats Tha computerired #onttoring by HPD of
Progress of projects and services, and by the DHS'g Nursing
Division ot Pearsonnel invantorilagy (both daveloped in 1983/84)
have served to standardize rsporting and lncroasa thae central

11
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availability of information managarially important to a number of
services.

Comment : During the period of the IRH/FPS Pro-
Ject, tha organizational structure and operation of ICHSDP, the
nature of decision-maklng within it and the MOH, and the Prickly
nature ot the relations batween ICHSDP and the vertical projects
have consptred againgt full developmant, proper tunctioning, and
effective usa of an Integrated Services Managament Information

Systsm. Considerable progress has been made, however, in in-
crersing coordination, collaboration, tnformation sharing, and
conscensug on common formats tor reporting among functional ynitas
within the several pProjects. It should be notad that development
of a singla, Ministry-wide information system 18 not a reasonabla
objaectiva: the needs for information of thae diverse units of thae
MOH raquire diverse re4gponses. It is reasonable, however, to

Aattempt coliection of consistent informat:on dCcross the various
un:tsy.

Indjgator s jnstitutignalization of syecial field

Qperations studies A5 & managment too] .

Statys: A number of special field operations
studies have bean conducted (See Indicators B2 and BS above), but
it i3 not clear exactly what the:r ”institutxonallzatxon as a
minagment tool'" should maean. Both ICHSDP and FP/MCH have conduc-
ted tield studiesgs on the kinds of oral rehydration solutiong
mothars would Prepare when givan different kinds of instructions.
FP/MCH has conducted tam:ly planning cltnic observational gtudies
on the kinds of treatment recaived by clients of different castes
YU apparent economice status, FP/MCH has also studied the effect
of decantrali:ing planning authority to district or panchavyat
Ciniuittees (Decentralization Pilot Project) ICHSDP s eavaluating
the regults at community level of establishing a policy and
training personnel fcr a ward drug resupply scheme. NMEO is
teasting the aeftactg on vectors of using different areal concen-
trations of Sprayed insecticidae, of uging difforent insecticides,
and of combining various forms of larval cen'rol with spraying.
All of thage studies produce information that is useful jn
management of the several programs and projects,

Comment : The Projact Paper 15 not clear on what
kind ot ”institutionali:atlon" of such useful “special fiald
operations studiag"” might be possible Or meaningful as 3 “manage-

ment tools" jin Nepal . Field triaig of new techniques or
administrative Procedures before they are generalized has cer-
tainly been usaeful. Howeaver, it iy thae very naturae of fiald

operations studies that they are devised ad hoc to made headway
against a particular, identified problem, or to test in pPractice
2 gclution that geems feasibla. What {3 naeded to make such
studies "managament tools" ig to have their resultg consideread
carsfully by those with the appropriate decision making powar .
There is not a sufficient excess of taechnical @xpartige jin ICHSDP

to makae it feasible to constitute a special "operations redgearch
division', Only in NMEO, whare therae is 3 sufficiant collection
12
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of appropriate expertise and alsc a focussed arena of discretse
operational problems in need of field investigation, is there
cogent reason to create a special organizational unit for con-
ducting "special field operations studies ag a managment tool”.
A small fiald investhations/training unit was established in
1979, and proposalg for strengthening tha unit to make {t ade-
quate were formulated and subritted to AID/Nepal! in 1980/81.
Needed fiald operations studias in tha other services and pro-
jects can be adequately Planned, conducted and used on an ad hot
basis.
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I1. COMMUNITY PARTICIPATION IN HEALTH SERVICES ESTABLIGHED

A. 30% OF DISTRICTS WITH INTEGRATED MANAGEMENT HAVE
FUNCTIONING COMMUNITY HEALTH SERVICES, INCLUDING VILLAGE HEALTH

COMMITTEES. (Indicator)

Status: In 13 of the 26 integratad districts
there are more than 2,600 Ward Health Committees that functionad
at least to the point ot selecting a Community Health Leader.

Lomment : Whereas Haalth Post Health Committaees
have rarely functioned effectively, approximately one third of
Ward Health Committees havae seemed to be activatablae by the CHL

they chosae. At least thisg many of them have been ablae to raise
2ome money to purchasae resupply of drugs and supplies in the
CHL's kit. In more remotae dreas, many WHC's have shown active

tnterest in what they ecan do to improve health cara through thaeir
CHL, and some have been willing to mobiltze community effort to
protect health, as in building latrines.

B. MOH AND COMMUNITY LEVEL HEALTH PROGRAMS HAVE EFFECTIVE
SUPPLY, REPORTING AND SUPPORTIVE SUPERVISTON/RETRAINING LINKACES

ESTABLISHED. (Indigator)

Statuys: In half the integrated districtsg the MOH
linkage to community level Programs has baean established through
almost thrae thousand Ward Health Committees and their chosen
Community Health Leaders. The CHL's are trained and retrainaed by
the local health post staff, and are Supervised by the house-
visiting Village Health Workers attached to the health post.
Thege VHW's, in turn, are Supervigsed by the health Post's Auxil-
1ary Health Workers, and occaslonally by the Health Assistants
(Health Post In-charge) or the Auxiliary Nurse Midwife present in
the fully manned, integrated health peosts. The haalth post
staft, in turn, arae supervigsad by vigsits from the District Publie
Health Qffice of the Health Inspactor, or his Assistant for
tamily Planning, health education, etc. During training the
CHL's recaive guidance manuals and kitsg containing a gstact-up
supply of first-aijd supplies and agpirin from tha Regional Train-
ing Canters or thae ICHSDP Logistics Section sent via the DHO
Resupply 1is up to the Ward Health Committee and the CHL, both for
collecting community funds and for finding commercial sources of
supply

FP/MCH has just bagun a1 tield @xperiment in Morang District,
creating CHL's who will be supported by PBHW'sg. FP/MCH, in
collaboration with JSI, hag managed a Decentralization Pilot
Project since 1982 This attampt to Increase the involvemaent ot
both Distriet and Panchayat committees in the FP/MCH program hasg
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proven to bae difficult, time-consuming, and only marginally pro-
ductive.

In NMEO in 1983, there were 2,012 community volunteer posts,
whoge responsibilities include Passive casae detection, reporting
of fevers, and go forth, organized by tha NMEO unit officer in
charge. These volunteers collected 74% of thae slides, and
detectad 60% of the positiva cases in the NMEO program for that
year.

Comment: ICHSDP has discussed selling low cost
resupply items to CHL's, notably at the MRIHS Workshop in October
1983, but has decided not to do this. The Regional and District
Medical stores might éventually become sources for purchase of
low-cost essential drugs and supplies needed by CHL's for their
Drug Rasupply Scheme. Using a standard form, the DHO is supposed .
to report to the ICHSDP central office on the CHL program every
two months. The DHO roeceivas monthly reports for each health
post, which currently collactsg tnformation on CHL/WHC activities
through the VHW's, who are supposed to visit and supervise them
monthly. Currently, VHW's only see and hence report on about 20~
S0% of thair CHL's. Many CHL's are not currently seen by their
VHW's becausae the latter are "overloadad" and too busy checking
off house visitg. Sometimes neither the VHW nor his supervisory
statf at the health post a~ccord much Priority to support of the
CHL program. Through the new centripetal system of gathering
CHL's Periodically in their health posts in small groups it is
hoped that a larger proportion of their activitias will] actually
get reported. )

Although it ts only a transtent faature of this initial
phase of the CHL Program, the presence of 5-10 Peace Corps Volune
teers in particular health posts or DHO's has bean very important
in establishing effective Ilinkg betwaeun tha community programs
and the caentral administration of the MOH . They have beaen ablae
to concentrate on the CHL/WHC program (which is usually a divldad.
responsibility of ICHSDP personnel at both DHO and cantral K
levalsg), to send candid three-monthly reports to ICHSDP, to

hold annual reviaws of progross and problems in implementation,
and to summarize their findings and recommendations in excel-
lently prioritized Feports, the last of which wag verbally pre-
sented to the Secretary of Health. The IRH/FPS Grant support of
the training of thaese PCV's and of a few of their local initita-
tives for development of the CHL program, along with JSI assist-
dnce to thaeir effortg, have been significant projact fnputs into
the morale and quality of the CHL program.

The community workers of the FP/MCH project, the PBHW'3, are
Suppo:ed to work regularly with thae Panchayat committeas that
nominated them. However, thig dpproach has not baen congigtently
well implementad. Whereas the CHL isg unsalaried and can axpect
benefits, othar than small tratning stipends, only from the Ward
Health Committee, the PBHW {s a salaried worker of the FP/MCH
project. Also, the CHL/ WHC relates to a local community of
about 500 parsons while the the PBHW/Panchlyat Commi{ttee must
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constdaer a frequently scatteraed Population of about 4,500, Five
PBHW's arae Supervised by one Intermadiatae Supervisor, who rTeports
to the Family Planning Officar. Thesa supervisory links were
weak prior to reforms in the PBHW galary, and thae gselaction
critearia and Procedures in 1983; often Personal appointees of the
Pradhan Panchas, they were littlae dccountable to either panchayat
comuitteas or to FP/MCH supervisora. This accountability is now
increoasing in both directions.

c. ADEQUATE EVALUATION MECHANISM FUNCTIONING AND INVOLVING
VILLAGE INPUTS AND VILLAGE HEALTH COMMITTEE . (Indjgator)

Status: At the ward lavel Progrim progress,
Neads, and now directions ara deing evaluated adequately through
the existing WHC/CHL machanism, This is seen in the widoespraad
requests faor approval of and traintng in the use of additional
drugs that communitiaes will Purchase using the diverse ways of

collaecting moviey that they have workaed out . It is aleo sean in
the latrine construection (a.g. Dolakha district) and other publie
health Programs that particular WHC's have launched. However, the

dssessmonts, judgements, and evaluations of WHC'g have rarely
been forwarded for consideration by decision makers at higher
levels in ICHSDP or the MOH. Notable exXceptions ara 1) thae
recommundations from thae assembled CHL's of Kaski Diatrict in
their 1983 workshop conducted with tachnical isstistance of Peace
Corps Voluntears and the Regional Training Caenter of ICHSDP, and
2) the opintons of WHC members, pradhan panchas, and CHL's
gatherad at the 1934 workshop on Local Financing ot Health Ser-
vices at Pokhara.
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FAMILY PLANNING ACCEPTORS
BY METHOD

1973-1983

Male Female
Sterilization Sterilization
Source: FP/MCH, Research & Education Division
Pill
Condom
IUD Injectable
—l —
. ﬁ —g - | o
'73 '78 '83 '73 '78 '83 ‘73 '78 83 ‘73 *78 '83 '73 '78 '83 '73 '78 '83
Couple years Couple years Acceptors/Yr. Acceptors/Yr. Cumulative Cumulative
of protection of protection Totals Totals



APPENDIX ®

1981 CURRENT USE OF CONTRACEPTION BY METHOD

—

Female
Sterilization
Vasectomy 34.2%
42.2 %

Traditional & Natural
Family Planning —— 0, 3% —u___]

IUD 0.8% -—————4—J

Injectable 1.1% ~

2.3% Source: Nepal Contraceptive Survey (1981)

1976 1981

2 of Wnmen 15-49
Using Centraception
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BUDGET BY YEAR
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MCH SERVICES PROVIDED BY YEAR
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TEMPORARY CONTRACEPTIVE METHODS BY YEAR
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Population/Family Planning
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APPENDIX F

August 22, 1984

STATUS OF
mmmmﬂmwww

Tha indicators !isted on tha following pages ware drawn from

the PROJECT QUTPUTS saction of the April 1980 Nepal Project Papaer
Integrated Rural Health/Family Planning Services, No. J67-0135,

pp. 5-9.

Each of the indicators is daddressed 1n terms of current

status as of July 1984; additional Comments, clarifications, and

congiderations are added ag appropriatae.



t.  INTEGRATED PLANNING AND MANAGEMENT OF EFFECTIVE SERVICES

A. EFFECTIVE FUNCTIONING OF OPERATIONAL PLANNING AND
MANAGEMENT FOR DELIVERY OF SERVICES.

Indicator 1. 48 distrigts under intaqrated management

sygtem
Statusg: In addition to the o fully inteagrated and

1?7 partially integratad districts that existed at the outset of
Projact 0135, 8 more districts were taken into partial inteagra-
tion in 1983, District Public Health Officas have been creataed
and minned by Health Inspectors in all 48 of the districts desig-
nated for integration during the sixth five-yaar Plan.

Comment: It was clear from thae time of arrival of
the JSI taam in Septembar 1981 that the original targets tor
tntegration of additional districts were un:ealistically rapid.
No new districts ware intagrated for gevaral years because : 1)
problems of management in the 23 partially integrated districts
could not ba resolved by the central ICHSDP organirtation, 2)
Chiefs of the Vertical Projects have been reluctant to have
districts taken away from their direct authority, and 3) multiplae
ictions of agencies in savaral different Ministries () e Minig-»
try of General Administration, Civil Service Commission, Ministry
of Finance) were raquired to convert personnel from the Vertical
to the intaegrated pattern. HMG's current, and more reclistic,
policy iy to fntegrate at a slowear pace, both to allow consolida-
tion in already intaegrated digtricts, and tc allow tha above
difficulties to be addressed.

Indigator 2 200 additional tntegrated health posts
astablighed dyring project pariod torg
A total of aboyt 80¢

Statusg: A total of 744 heal!th posts ware
astablishad by 1981/82, of which 450 were "intograted". This ig
149 more than the 595 health Posty aestablishad by HMG as of
fiscal year (980, dccording to tha Projact Paper. During 1982-84
a list of 99 additional health pests was approved, and S0 more
have bean proposed for 1984/85. Approval of personnel for health
posts on both of these lists is still in process.

Commaent: The naed to tmprove management of already
existing health posts hae led the National Planning Commission to
emphagize consolidation and improvemant of such management as
being more important than rapid expansion beyond the existing
facilitiasg.



Indicatoy 3. Mmmgﬂg_t_i_mmmmu.ig_u

allogations to districts

Status: Sanctioned posts at the district level
have been reasonably adequate axcept for the lack of Publie
Health Nurses and Malaria Assistants in the newly integrated
districts. Twenty-three accountants have been raecruited and
trainaed for district gservica. Common guidanca/training manuals
for accounting have been devaeloped in conjunction with the FP/MCH
Project. In 1983 HMC decentralizad the budgat officas to the
district laeval, and Health Inspectors have since applied directly
to the local district offica of the Ministry of Finance tor their
budget releasas. Dealayad teceipt of approved budget, howevar,
continues to be a problem for the sevara] projects, particularly
ICHSDP .

Comment : Getting posts sanctioned in the newly
integrated districts hasg baen slow. Capturing for ICHSDP the
experienced personne! who had been working in the vertical pro-
Jects In a district just Prior to integration has bean difficult.
In some instances, because of tha confounding nultiple layers of
authority over perszonnel, Civi! Surgeons have recruited new per-
sonnel before the local vertical project workeraqg could be congi-
dered for change of status trom Temporary to Regular employeas.
The greatest problem 1n personnel managemant generally recog-
nized but stiy] unresolved, 135 that of absencae of an actual
worker from a post that is both sanctioned and filled but never-
theless vacant dues to transfer, or spacial leave. Duting the
Management Review of Integrated Health Services, for erample,
Group Two found that the foliowing percentages of ganctioned
posts in partly integrated districts actually had wtaftt 1n place:
Health Assistant or Senior Auxiliary Health Worker (92%),
Auxiliary Health Worker (50%), Auxiltary Nurse Midwife (33%) and
Village Health Worker (30%) . Handling requests for trangfer
consumes a larga2 amount of tha time of central ddministrators.

Financial manizgement capacity has !mproved significantly in
FP/MCH, ICHSDP and HPD from 1980 to 1984 Blocked multi-year
backiogs of unsatisfactorily accounted expenditures waere finally
resolved. In 1983-84, however, an extraordinary political event
complicated financial managemant for 1ll,the projaects. During
four months or more of that year, budgets wara frozen in the waka
ol 4 change of Jovernment at a crucia! time for fiscal allot-
ments. All budgats were frozen until they could ba thoroughly
rascutinizad and debated by the new government, which accounts
for lower expanditure rates and delayed schedulas In gsome pro-
jects in the just-ended Nepali fiscal year.



Indicator 4, Planning angd management control
sffeclively decentraljizaed to districte

dua to Health Planning Unit assistance.

Status: A WHO sponsored worxsiiop on healfth plan-
ning for the training of district lavel Personnel was conducted
by the Health Planning Unit in Pokhara 1n December 198 with JSI

assistance. District lavel Planning for the training of person-
nel was incraeased with thae creation of the four regional ICHSDP
training centers in 1982, District planning for and managemant

of sterilization camps wag strangthaned through the annual meet-
ings, for this purpose. of Health Inspectors with Family Planning
Officers that was beagun in 1982 Prior t» 1983784, however, the
Health Planning Untt had too littla manpower and influance to bae
of significant practicat issigtance Lo district level planning
and manzgement .

During that Nepali fiscal yeac, a senior public health
administrator wan Appointed ag Chiof of an uograded Health Plan-
ning Rivigion with a iarge {ncrease in budget, sanctioned man-
powar, and {nfluance on the several services and projects in thae
Mintstry of Health. A dtcategy tor Inereasing Lhe cred:bilrty and
usefulness of the HPD was developed, and a National Workshop for
tmprovement of district hanagers' planntng and managemant skillg
was plannaed for August/Santambar 1584. Thae Decentralization Act
of 1983 providas Lhe policy basis of expanded control over plan-
ning and management at district level, but the specifics of {tg
dapplication have bean debated nationally for a year and guide~
lines have not yet been i1ssued.

Comment : Downward delegation of power and
duthority that would ba nNacessary to increase control of planning
and managament of [CHSDP services a2t the district leavael] awaits
clarification of the lmplemantation guidelines and regulations
for the Decentralization Act, 3s well ag clarification of the
dauthority over health personnal batween the [CHSDP's Health
Inzpector and thae Department of Health Sevices' Saenior Medical
Officar. In *he meantime, #tfactive gteps are being taken
through annuai workshops t- i1ncrease the skills and capacity of
Health Inspectors and Family Planning Officers tor planning and
management at the district lave! In the 1ntegrated districts
the Health Inspactors «re fesponsible for the mandgement of all
ftural health facilities and gervicas balow the hoapital leva!

Indicator S Eftecztive Btogram evaluation capability
Status: Indicators and formats for evaluation of

the progr2as and effectivenass ot each project in the MOH were
developed by the National Planning Commissiorn and the MOH 1n

1981, Using them, reports are Prepared 5y each of the soarvicas
and projects every four monthg. Thase a:e raviowed by and dis-
Cussed with tha Health Planning Division, and then the National
Planning Commission. The annual conijoint workshon of HI's and

FFO's has bacome an eifectiva tnytrumant (oo evaluating vsg

\\U



program capability. With regard to capacity of personnel, )
several senior public health administrators, who actively parcti-
cipated in thae Management Aeview of Integratad Health Services,
and who are now in decision-making positions tn MOH agencies, ara
quite capable of conducting program evaluation, as are a numbar
of other MOH senior administrators and section chiefs. Current-
ly, the opaeration ot integrated health servicas in Nuwakot dig-
triect t¢ being thoroughly evaluated by all-Mepali teams fialded
by ICHSDP, with technical assistancy from WHO and JST.

Comment: A sizoable number of MQOH personnel have
the capability of judging whether Progyrams are functioning aeffec-
tivaly or not, and what might be done to Improve them. Howevar,
thesa trained and gpertienced personnel! ara frequently 1) svar-
burdened by many routine admintstrativa tasks, asnd 2) aware that
many options for I1BPLOVING Services are not teasible dua to
multiple constraints 1n the gysten The best example o¢f the
capability for program evaluation 13 :he excollent tnternal
a332ssment of thae National Malaria Program conducted annuaijly by
NMEO

Indicatos 6. GConatruction cempletad on 17 new ryral

health facilities, 3 ragional warehouges,

and the fehabilitation 2f at laeast 20
existing heilth pnostag

Statuyy: At the formal yaequest of AID/Nepal, JSI
has no involvement in construction Activities .

Comment --

B. HEALTH PLANNING UNIT FUNCTIONING EFFECTIVELY.

Indjicgator 1. Effggqttiva menrtzraing of Rrrgramg and

Rrogregs of overall xntnqratxo_:_l__

Statys The Chietfs ot 1CHSDP and the other pro-
jects and sgservices meel avery four mon'hs with the HPD to review
Progress againsat indicatora During the 0139 Grant perirod, to
dite, 8 additional administrative distceiatg were trangferred to
[CHSDP (1n July 19823 A review of ths problems and prograss in
integration was conducted 1n the tall of 1983, tha Minagemont
Review ¢t Integrated Heaith Saervices A National Workshop of
Health Fersonnel to reviaw the progress ot tntegration was hald,
under W0 sponsorship, in 1982, anothes, to focus on matnagemeant
aAnalygis at digtrict laval, 1% to be held i1n Auqust 1984 wyndarc
AiD/Nepal sponsorship The Health Pleannming Diviwion (n 1983 gat
Up 2 gystem of indicators to monitor the msjor Progcams in the
MGOH . It s currantly updating Progress againgt largets evaery
four months with a1d of a computer Frogram designed, with J§|
asststance, for I1ts now tunctional miz:ocomputer At the end of

e



NFY 1983/84, the HPD conducted an unprecedented five-day reviaw
of tha proposed programs and budgets of all services and Projects
in the form of a plenary of Chiefs, their deputies and key staff.

Gommant : Progress in terms of additional dig-
tricts being integrated has been slow due to the rezsvons men-
tioned above. In terms of programs, monitoring is good for
several, and minimal for others, and the role of the Health
Planning Division in this monitoring varies from program to
program. Mo* toring is axcellant for malaria econtrol because ot
the wall daev.sed and implemented annual internal assessment of '
malaria performad by NMEO with the collaboration of ICHSDP. [t
lg good and improving for tamily planning because of the annual
workshop of FPO's-HI s-FPAN officers that looks closely at per-
formance of sterilizations in all districts, and s beginning to
moniiar temporary mathods of contraception and, from 1984,
assrzctd of matecrnal and child care. This year, the Health Plan-
r'yqg Division witll have an increased role in this process. Prior
“t2 1984, coordination of the immunization Program waga not forma-
217221 beatween the Expanded Immunization Program and ICHSDP, but
lakes place sporadtcally and informally between thae officers of
beth agencies, with some input from the HPFD. Tuboerculowis and
Leprosy control Programs 1in the past have no-. beaon well coordij-
Nited with ICHSDP, due to lnsufficient manpower in ICHSDP

The role of the Health Flanning Un:it 1n MONItoring progress
aither of programs or overall Integration was minimal betora
1983 With the incraased statf, budget, computerized program-
tracking capacity, mandatn.and cruedibility of the Haualth Plannting
Divisjion, hbwever, it should be able to accomplish affactive

monitoring of programs and progress of overall integration during
1984/1985 .

Indigator 2 Blannjing/mansgement qyrveyg, including
Mid-term (Mid Plan) Revijew, desiqnead and

implamentad

Stateq: The Managament Review of Integrated
Health Ssrvicesw Wasd conducted in 1983 with colluaborztion of thae

HPD In the same Yy2ar, tha Health Planning Division initiated,
and is now complaeating, a management durvay of ganttation and
infection control in hospitals In 1982 the Heaith Planning Unit

designed a form to d53ess progress and management problems 1n the
seventeen projects and units of tha MOH that reported to the
National Planning Commission through the HFU The mid-ternm
heallh roviow of thae 1980-85 Firve-Year Health Plan wasg conducted
in 1983/84 by the MOH, and did not involve 3 major national
survey as did tha 1979 Mid-Tarm Rav!ew.

ant Planning/managument surveys of the HPU
In the past have beun Hestgnad and managed mostly by ftorergn
advisors due to HPU's limited staff, “apacity, and resourcas.

This has hindoraed their use for improvement of policy and admin-



istrativea decisions. Current development ot manpower and techniw,
cal capacity of the HPD, and lts fncreasing collaboration with
other units and projects in the MOH, encourages hope that it may
in the neut saeveral Years have Nepali staff able to design and
implement such studies. The just-completed Five-Year Plan Re-
view, whiech did not utilize outside dssistance, is a first major
step in this direction.

Indjcator 3_ Health Segtor Input Lo the 7th (Eivq~Xg5t)

Dlan prepareaed.

Status: The HFD has provided input to the
National Flanninyg Commisston in devalopment of tha health sector
policy guidelines for development of thae 7th ®lan, and will
provide continuing assistance tn developmaent of the plan itself,
This process will axtend through much ot tha cCOomMINg yedr . Tha
HPD is alsgo revising the Long Term (15 year) Health Plan, with
agsigtance of WHO and Js1i

Comment  Tha capa“tity to provide such Agsistance
did not exist prior to the jugt-completad Nepal: fiscal vear
The past si® months have seen the HPD assume its proper role in
the annuyal, five-year, and long-tarm planning processas.

Indicator 4 Degentralized blanning and administration
2perative in all jntegratad districts.

Status: The role of digtrict Health Inspectors,
Family Planning Otficers, and officers of the other vertical
Projects in decentralized Planning 1s stg]! betng daefined All
districts have Sanctioned posts for such officers, henca the
adinistrative structure necessary for guch decentralization has
been creatad. A sizaeable amount of foutine admintstration is
handled ditectly by these district ofticarg Regtonal hwalth
officms are scheduled tor a slow phase in from 1984/85%

Comment How to lmplement the Decentralization Act
has been undaer debate nationally for a yudr, and procadures are
still not formalized. The respective roles of thegae officers
together with thae Civi! Surgecns andg Santor Med:ical Cfficers of
the DHS is undar Active discussion but remains to be clarifiod.
Although the HPD is 4n active marticipant in thege discussiong,
only highaer duthorities can finalizae the respective roles aof the
several units.

dicato 9 stease-qggclftc surveys and fiald
egperational studies performed under

HPU syuervision and m:z:nagemaent .

Statyg: No such surveys or gtudies have been
Performed under HPU supervision ind Management from 1960-84

~J
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A. 80% OF MOH NON-ACADEMIC PARAMEDICAL MANPOWER TRAINING
REQUIREMENTS MET (APPROXIMATELY 1,600 NEW HEALTH AND FAMILY
PLANNING WORKERS TRAINED (Indigator)

Status: Detatls of training activities for the
various units of the Ministry of Health are apponded to this
report. In summary, since Nepali Fiscal Year 2037/38 (1980781,
the following fn-country new and refresher training has been
provided for field staff of the various units-

Inttial Refresher
Training Training
FP/MCH 2,061 2,174
ICHSDP 1,233 34§
NMEO 144 380
Leprosy Project 2,447
(Combined)
TB Control Projact
(Combined) 672
EPI 410
(Combined)
Health Education 774

(Combined)

Commant The target for new workers trained has
bean exceeded. Effort is still fequired, however, in improving
the quality and content of training in severa] areas, and in
ensuring consistency batwaen the types of training provided to
tield workaers in different units who have similar field
fesponsibilitiag,

B. ROUTINE REFRESHER TRAINING PROGRAM FOR ALL FIELD STAFF

INSTITUTIONALIZED tIndjgator)
Btatug: As indicated by the attachaed in-country
training statistics, refrosher training ts a regular parct of the

training program of all units of tha Ministry. This indicator
has bean mat.

Somment : It is st} necessary, howaver, to
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incroase tha flexibility and responsiveness of the tTefresher
tratning courses of the various units of the MOH, in order to
allow such courses to be more responsive to the individualiced
haeds of gtafy Feceiving the refreshar training. This isg
Particularly difficult in light of the weak communicationg
channels betwean the field and Kathmandu.

C. TRAINING PROCESS EFFECTIVELY PLANNED, SUPPORTED, AND
IMPLEMENTED (Indicator)

Training cells of the vartous units ot
the Ministry ot Health now froutinely Prepare annual tratning

plans and schedulaes. Copias of the current plans for the various
training units are attachad. While changes :n theso schedulaes as
the yoar Progresses are tnevitablae, training cells in general
meat their tratning targats, In terms of sSuppart, the training

effort suffors from the sanme budgat delays and ddministrativae
difficultiaeg ag other activities of the Mintstry,

: There is stil1] a need for mora affactive
and frequent collaboration among the varjious training cellg, Js1
has attemptad to fostear such collaboration in its technical
d8sistance activitias, and AID/Nepal Support under the Grant has
also furtherad thias eftort, For example, thae current tratning
effort for logistices gtatt will ineclude trainers (and trainaes)
from various vertical Projaects, in addition to regular DHS gtatf,

D. HEALTH POSTS AND VILLAGE HEALTH WORKERS SUPPLIED WITH
AT LEAST 50% OF RECOMMENDED BASIC HEALTH EDUCATION MATERIALS

(Indigater)

Statuys: There {s not a standardized "recommended™"
list of hasgijc haalth education materials for either health posts
or village haealth workers, so thig indicator cannot be measured
43 written,. Significant Progress in thig regard has bhaeen Seen
over the past several yearsg: dudio visgyal] equipment, gslida
projectors, ftilm Strips, slides, and more basgic training mater-
fals such as charts and markers, padg, Pancils, and so forth have
been distributed and set up at regional training centarsg . JSI
has assisted with significant tevigions to various fie@lq worker
training manuals (PBHW, Hospital Sanitation, Financial Manage-
ment, Logistics) in coordination with AID/Napal and other donor
agencies. Training materials produced by other donors (e.qg
UNICEF Nepali vaersion of "Whare Thera Is No Doctor") have beean
distributed to training centers and health Posts and from there
to the fiald workars themsalvag,

Considarable @ffort in thig area is

still requiraed. The current collaboration between the various
training cells of the MOH, JSI, and other donor technical
d3sistance Personnel ig effectivae. Important at this stage |g
better collaboration with agencies outside of the MOH. for

example, coordination of the Instituta of Medicine curriculum angd
training materials with the MOH job descriptions and training
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efforts for its field workers. As a "recommended" ligst of
health education materials would change continuously, this
indicator needs to be rewritten in a measurable form.

E. ?3% OF PARTICIPANTS (U.S. AND THIRD COUNTRY TRAINED)Aﬂ
ASSIGNED (Indjigator)

Status: Of tifteen long-term U.S. participants bt
be trained undar tha Grant through JSI, ail! have Ddean placed iIn
U.S5. institutions. As of June, 1984, eight had returned from
training and resumed their duties in the Ministry; the other
seven are expected to return within the year . Ot the eightean

short-term U.S. training slots, fifteen had been used as of June,
and tenative issignments had baen made for the remaining three.
[t is expected that this ictivity will be completed by the fall
of 1984. Of 80 short-term third-country participants scheduled
under the Grant, 58 had completed training by June 1984, and
tenative plans had been made for an additional nine trainees;
most of these third-~country training slots have been used in
Asia.

Lomment: This activity ts ahead of schaedulae. BY
the fall of this year, no out-of-country training slots will )
remain, excaept for dpproximately thirtoen slots for third-countey
training.
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1V. HEALTH AND EAMILY PLANNING SERVICES DELIVERED EFFECTIVELY

A FAMILY PLANNING TARGETS

Indicator 1. 500,009 continying accaptors of temporacy
csontracegptive methods .

Statug: Tenmporary contraceptive method saervice
statistics for 1983/84 4dre not yet avajlablae. While the exact
meaning of this indicator is not clear, the intent ig clearly to
demonstrate tha success of the program in promoting the usae of
temporary contraceptive methods by a gizable populatton. As one
medsure of such gsuccess, the followling dttampts to calculate the
total couple-vaars of protection atforded during 1983 by all the
difforant temporary methods. Thigs resultant approximate total
current protection in 1983 from all forms of temporary contracep-~
tion promotad during the Project period is bagaed on the reportaed
pills, condoms, and foaming tabletsg dispensed that Yyear, on the
number of woman protected that year by Depoprovera, and on the
woman under protaction from IUD's insorted during 1980-83.

FP/MCH ICHSDP FPAN CRS TOTAL
Couple~years of 35,400 “.519 3,240 8,112 52,471
protection (CYP) by
oral contraceptives
CYP by condoms 38,412 7,207 14,630 26,212 86,481
CYP by foaming - - - 1,418 1,618
tabletg
Women protected by 4,939 - - - 4,939
Depoprovara
IUD acceptors 4,068 - 324 - 9,389
('80-83)
TOTAL COUPLE 83,01% 12,726 18,214 33,942 149,898
YEARS OF

PROTEZCTION

In the firet three vears ot the IRH/FP Project, over 700,000
accaptors of temporary methods were reportad by the several
services, Continuation rates of pills and condoms arae known to
bae vary low in Nepal Implied ona-year continuation rates in
1981 were estimatad by IBRD to be: 16% for pills, 3% for condomg,
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349% tor IUD's, and 39% for Depoprovera. However, a continuation
study done by the FP/MCH Evaluation Division in 1973/749 showad
"the following one-year continuation rates, daccording to the
Daputy Chief of FP/MCH: Jé% for pills, 66% tor IUD's, and 80-%0%
for Depoprovara. The table ibove showsg that, during 1983, the
maximum total couple~years protection for all temporary methods
rose to about [50,000,. This is a constderable (300%) rise from
the estimation wada by IBRD of the number of couples protectad by
temporary mothods in 1981, which was less than $S0,000.

Gomment : Hatween 1980 and [984 there was a zon-
sidorabla rise in the distribution of tempcerary contraceptive
methods. Their impact on fertility is gtill quite limited due to
high discontinuation ratesq. Many person-hours are required to
promote theam. It has been astimated that temporary methods ac-
count for 50% ot program euxpenditures in Mupal, but that they

account for only 30% of birthg prevented [t is not known what
the additional cost would be in this environmaent to double th:se
continuation rates. 0f course, temporary methods require con-

tinued promotion for younger couples who wigh to space their
pregnancios.

The return in births Prevented, howevar, is considarably
greater for additional expenditures on voluntary sterilization at
the current ages arnd parities of V3(C dccaptors. The most pro-
mi{sing temporary method in terms cf potential tfor raptd expan~
sion, good Acceptance tn the rural populatlon and good protection
3gainst praegnancy, 1s Depoprovera. This would require a reinfor-
ced medical referral backup, however, i{f th. occasjonal complica=~
tions are not ‘o be mishandled. [t such.backup is established
through the Family Planning Service Centers built under tha
IRH/FPS Grunt, then it ig llkely to be po.sible to regain cradi-
bility and increased acceptance of the 1UD.

Indicator 2 230,000 yojyntary surgical gontracenptive

Rrgcadures carrted out in the plan
period,

Statys: During 1980-84 thara were 164,180 volun=
tary surgical contraceptions performed in Nepal . Total sterill-
tations hava euspanded rapidly in aach of the past four years (by
48%, 34%, 47%, and 46%) . In 1983/84 a surprisingly high 65,773
were done . If the same number wara performed tn 1984/8%, the

Plan period total to datae would be almogt exactly 230,000. How~
ever, although the national target for 1984/85 isg formally set at
45,000, currant discussions are being held regarding the pos-
sibility of raising the target to 100,600, It this werae
achieved, thae 1980-8°¢ total would be 264,160,

Comment: ESince budget for the hitgh target of
'849/85, which was based on further augmentation of tha unexpect~
edly high VSC performanca of the past tihraee years, ig not cur= <.
rently avatlable, it tg likely that the indicator will be met QF
not exceadad. '
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5. MALARIA ANNUAL PARASITE INCIDENCE (API) IS 1.0 PER

1,000 OR LESS (Indigator)

Status: The total API in districts controlled by
ICHSDP dropped from 1.4 in 1981 to 1.00 {n 1983. In the more
hyparendemic areas controlled by NMEO the total API was held to
slightly over 2, varying from 2.02 in 1981, to 2.99 in 1982, to
2.17 in 1983,

Lommant: These rasults were obtained despite non-
delivery to Nepal in 1983 ot malathion ordered by NMEO, and a
sharp fall-oftf in anti-malaria control activity, especially
spraying, in the 8 additional districts that passed from NMEO to
ICHSDP control on 4 July 1983. The latter was due to poor coor-
dination, preparation and management of districtg abruptly integ-
rated for malaria. In the face of thega set-backs, the gur-
Plsingly tavorable outcome in terms of total API's jg due, in
part, to both drought and then prolonged, larvicidal rains, and
aloo to incroasaed emphasis on detaction and treatmaent of cases.

These total API's, howaever, mask the alarming increasae in

Plasmedium falciparum malaria, the killer form that develops

rasistance to the cheaper antt-malarial drugs . From 1981 to

1983, P falgiparum indigenous cases in NMEO areas rose almost

seven-fold, while lmported cases rose 2. 5 times .

Collaboration botwaan ICHSDP and NMEO has increased since
1980, Specific mechanisms for consultatton between the services
are being worked out, @.9g. the recommandation, submitted at the ¢
July 1984 Malaria Board meeting, that provides for automatic
consultation between the NMEO Regional Office znd the district HI
when his roeported ABER falls balow a Pre-agreed minimum perfor-
mance laeavel for that integrated district.

The major problems for malaria contrnl in 1984/8% will be 1)
thoe exhaustion of the last supplies of DDT, the least toxiec and
least axpansive of the effactjive insecticidas, 2) the lack of
budgatary support for insecticide beayond 1985, and 3) lack of an
adequate unit to mount a strong field resaarch pProgram to test
alternative and cheaper approaches to vector control and treat-
mant of resistant caseas. Another problem is the relatively low
political priority accorded to the control of malaria, perhaps
because no dramatie malaria epidemic crisis has occurred in
recent years, and because the servicas havae baen successful in
maintaining reagsonably low prevalence levals of malaria This
may put the expensive gains of the malaria control program ¢{n
jeopardy.
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c. ORAL REHYDRATION FOR DIARRHEA--30% OF ALL CASES OF
PEDIATRIC DIARRHEA IN DISTRICTS COVERED BY INTEGRATED OR FF/MCH
PROJECT SERVICES TREATED WITH REHYDRATION SOLUTION (R.D. SsOL).

(Indicator)

Status: There are no reliable nation-wide figures
for the coverage of childhood diarctheas with oral rehydration
therapy. In the ORT KAP survey conducted by ICHSDP i{n Pokhara in
1981 ORT had bean proparesd in less than 5% of hcuscdholds. Sever-
al experts working in tne control of diarrheal diseases guess
that the national use of ORT for severe diarrheas in the home i
surely less than (5%, and probably l2»ss than S%. Of childhood
diarrheas presented for traeatment in HMG health facilities, how-
ever, probably more than 30% currently receive education and
instruction in the use of ORT. In 1983/84 ICHSDP recaived raports
of 269,146 "persons taught" ORT in an area with a4 0-5 age popula-

tion of about 700,000, this might be optimistically constcuad to
fndicate that 38% of children had parents who were ingstructed i1n
ORT. However, there is not any necessary connection betweaen thigs
report on the number of persons "educated", with tha number of

children treatsd for diarrhea, or with tha number who had "pedia-
tric diarrhea" and were thus in naed of education. In the FP/MCH
program, FPO's report monthly numbers undar "rehydration"; this,
too {9 vagualy datined, and not foutinely totalled by the FP/MCH
statistical servicao. In Gorkha district, for axample, 3,002
"rehydrations" wers reported in 1983/84 in a population with
about 40,000 children 0-5 years old. Assuming an average of ona
dehydrating diarrhea per child per yvear, this would maean & cover-
aga of roughly 7%.

GCommaent : Duspite active radio promotion of ORT
and large numbers of workers in all districts armed with assign-
ments, job dascriptions, and training for ORT outreach ({.e.
1,800 PBHW's in 52 districts, 2,800 CHL's in 13 districts, and
4,000+ VHW's, AHW's, ANM's tn 24 districts) the impact on popula-
tion knowledge, attitudes and practices regarding ORT in diarrhea

remains minimal . Qutreach work for ORT by front-line health
workers, although "part of tha program'”, has received short
shrift. in 1983/84, in rtesponse to the apparant need to revita~

lize this life-saving program, & number of new iniftiatives wore
launched: ICHSDP, supported by WHO, launched a national progran
for control of diarrheal diseases, starting tha training of
physicians and other service providers from the top down;

FP/MCH, with the assistance of JSI, examined the ORT performance
of its PBHW's and davanlnpad a atratagy for improving it; the
Commercial Retail Salas Ltd. organisatlion began ths2 commercial
marketing of OHS packaets: field studies were done to detarmine
the most effective. gafo ways to instruct mothers for "pinch and
#coop" homa ;reparation of sugar-salt ORS; and FP/MCH, with UNFPA
help, tackled the problem of developing a Mational Strataegy for
MCH with appropriate amphasis on ORT. Hence, although ORT ugse in
the population remains vary iow, promising initatives for improv-
ing it and for iwmproving ORT services within the extisiting MOH
fnfrastructure were begun in the last 1 1/2 years. Through the
IRH/FP% Grant, effective consultation on improvemant of the ORT
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program was provided by Dr. N. Hirschhorn (JSI) and William
Bowers (Hesperian Foundation), with continuing follow-up by
JSI/Nepal.

D. RUDIMENTARY PRENATAL CARE

Indicator 1. 40% 9f pregnant women receiving iron and
folie agid freatemnent in Intagrated oc
EP/MGH covered djastrigts.

Ststusz: This information is not reported for
ICHSDP districtsg. "Anemia" igs raported from FP/MCH districts,
but these statistics arae only vaguely defined and have not been
routinely totalled. According to the FP/MCH Supply Division,
approximately 3,000,000 tablats (ferrous sulphate 200 mg plus
folic acid B.P. 80, 0.29% mg) have boeen distributed from the
central supply dapot to the 250 family planning clinics during
each of thae last saveral years. Agsuming the usual perscrintion
of 28 tablets to each pregnant woman, this would rapresent ap-
proximately 100,000 women covared. In tha PBHW aevaluation of
1981, only 11% of PBHW's tctually had iron tablets tn thetr kits,
a4 shortcoming which has probably not improved.

Gomment : Since both malnutrition and anemia are
widespread in rural Napal, greater attention should bae given to
providing this servico. These blood building fortifiers are
currently provided in the health posts and hospitals, but are not
being as widely distributaed by front-line health workers (i.e. the
PBHW, CHL, VHW, ANM, AHW), as they might ba.

Indicator 2. 20% of women age 15-44 keceiving [eqular-
ly scheduled tetanus immunjzations jn
Intagrated oc EP/MCH govered districts

Btatusy: In '83-84, the approximately one million
women of reproductive ag2 (in a population of 5,034,000 in the
tntegrated services districts) reaceived 89,346 first tetanus
toxoid and 51,500 second tetanus toxoid immunizations. Thus
about 5% of women 15-44 years old received a second tetanus
toxoid immunization in one year. The ICHSDP achiavement in
tetanus towroid 2 had progressed from 8,885 in 80/81 and 47,324 in
81782 . In Expanded Immunization Pr-gram districts the 82/83
tetanus toxoid 2 totallad 238,144 against a targetted 542,000, up
from 138,284 in 81/82 and 102,060 in 80/81 . Tetanus toxoid has
not been supplied in the FP/MCH districts, thus coverage of
reproductive age women has bean close to 0%

gomment : Current rates of tetanus immunization of
women of reproductive age fall far short of targets, but covuwrage
and volume of service is fncreasing. In 1984/85 increased colla~-
boration between EIP and [ICHSDP has beaen planned. Also, FP/MCH
has reached an accord with EIP to provide tetanus toxoid in about
twenty of its districts starting in [984/85.
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E. TUBERCULOSIS AND LEPROSY: 40% OF THE ESTIMATED ACTIVE
CASES DETECTEZID AND UNDER AZTIVE TREATMENT AND FOLLOW-UP IN
INTEGRATED DISTRICTS (Indicator)

S5tatus [n 83/84 the number of active cases
treated in Integrated districts wasg 7,764 for tuberculosis. Due
to the joint attart of Laprosy Pro.act and [CHSDP statt, 3,87%
active cisaes of leprosy waze undar treatment . Assuming an annual

incidence of wumaar positive of tuberculosis of 7,061 new casasg,
and a prevalence of 18,321 petrsons with active TE 1n ICHSDF
armas, 42% of active cagesg would have been under treatment last
Year, as reparcted Assuming 4 prevalance of about 35,2490 cases
o! leprasy in the intagratad areas, about 11% were under treat-
maent

Lommpent In ICHSDP districts, it Appears that
greater progress has Haen tchievaed for control of tubarculosis
than for leprosy In fact, ICHSDP managenent of both thessa
Sservice components (3 hampered by Insufficiency of technically
competent central staff to overzee them there i3 only one
SAnior public haa''+hy tdmincstrator to cover malaria, control c¢f
drarrhea!l and other comnmunicible digeaases, immunitations, tubar-
culosis and leprosy These prevalent, ubiquitous, disabling and
lethal diseases thue tdnnot racatve the organizational attention
they merijt. Analysis ot the rola of the control of thasae diseases
in the davelopment of pPrimary health care under [CHSDP 1s com-
plex, butv it 4 analyzed 19 the J8I report for HMG, "Tuberculosis
and Leprosy Services :n Integratad Districts", prepared by Dr
Andrew Cassals in July 1983,

F KEY PEDIATRIC IMMUNI ZATIONS

Indicator i In 48 integrated districts, 40% of Shil-
dren receive DFT, pneagles, and BCG

tmmynjrations on schedulad hasis

Status. In ICHSDP districts in 1983/84 the
following immunizations were given to children under one year of
ige:

DPT 1 ww79,414 BCG--799,801
OPT 2--45 w23y MEASLES--9,959 (only 1n disrict
DPT 3--24, 574 cuenters, ages 9-35 months)

Assuming a ccude Hirth fate of 12/1{000 population and and {nfant
mortality rate of {29 deaths/1000 livebicths, approstimataly
190,300 children Aged 3-1 vaars received thesa immunizations.
Hence 42% recaived 1 frrst DPT, and 14dw% complated the DFT warlas.
BCC was received by 5%% 1n the first vear of life, while the
costly and f{ragiie maasles vacsine was made available to less
than S% of i1nfants and 7ound children.

AN
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Comment : Problums of refrigectator and cold chain
maintenance hava hampered ICHSDP, and there has been tnadequate
central staff to manage the district effort for 1mmunizatijion,
Whan distrijctg have bean taken by ICHSDP from EIP there hasg
frequentiy baaen a rupture in the tesumption of lmmunizations,
Increasad collaboration plannad between EIP and ICHSDF in '84/85
hopefully will upgrade achievement in pediatric immunization.
ICHSDP recently communicatad immunization targets for jts disg-
tricts to EIP tor the tirst tima. Measles 15 3 fearad major
klllar ot children in Mepal, many of whom are made fragile by
malnutrition; axtension of meaglas lmmunizition would effective-
ly lower infant mortality. The definition of populations target-
tad for immunization in Nepal has (sensi1bly) thanged since the

Praject paper was writtan, from '77-80 1t was ¢ 5 yedars, then tn
'81-82 it became ( 15 menths, and since 82/33 hes been ¢ year
tor OPT, and at birth tor BCG. For maasles |t is ?-33 monthsg.

Indicator 2. In EP/MCH SoVvered distriats, 30% of ¢chil-

dren raceive DPT, 0NCGC, and measles
Immunizationsg.

Status: In 11 2¢f the §2 FP/MCH districts Appre -
ciablae immunization work has been carrioed out by FP/MCH In
these 11 districts, with a 178! populatiaon of 3,112,128, the
following total immuntzations were q:ven 1n 19283/54: pprir --
18,637, "old DpDpT" (DPT2 + DPT3I) .. i3.8549, BCG -- 18,216 Thugs,
less than 12% of 0-1 year olds }ecaxved complete DPT immuniza-
tions, and about i14% o: nawborns got HCGC lagt vear from FP/MCH

in (he 21% of jtsg districts whoare lumunizations ware provided.
In the 41 othar districts, FP/MCH Covarage was close to 0% tor
both DPT and BCG.

Somment : In most FP/MCH districts immunizations
4re given eithaer by EIP or Scarcely at al}]. FP/MCH naegotiates

with EIP for iimited supplitras ot vYicerine, and has Provided (mmu-
nizatjons througqh a2 faw of tha larger clintcas, but not through an
outreach offart (n the community FP/MCH has renegotiated with
EIP to obtain larger amounts of vaccine for 1984/85, lowever, and
125 planned to ln2reage considecrably the areasg covered and the
number of immunizationg .
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APPENDIX G
DRAFT

Section I: Summary of Project 1980-84

The Integrated Rural Health/Family Planning Services
(IRH/FPS) Project was desicned to assist the Government of
Nepal (GON) in improving general health and reducing
fertility rates throtghout Nepal, hur 2specially among the
rural pcor.  The SPRILILC surpose of this project is to
improve the nmanagement of health delivery systems and to
expand the deliverv of rural health and family o anning

Services throughont Nepal,

v
i f

The GON's goal, a

tated in Nepal's Long Term Health
Plan, wa:s to combine by 1985 all rural health services into
.a system af intecrated Fanacemert, with deploynent of multi-
purpose village level health workers. This goal was
identifiad “ecause, despite the achievements of each of the
five singlz purpose vervical programs [Nepal Malaria Eradica-
tion Organizaticn (NMEQ) - Tuberculosis Control Project;
Leprosy Concrol Yroject: Expanded Program in Immunizaticn
(EPI) ; Pamlly ?lanning/Maternal and Child Health (FP/MCH) ],
the meltinlicity ~% voertical pProjects has also had dysfunc-
tional effact;,  Theiga Inelude duplication of efforts within
the same Heographic areas and tho waste cf scarce management
resources caused by the simultaneous operation of several
administritive structures or frequently similar tasks. Nepal

SaWw an intaqgrated health/family planning system as the most

v
S~
-
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cost effective way to serve the people's needs, This integrated
System was based on the premise that a multi-purpcse worker
supported by one organizational structure will be more cost
effective than a series of Uni-purpose workers attacking

single problems and supported by separace organizations, Hence,
after integration, the functions, staff uni resources of the
presently relatively autonomous vertical projeces would be
absorped by a larger emerging adminictrative Structure in a
ceries of gradual steps. This project ¢onsidered an obtainable
objective for 1985 (project completion) o be rhe integration

of ongoing health and Family planning acrivities under one
administrakive/management organization in 48 of Nepal's 75

disiricts,

In cooperation with otkar internztional donors, this project
aimed to provide technical assistance, participant training,
corinoditics, construction assistance and local cost support to

- 1

the Ministry of Health in the fellowing four Key areas:

1. Management and Planning

= Provision of technical assistance (222-person months of

long term and Ji-person months of short term assistance);

~ Local cost Suppc * to strencthen the Health Planning

Division (HPD' of the MOH;



- Participant training (15 long term and 18 short term

in the United States, plus 80 shert term in Asia,

pPlus 20 long term and 75 short term in India);

- Special field operations Studies,

Rural Health services

= Strengthened central offices and expansion of the

ICHSPP project from 13 partially inteqrated districts

to 48 fully integrated districts;

= Support for HMG renovation and construction of rural

health facilities;

= Support for Strengthening logistic management within

the Ministry of Health;

= Support for construction of three regionai warenouses;

- Support to5 improve the “cold chain" capability for an

expanded immunization program;

- Local cost Support for training and administration of

rural facilities and Village Health Workers.

Family Planning Services

= Local cost suppert to FP/MCH activities, including
Panchayat-Based Health Workers (PBHW) and Voluntary
Surgical Centraception (VSC) - both hospital and

camp tased;



- Expansion of improved family planning services to all
75 districts of Nepal through both the iutegrated and

non-integrated service programs;

- Continued commodity support through Centrally-
procured temporary contraceptives as well as some

medical equipment supporet.

q. Malaria Control

- Provision of commodities (including insecticides);

= Provision ot a technical advisor for Malathion Safety

considerations:

- Malaria surveillance and control in both integrated

and non-inteqgrated districts,

It was anticipated that the major outputs as surmarized
in Table I, would indicate improved management and expanded

delivery of rural health and family planning services.



TABLE I - Project Targets and Accomplishments

Desired Outputs

Major Output
Indicator

Major Achievements i

Integrated
planning and
management of
effective
services.

48 districts
under
integrated
management
system.

200 additicnal
integrated
health posts
established
diring proiect
period for a
total of 800
health posts.

Adequate and
timely staff
and budget
allocations to
districts.

There are currently six fully integrated
districts, and an aaditicna twenty
districts are partially intesracted, {i.e.
their service delivery systems do not vet
include all cemponents of FP/MCH,
imnunization, malaria concrel, leprosy ang
TB detection and treatment activities) .

To date, 744 health FCsts have Leen
established, of which 450 are integrated;
99 additional health Fosts have been
approved and are in -he prceccess of being
established,

Supervisory systems andg personnel have
been sanctioned and assigned to most
central, district and health post levels
in all integrated districts, although
vacancies and absentceism due to
transfers and special leave status
result in perhaps 20-45% of supervisory
posts being unmanned. District Public
Health Offices have been ¢Created and
Health Inspectors have been assigned to
all 48 districts designated for integra-
tion during the sixth five-year plan.
Budget allocations to the districts
continue to be somewhat less than
adequate and timely.




TABLE I {cont'd...?2)

Major Output

Indicator Major Achievements

-

1
! . . .
td. Flanning and d. Planning and Management Control effec-
; i management : tively remains centralized. Through a
’ ! control : series of project sponsored workshops,
1]
i

district planning for management of
sterilization camps has been strengthened
and district officer's planning,/manage-
ment skills have been expanded.

! effectively
i decentralized
to districts
due to HPD
assistance.

e. Effective

; progran.
evaluation
capability.

€. Capability to monitor and evaluate
program progress and achievements exists
within the MOH, although it varies among
divisions. 1Indicators and formats for
evaluation of the progress and effective-
ness of each MOl program were developed
in 1961. Each project ncets periodically
with the licalth Planning Division (HPD)
to review progres; against indicators and

? reports are prepared by cach precject
every four months. The internal assess-
ment cf the National Malaria program
which is conducted annually is a good

| example of the capability which exists

I within the MOH for program evaluation.

————
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TABLE I

{cont'd...3)

Desired Outputs

Major Output
Indicator

. . ]
Majcr Achievements

lfealth
Planning
Division (HPD)
functioning

effectively.

|
|
5
i

a.

Censtruction
completed on
12 new rural

i A

health

rehabilitation
. least
20 € isting
heal . h post,

Effective
monitoring of
programs and
progress of
overall
integrationn.

Planning/
management
surveys,
including Mid-
Term (Mid Plan)
Review,
designed and
implemented.

m

Construction of three regional warehouses
1s underway and scheduled for completion
in the spring of 1985. 1n addition two
health centers and 7 health pcsts are
under construction; and an additional
health center and three more health

rosts are planp~i.

John Snow Inc. {(JSI), tecnnical :
assistance contractor is currently i
providing assistance in this area. :

A Management Review of Integrated Health
Services was conducted in 1583 wilth
collaboration of HPD, the vertical
pProjects, and DHS. The review recom-
mended consolidation and strengthening of
efforts in already integrated districts
as well as deliberate and carefully
vlanned expansion. & recently carried




TABLE I

{cont'd...4)

Desired Outputs

Major Output

Indicator

Major Achievements

—— e . ..

Management
systems
functioning
etfectively.

e —— . ——— e e o«

xg_

Health Sector
Input to the
7th (five-
year) plan
preparecd,

_--_,._ wh- R

o,

Discase-
specific
surveys and
field cpera-
tional studies
performed
unde:r HPD
supervision
managaement .,

and

hdeguate fa.
supply of !
essential drugs:
available in ‘
at least 48 5
districts. '

i

out management survey of Sanitation and
Infection Control in Hospitals in Nepal
provided recommendations and proposals
for improving envircnmentel management
systems at various levels of heailth
facilities in HNepal.

HPD has provided input for health se~tor
policy guidelines for the Seventh Five-
Year Plan. In the past six months, the
HPD has a.sumed a strengthened role in
beth the unnual and the long-term
planning process,

To date, no discase-specific survevys
nor fieid operational studies have been
perfcormed under HPD supervision and
Mmanagyement .,

The MOIl has made some progress toward
ensuring adequate supplies of drugs
nation-wide, both through increases

in the drug budget and the provision of
"burfer stocks". It is still the case,
however, that drug supplies are not
adeguate and only a three to four month
supply is available each yzar. The MOH
has alsc formalized a stireamlined list of




TABLE I (cont‘'d...5)

Major Output

. Major Achievements
Indicator J =Y

; Desired Outputs
i !

essential drugs for health posts which ;
: will mean that larger quantities of 3 ,
' smaller number of effective drugs will

be available at health posts. i

b. Unified methods|L. Unificd methods of distribution, storage,
of distribu- use, reparting and re-supply of drugs are :
tion, storage, ‘ under development for the ¢ntire country.
use¢, reports f Procedures for operating five regional

medical stocres have been developed and
staff for these stores are currently
being trained.

and resupply
of drugs
effectively
performed in ;
i at least 48 |
districts, '

.C. Systems for |¢. Experiments in community purchase of

! local } drugs and first-aigd items through the

' reimbursement Community Health Leader (CHL) Program
for drugs and began in 1981. Results of this CHL
services being program, along with those of NGO-
tested. sponsored health post level user

bayment schemes, were assessed in a
Community/Local Cost Financing Workshop
held in 1984

a. The concept of community participation

4. Participation a. 50% of !
in health service delivery has been !
i
f

'
in Health districts with |
Services integrated : established through the CHL program
established. management have! within 13 (50%) integrated and partially

! ] functioning integrated districts. There are

?
!




TABLE I {cont'd...q)

P

Desired Outputs

Major Output i
Indicator !

Major Achievements

S eere e —meyeiia e .

e —— et o et

community
health
services,
including
YVillage Health
Committecs,

MOH angd b.
community level |
heaith programs |
have effective l
supply, i
reporting and ;
cupportive i
supervision/ .
retraining i
linkages ;
established. 3
~dequate C.
evaluation
mechanisn
funcuioning and
involving '
villagc inputs

and Village ;
Health
Committee.

presently 2,600 ward (village) Health
Committees (WHC) that function pPrimarily
to select and support the CHLs.

Approximately one third of these WIiCs
have been able to raise some money to
resupply the basis druys and supplies in
the CHL's kit. Few WHCs have succeeded
in mobilizing community effort to build
latrines or otherwise prcmote the health
of the community. CHLs rceceive only
sparadic training and Supcervision by
health post staff.

To date, WHC-produced assessments and
evaluations have not been forwarded for
consideration Ly decision makers at
higher levels within ICHSDF or the MOH.
However, feedback from the WHCs has
received attenticn from decision

makers through Peace Ccrigs Velunteers
(PCVs) working with the CHL program.,

01



TABLE I (cont'd...7)

Major Output

Tndicator Major Achievements

{ Desired Outputs

|

}

i 5. Training and &. 50% of Ministry a. During the projec: p2riod to date, 2,061 l
: Health Educa- . of Health non- ; Ncalth and family planning workers have i
; tion needs met. | academic para- ‘° received initial training and un :
i : medical man- : #dditicnal 2,174 have received refresher
} ! power training | lraining. ’
! ! reguirements i ;
' ; met {(approxi- ; ;
! matelv 1,600 .
: new health and :
‘ family planningi !

workers i {
! trained) . ' J
X i |
: b. Routine ib. Refresher training has become a regular
! refresher : part of the training program in all}l

training ) divisions of the MOGIi.

program for all

i field staff i
institutiona- ]
lized. '
€. Training €. Training cells of the various divisions !

process within the MOH now routinely prepare

effectively f annual training plans and schedules.

planned, !

supported and ’

implemented. ‘

11



TABLE I

—

J

{cont'd...8)

Desired Oucputs

ta3or Oulputl
Indicator

Major Achievements

Family Planning
Services
delivered
etfectively.

lealth posts
and village
heaith workers
supplied with
at least 50%
of recommended
basic health
education
materials,

75%% of
participants
{U.5. and
Third Country)
trained and
assigned.

500,000
continuing
acceptors of
temporary
contraceptive
method.

Progress has been made in supplying basic
training materials and supplies to field
workers, however, no standard “"recom-
mended" list of these materials exists.

All fifteen long-term US participal.ts to
be trained under the projcct have been
placed in US institutions and eight have
returned from training with degrees to
resume their duties within the MOH. To
date, 74 participants have received short
term training in varicus areas of

pProgram management in the US or cther
third countries, and an adidiitional 76
participants have recoived long or short
term training thrcuah the India Tralining

Progranm,

has been a considerable rise in the

tiuon of temporary contraceptive
during the project pericd. It is
ted that as of 1983, 149,898 ccuple
years of protection were being provided
by oral contracepntives, condoms, foaming
tabliets, Depo-provera (not AID funded)
and IUDs. T

A
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TABLE 1T

[ Desired Outputs

{cont'd...9)

Major Output

Indicator

Major Achievements

|

~J

liealth
services
delivered
vffectively.

éb.

230,000
voluntary
surgical
contraceptive

procedures
carried out i
in project
period,
Malaria Annual
Parasite

Incidence
of 1.C per
1,000 or less,

(API)

20% of aill
cases of
pediatric
diarrhea in
districts

covered by
Integrated or -
FP/MCH Project
services !
treated with !
Oral Rehydra- |
tion Soiution
(ORS) .

There were 164,180 voluntary surgical

contraceptive

Lhe
cf 65,000

(VSC) proced

the n
procedures was e

(65,773 touvaly,

In malaria

incidence
dropped f

ropulation) in

control, the an
(API) in ICHSDP
rom J.u (cases pe
1981 to 1.0

the more hyperendemic area

by NMEO,
Collabora

has incre
At presen

control a

Despite

the total ~PI was
tior between iCHS

ures performed

1n Nepal during the 1980-84 period. In
past yecar alone,

aticnal
Xceeded

target

nual parasite
districts
r 1,000
in 1983, In
S controlled
2.17 in 1983.
DP and NMEO

ased considercbly since 1980,
t, TCHSDP provides malaria

ctivities in 15 d

istricts.

approximately .§,600 outreach workers in

all
in ORT,

knowledge,
regarding Oral Rehy
remains minimal.

for severe diarrhe

districts
the im

estimated at less than 5%.

who have recei- .d training
pact on population
attitudes and practices
'dration Therapy (ORT)
Nation-wide use of ORT
al diseases is

i
{

active radio promotion of ORT and

€1



TABLE 1

{cont'd. .

3

- 1

G)

Desired OQutputs

Major Cutput
Indicator

Major Achievements

d.

40% of precnant
women receiving
Irecn and Folic
Acid treatment
in Integrated
or I'P/MCH
covered
districts, 20%
of waomen age
15-44 receiving
regularly
schedule
tetanus
immunizations
in Integracted
or FP/MCH
covered
districts.,

40% of the
cstimated
ACTLive Ccases
cf Tubeiculosis
and Leprosy
detected andg
under active
treatment and
fcllow-up in
integrated
districts.

Percent ges are not available for provision
of ircn and folic acid treatment to women
of reprcductive ¢Ge. The percentage of
wonien receiving regularly scheduled
tetanus inmmunizations ranges from 5% in
TCHSDF districts to close to 6% in FP/MCH
covered districts., Both are rudimentary
Fre-natal care activities and both are
provided incensistently and are poorly
reported nation-wicde.

In 1983/84 the number of active tuber-
culcsis cases treated in integrated
G1Stricts was 7,764. Duo te the joint
efrort or the Leprosy i'reject and ICHSDP
statf, 3,875 active cases of leprosy
were under treatment, Assuming an
annual incidence of smear positive for
tuberculcosis cofF 9,061 row cases, aad a
prevalence of 18,324 pPersons with active
TB in ICHSDP arcas, 42% of active cases
would have been under Treatment last

vT
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on scheduled
i In
FP/HCH
cavered
districts,
Of children
receive above
immunizations.

30%

TABLE I (cont'd...11)
el e — — I
! Lesired Outputs Majo; Output Major Achievemernts
Indlcatorh
ed. Assuming a prevalence
of lepicsy in the
5, about 11%: were under
e. In 48 e, te 15 15983/84, JLproxi-
Integrated idren urder one received
Districts, §0% PT o oseries, 52% received BCG
“tf children and less than Se of al) tifants and
receive DEP young children received measles vaccine.,
(diphtheria, In 11 of the §2 FP/MC ° covered districts
perrussus and l2ss than 1% of thes. children under one
tetanus) i feceived the complete DI series and
measles and BCG| about 14% received BCG; coverage in the
rtmmunization i remaining 4i FPAMCH districts was close

to 0%,

Assistance has been provided to both
ICHSDP and EFI in Strengthening and

éxpanling ccld chain Capability thrcugh
provision of 72 refrigerators and !
freezers and maintenance training. in
addition, vaccines and technical
assistance were provided through CDC for
a major MOl meningitis immunization
Campaign in 1984 which immunized
approximately 33¢,000 persons in the
Kathmandu Vailey.

6T
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Section II: Project Progress to Date

To date management capability has been strengthened
within various divisions of the MOH and =xpansion of health
and family planning services has occurred., Thic progress,
however, has not occurrad solely within the conteat of
integrating health service delivery as cnvisaged at the
start of the project. Progress to date has occurred as much
through the vertical projects as threugh the integration

effort.

In effect, the organizational chance from vertical
projects to a system of integrated service delivery has
proven to be a difficult and Limeé~consuming process.

Vertical Project Chiefs have been reluctant to have districts
taken from their direct authority, especially given the

threat of reduced erfectiveness of thear single-purpose
efforts under the integrated system. 1p addition, significant
management problems have developed in those districts already
integrated which are not easily rezolved. The SON has
therefore adopted a policy of inteqrating dist-icts at a
slower pace in order to Gelnomonr widesproead sepport for
integration and to allcw adequate time to oastablish workable
procedures for inteyrating districts and dealing with

management issues.
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Major project achievements in Strengthening management
systems within the MOH and in expanding health and family
Planning service delivery are summarized in Table I, against

project targots.

Project cxpenditures io date in comparison to original
PP estimates can be found in Table II, as well as projected

expenditures through the end of the project,

Al



TAb/ II Projected and Actual A, _ Project
Expenditures (S 900)

. . Actual Expenditures Project Expenditures
[ Projected in pp through 9,/30/84 10/1/84 - 3/31/88
} % of t of
Total Total;
r : T -
: Technical Assistance : 2,787 : 8.2 } 2,442 ! 17.2
' 4
: i H l
i Long term advisors . 2,405 : ] , i
Short term advisors . 382 i ' |
3 i ! 1
! ; | ! |
Training : | 1,003.5; 2.9 [ 66 4.7
) . 1 H i ]
Partizipant 11,003.5] 5 i ;
In-country : - ! | | i
Commodities ! 7,770 22.7! {4,047 28.5
! ! ! ;
Medical Supplies 1,686 | { j !
Malaria Insecticides 4,600 . i 'i i
VSC Equipment 192.8 ' ; |
Other equipment/supplies 1,291.2 ! :
Contraceptives 4,20Q 12.3, 1,768 12.5
Construction Activities 1,939 5.7' 423 3.0,
! !
‘fuppert to Rural Health Oper. . 6,819 19.9; 4,472 31.5i
, i - '
Budget Support - ! : |
Other - ]
Other Costs 9,681.5 28.3 364 2.6

Miscellanecus 300

Contingency 2,577.8

BT

. - ————

i
i
l
Inflation 6,803.7" i 1
|
l

i
. f
: . !
TOTAL ’34,206 }100.0 J14,182 ,100.0
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Section ITI: TIssues to be Addressed in Evaluation

The issues discussed below should be resolved before extending

the current project or censidering a follow-on effort.

The Process of Integration and the Structure of the MoOH

The Ministry of Heal:h suffers from a confused organization
structure. fTradicional curative services are provided
through fixed facilities by the DHS, while public healch
services lavelving community outreach are largely the
pProvinc: of the vertical projects (FP,/MCH, EPI, NMEO,

and ICHSDP). Although all those entities are under the
authoriszy of the Secretary of H:alth, all enioy a

substantial Jdegree of autonomy as well.

The MOH has been trying to integrate the services provided
by the [HS and the vertical projects since the early 1970s
when an oxperiment In two districes indicated that by
cerbining duplicativa management structures under a
unified District Fublic Health Office and increasing the
number uf fielg warkers, more and cheaper (on a cost-per-
Service hasis) services could be provided. Progress in
implementin; the integration e{fort has, Lhowever, been
extremely slow, at least in terms of the expectations

set forth in the Project Paper. A« present, only six of
Nepal's 7% Districtg have fully integrated health services,

while an additcional 20 districts are partially integrated,

N €“
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The resons for this lack of Progress are two-fold.

First, initial expectations were optimistic, Managing

the integration Process and the integrated Services
themselves has been more difficult than the MOH expected.
It has been difficult to convert the c¢ontract employees of
the vertical Projects to civil service status under the
DHS and to keep persons pnysically present at their posts
in rural areas. Supervision and support has been poor,
and multi-purpose workers have not always been able to
provide all the serviceg offered by the vertical projects.
The MOH has thi. baen hesitant to dismantle the vertical

projects,

Second, the MOH has Pursued integration by creating, in

1975, the ICHSDP project. This project has suffered fronm

less than effective leadership and from cquality with

the other vertical projects, lackiny the authority over

them that itg purpose would seem to require., It relies
pPrimarily on negotiation with powerful competitors to

effect integration and has olten been seen bureaucratically aé
a threat to the status of the other projeces (and their
chiefs) whose status 1s lessened as they are absorbed into

the regular Ministry.

Whether due to the managerial weaknoss of ICHSDP or to
the strong competition among the vertical projects, there

is no detailed plan specitying how, when, and where



integrated should and will occur. Implementation appears

to be on an adhoc basis and the product of fierce

negotiation among various factions of the MOH, but without
a clear vision of lLow the system should function once
integration is accemplished in a given district, For
example, workers in integrated health pos;s are currently
supervised by both the DHS via the District Hospital and
the ICHSDP via the District Public Health Office. 1In
addition manv trajined and experienced ‘ertical project
personai are simply let go and their services lost when

a district is integrated. Progrem disruptions and hard

feelings inevitably resulk,

Although AiD/Nepal believes that integrafion is still,
potentially, the mogt cost-effective means of providing
primar’ health care in Nepal, we question whether, under
current and anticipated Ministry-of-Health conditions, we
should contirue +a Support both integration and the vertical
projects, or whether ir would be a more efficient use of
résources to work only with vertical projects. Iy AID/Nepal
is to suppars both, we believe that the MOH needs to consider
mora carefully the frecess under which integration will be
carried out in the future and establish ¢lear procedures
through which thisg process will be implemented, The

evaluation tearm shoyld consider the following:

1. What internal Processes must the MOH adopt in order



- 22 -

to effectively carry out district-by district
integration? 1Is it realistic to GXpect that such processes
c¢an be worked out and implemented within a time frame

consistent with the IRA/FP project extension?

2. What are realistic goals for -he MOH's integration
efforts, i.e., how many districts could effectively be

integrated withjn S five vear period? a ten year period?

Project Focus

The current project supports a number of activities with
the general intent to improve Management and expand the
delivery of health and Zamily planning services. However,
specific constraints Lo the actainment of this purpose are

not noted, ror are specs:fic interventions designed to overcome

[}

such constraints, Possibly in the interest of flexibility,
Support is rather concentrated on subsidizing the routine
operating expenses of Various unics of the MCH 1in accord
with annual workplans, a fairly open-ended technical
assistance component, training and the construction of
health facilities. Commodity support, chiefly for
Contraceptivas, surgical Contracopticn equipment and

insecticides, nis also beon Imper tant .

The issue which needs to be addressed is whether this

strategy is appropriate, given the objectives set forth
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in the Project Paper, and whether it is a cost-effecti
way of expanding and improving rural public health
services in Nepal. 17he evaluation team should conside.

the following:

1. Has the current mix of Project-financed activities

had the effect envisioned in the Project Paper?

2. What would be the effect of a substantial reduction
by AID/Hepal of funds available to the MOH,
Particularly to the FP/MCH project, for general
OPerating expenses? Ig 1t reasonable to expect
that programs currently supportéd by AID can become
self-sufficient within the time-frame of an- extendec

PDroject?

3. What are workable alternatives to the present Strate
given the funds remaining in the Project and the

level of effort to date on activities funded by the

project?

The project hag provided technical assistance in the
management. of po services, logistics, training and
family plariing. as noted above, this assistance has
been fairly PpPen~ended in order to Provide assistance to
wide varioty of Moy concerns, as well as to allow

flexibility in responding to needs not envisioned in the



- 24 -

Project Paper. The TA contractor's current annual
workplan contains 10 to 12 major objectives, with
approximately 10 sub-objectives for each. Thus the
contractor (which is currently providing an annual
level of 2.5 person Years of expatriate consulting
services, soon to be reduced to 2.5 Y€ars) 1s involved
in over 100 activities encernpassing a substantial

portior of the total operat.ons of the MOH.

In any extension of tho IRH,FP project, the Mission
believes that technical assistance should continue and
be extended to coincide with the new PACD. The evaluation

team should address the following:

l. What is the appropriate level of technical assistance
and what mix of TA services would be optimal, given
Program emphasis; MOH manpower levels, strengths and

weaknesses; and the funds remaining in the Project?

2. Should technica!l assistanca be more sharply focused
On the types of specif.c constraints referred to in B
above, shilfcing from the tyne of generalized assistance
currently provided to more limited, problem-specific
assistance? 1If so, which are the critical areas which

need assiscance?

q
\\!)/3
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3.  What should be the relationship between the
technical assistance contractor and the MOH and

between the contractor and AID/Nepal?

Training
i et et et e M,

A wide variety or training activities has been supportec
under the pProject, ranging from graduate study in the
U.S. to short-term courses in third countries to
workshops and seminars in Nepal. The evaluation teanm
should look at the level and range ot training which

has beean provided té date and assess its effectivenesg
in achileving the Froject's purpose. ~pecifically, the

evaluation shoulgd consider the following.

1. How useful has the training been? Are trainees
working in positions consistent with the training
Provided? Are tangible results of their training

apparent?

2. Should the Project continue to Support a similar
training strategy? Should it concerntrate resources
on training to remedy specific deficiencies or
constraints to health services delivery (as per B
above) or, as has been the case, on training in
functional areasg? What specific selection criteria
are nezded to ensure that the best candidates for

training are selected?
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3. Should the Project maintain the current mix of
training abroad and in-countrv, or snould it
emphasize one rather than the other? what are

the cost implications of elther strategy?

4. Should the Project consider supporting the de relopment
of ‘ndigenous training institutions rather than

training for individuals>

5. What has been the impact and what should be the
future role of centrally funded training activities

in relation to the Project?

Construction Activitigs

Construction activities conducted uhder the Project have
proved to be more costly and more difficult to implement
than originally expected. High design and construction
Costs have resulted in the cancellation of plans to
reénovate 20 health posts, and none of the nine health
centers and posts which are under construction have

been completed.

The MOH has a limited Capacity to build its own
facilities, and the project has, therefore, undertaken
"turn Xey" construction, i.e. AID finances the design
of the buildings, contracts for and Supervises their
construction, and turns the key over to the MCH on

completion. Criteria for locating health facilities
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have not been'developed by the MOH and construction
activities have not always been pursued in conjuction with

manpower planning for staffing the facilities when complete

The evaluation team should consider the following:

1. How important is the construction of health facilities
for the expansion of basic rural health and family
planning services in Nepal? 1If important how can it
best be accomplished, considering the problems outlined

above?

2. If continued assistance in construction is deemed
necessary, how can it be linked with manpower developme
slanning and what site-selection criteria should be

adopted?

3. Is turn-key construction appropriate, or should AID
corcentrate on developing the MOH's own institutional
capacity to locate, design and build health facilities,
using standard designs and procedures? Should technical

assistance be provided to the MCH for this purvose?

Malaria Control

Malaria has been brought under control in most parts of Nepa
but 18-20,000 cases arc reported annually, making continued
efforts important to prevent a major resurgence of the

disease.
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Suprort under the current pcnject has consisted of the
provision of insecticide and sbraying and safety equipment,

as well as a full-time safety consultant to advise the

NMEO on the proper uses of insec+ticide. AID/Nepal believes
that '‘malaria control should rerain a priority for the MOH,

but we question the extent to which we can and should continue
commodity support aver the loent term.  The evaluation team

should consider the following.

1. What would be the implications of AID's withdrawing support
in this area? Does the GON have the financial and
logistic ability to procure insecticides on the scale
necessary and the facilities to ensure their timely and

proper agp.iication?

2. If a new assistance package were to be designed for
NMEO, how cculd AID best channel resources into
improving NMEQ's Capacity to design and manage a self-

sufficient program which would reduce reliance on spraying?

3. Review the NMEQ requests for a National Malaria Training/
Research Center and assess the design ability and funding

sources for such a center.

Supply of Contraceptives

The project has proviced, to date, $1.3 million worth of
temporary contraceptives to the MOH and the CRS project,

and an increase in this level is contemplated unde, a proiect
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extension. However, given the GON's emphasis on
voluntary sterilization, contraceptive requirements should
be carefully analyzed. Additionally, the Mission is
concerned with the guality of the MOH's supervision of
workers responsible for contraceptive distribution, and
currently has no mechanism of its own for tracking AID
contraceptives once they are turned over to the Ministry,

The evaluation should consider *he following:

1. Giver GOM emphasis on voluntary sterilization, what
emphasis shculd AID give to.provision of temporary

contraceptives?

2, Given the physical difficulties of reaching and
motivating/instructing people in the use of temporary
methods in Nepal, are these methods as cost-effective

a3 sterilization or injectables?

3. How can AID best Aassess realistic requirements for
contraceptives, and what steps can the Mission take

te insure that they are being effectively utilized?

H. MCH Services

=

Llss

'™

on experience, supported by specific studies,

indi

I
«

ates that the Panchavat-3ased Health Workers of

the FP/MCH Project (the principal community-level health
workers in MNepal) devote most of their time to family
planning (especially motivating people for sterilizations)

ard virtually igrore the basic MCH care whic! scoul?d be
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a valuable component of family planning pPrograms.

For example, despite the existence of a national
diahrreal disease control program, with a full-time
WHO advisor, ORT is not widely utilized. Nutrition
activities are particularly lacking. There is
considerable debate as to how many services of any
kind these wecrkers, who aro Generally considered to be
underpaid and responsible for geographic areas which
are tco large, can realistically we assigned. The

evaluation team should consider the following.

1. What is a realistic and desirable balance between
family planning activities and basic MCH care, and
can the PBHW program be altered to achieve this

balance?

2. Should AlD/Nepal alter its package of assistance to
the FP/MCH Project to foster this balance? How can

AID assist in the expansion of basic MCH services

in rural areas, especially in ODT and nutrition?

Immunizacions

The project has assisted the EPT program by supplying

rn

refrigerators for health posts and cold rocms fo

ry

vaccine storage at reqgional warchcuses. Commodity
support for a goiter-centraol program :in the Rapti

Zone is plarned for CY 85. The bulx of external support
for EPI has been provided Dy UNICEF and WHO, with the

latter providing a full-time advisor. The evaluation
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stiould consider whether additional support for EPI
would be useful? If So, what might that support

consist of?

Data Collection

Despite its purpose of improving management and
expanding the celivery of health services, the project
has not specifically established a mechanism within

the MOH for the routine collection of basic data to
indicate whether or not this purpose is being achieved.
Although technical.assistance and one micro-computer
(two more on order) has been provided to the Health
Planning Divicion to upgrade its data collection and
analysis capability, the HFP does not presently provide
data on the Project's impact on health-service delivery
The current computer 1is fully utilized, but Primarily
in routine matters, and there is little indication that

the HPD has improved its analytic capabilities.

The evaluation team should consider the following.

l. Is it feasible for the HDP to provide data on the
Project impact on service delivery or would it be
preferable for each vertical Project (FP/MCH, ICHSD:
EPI, NMEO) to collect this data itself, possibly

with HPD assistance?

[N

What types of assistance might AID continue to

provide to facilitate data coliection and ana.ysis?
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How could the computers provided to the FP/MCH
project,the HPD, and the CRS projects be most

effectively utilized.

o,
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Section VIII: Measuring Project Impact

Project impact will be measured at the purpose level, i.e. we
will attempt to measure the effect of the project on expanding
the delivery of primary health care services and improving
management and planning capability within the MOH. We do not
believe it fecsible to Mmeasure gcal attainment (Improvements

in health status and fertility reduction) since 1t relies on
multiple project and donor efforts and especially given the
difficulty orf 1solating the effects of the project from a
variety of 'non-health' factors ( e.q. changes in income,
education, weather, availability of food and shelter, etc.)
which influence health, In addition, assessments of health statu.
in LDCs typically involve rather complex studies conducted with
heavy input from éxpatriate consultants, which Ministries of
Health can not replicate on a regular basis. Wwhile health and
fertility status information provided by such studies would be
useful, it would perhaovs be more useful to the MOH in its
day-to-day project monitoring activities if the project
concentrated on measurements which the MOH could undertake on
its own and institutionalize as basic measures of itg own

performance in providing services,

The project cbjectives assume that the prcject puréose will not
be substantially revised following the evaluation. In addition,
specific benchmarks and targets assume that increased emphasis

will be placed on MCH, financial and data management, as already

tentatively approved by the Project Committee in earlier meetings.

s
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l. PROJECT OBJECTIVE: IMPROVED PLANNING AND MANAGEMENT

CAPABILITY ESTABLISHED WITHIN THE MOH

A. Planning/Management Capability

l. Improved rates of expenditure within each project

workplan
FP/MCH ICHSDP HPD IPD
1983 84% 334 544 -
1984 (est.) 87% 50% 88% 308
1985 901 607% 90% 50%
1986 92% 75% 95% 75%
1987 951 904 95% 90%

2. HPD 100% staffed against staffing plans and MOH
funded by 1988.

Positions filled NIOH Funding
1984 60% (25 out of 42) 8%
1985 804 259
1986 901 508%
1987 1003 75%
1988 100% 100%

3. Development and implementation of unified methods of
distribution, storage, use, reporting re-supply of
drugs for entire country, including operation of 5

Regicnal Medical Stores by 1986.

B. Data Systems Management Capability

l. Development of accurate CYP data collection/generation
capability for temporary methods within FP/MCH by

1987,

1y
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2. Development of [BHW trackinq/monitoring system
within FP/MCH by 1987 (including number, locat‘on,
sex, household visits/mo, cases of diarrhea treated

etc.).

3. Development of Immunization tracking system for

entire country by 19g8.

4. Development of MCH capability to conduct major
nation-wide surveys on health status, contraceptive

prevalence by 1988.

PROJECT O3JECTIVE: EXPANDED DELIVERY OF HEALTH AND FAMILY

PLANNING SERVICES.

A. Family Planning

1. 500,000 voluntary surgical contraceptive (VSC)

procedures performed through 1988.

1984 164,180
1985 234,180
1986 315,000
1987 405,000
1988 500,000

2. 300,000 CYP provided during 1988 by temporary method:
1983 149,898
1985 200,000
1986 230,000
1987 265,000

1988 300,000

o



3. 70% of women know at 1

~48~

contraception by 986,

1981

1982+
1983+
1984+

4. 15% of women currently using

-

-~

—

52%
55%
S58%
61%

1985+
1986

1987+
1988+

contraceptive method by 1986,

1331

19g82*
1983w
1984~

5. 11,000 retail outle

1988,

1984
1985
1986
1987
1938

6. 5 Family Planning Service

# retail Qutlets

6.84
7.54%
94
113

19657
1986

1987+
19882

10,359
10,500
10,650
10,800
11,000

Conters st

- 65%
~ 70%
= 74%
- 78%

- 13%
- 15%
- 17%
- 191

#» Pill Cycles

105,000
120,750
138,900
160,000
184,000

east one method of modern

(protected by) a modern

ts providing contraceptives by

2,042,000
2,348,000
2,700,000
3,106,000
3,570,000

affed and providing

Yyear-round delivery of rp services and follow-up by

1986.

*Figures fo, these years are extr
data. Only 1931 and 1986 figur
through Contraceptive Prevalence syry

1981 and 1986,

2S are/w

apolated from 19831 and 1986
i1l be verifiable
‘CYS carried out inp

$ Condoms
T =2uaqoms

\(\”
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Maternal and Child Health

1. 11,000 retail outlets (CRS) providing 143,420

ORS packets per year by 1988,

# of retail outlets #s of packets

1984 1,029 82,000
1985 4,000 94,300
1986 6,000 108,445
1987 8,000 124,710
1988 11,000 143,420

“. malnourished children identified and mothers

instructad.

3. pregnant women receivirg iron and folic
acid treatmeat.
. women, aged 15-44 receiving regularly

scheduled tetanusg immunizations.

5. Yearly targets for immunization (in number of

children).
1984 1985 1986 1987 1988
DPT
8CG
Measles
Typhoid (possibly) 50,000 100,000 200,000 3000

e
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C. Health and Family Planning Qutreach/Facilities

1. PBHW visits

2. health and family planning outreach workers

R —

trained and .operacing in fieold (PBHWs, BHwWs, CHLs)

by 1988, 50% female.

3. 10 Health posts constructed by 1985 and fully

staffed, supplied and cuerating by 1986.

4. 2 Health Centers constructed bv 1985 and folly

staffed, supplied and Operating by 1937,

Once project objectives and targets are confirmed, following
the November evaluation, project Progress against these
targets, as well as specified workplan and pfoject input
targets will be followed within the HFP Office by meuns of
specially prepared chronograms (seo Sample attached), MOH
"trimester" reports and contractor reports. Sources of

Data will be MOH, AID/Nepal - HFP and FM, 1981 and 1986

Contraceptive Prevalence Surveys, others as available,

\C’\.‘!'\



