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PREFACE AND OVERVIEW
 

An evaluation 
of the Integrated Rural Health 
 and 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 ot measuring the effect 
of the project on improving th , delivery of health and family 
planning services in Nepal, the purpose of the evaluation was 
three fold. First, as specified in the p ro ]ect paper, the 
evaluation measured progress against planned targets (objective 

verifiable indicators) and identified 
 operational constraints. 

Second, the evaluation assessed the feasn;:ilit; of these targets 

together with analysis and guidance on poss:>le target revision 
occasioned by changes in Royal Nepales-,-, '.,rnment po1icy dvuring
the life of the projct. Third, the eva!:2ation reviewed the 

project in the larger context of Nepal 's current health and 
family planning policies, goals and recuirenents. An examination 

of AID"s role in relation t- other don ors was Performed 

Part icularly with reference to alternatives for other donor
 
ssistance to andhealth 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, Publc 1;ealt.h Physician(Private Consultant and 10M Nepal)
 

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

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

The evaluation was carried out during November 19a4. 
 There
 
was 
excellent and extensive documentation of 
the project and many
 
specialized 
 and technical evaluations had been conducted 
 during
 
the 1life of the project; these per tinent documents 
 were
 

thoroughly reviewed 
 by members of zhe team. In addition 
interviews of the respe-ctive seniicr :.:tr' 7 Ht.?al1th off icia is
 

were conducted (se(- Appendix B). ii vsi ere ndertaken at 
selected sites around the coLintry Including, inter alia, a number 

of Health Posts, District Medical Offices, Discrict 
 Malaria
 
Contrcl Offices, the National 
 Malaria Rese--.arch and 
 Training
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Center, Voluntary Surgical. Contraceptive Centers, 
 the
 

Contraceptive Retail Sales Company headqLitrters, 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, iBikD, 
and CEDA. The US
 
Peace Coros works closely with USAID )n Nepal 
 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 

areas. In addition, numerous discussions were held so that the 
pro3ect was examine-; closelv by the team. Dr. Allen examined 
family planning particularly, Dr. ruralCcop health services, Dr.
 
Banta malaria control, Mr. 
 Handler maml men:, planning, and
 

finance issues, Dr.
while Shrestha nd . Acharia examined 

re-spectLvely nutritio n progqrams and nursir- manower. 

An evaluation .as conduc.ed durin. -he".M2 od January 26 -

March 26, 1980 by Robert Y. Grant, et a!, entitled "An Evaluation 

of AID - Financial Health and Family Plannini Projects in Nepal" 

under the Ofauspices American Publ.ic H{ealth Association on 

behalf of USAID/N, Authoriziatio-fLtr. AID/ DS/ HEA 8/1 4/80 
Assignment Number 582015.583008. Because this evaluation document 

contains the basic data relating to proect includesthe and 

vL
 

http:conduc.ed


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 co:ntinuity and a picture 
of
 
ongoing 
effort rather than disjointed and intermittent activity.
 
Furthermore, 
 it would not be 
 necessary 
 t o repeat again 
descriptive information and basic data, Ry; refering to rhe 1980
 
evaluation report and 
the 1984 'ova]':a.i,,re
r:'rrc to one
nc-rIet2 can 
hopefully grasp the progress of tnt . ef"'ort in heal h and 
family planning since 1975 with a mLrumu r. of confusion. The same 
format 
 and report outline is adopted by' the 1984 evaluation to 
facilitate comparison and continuity, wit 
 the 1930 evalu.ion. 

From reading previous reports it appears -tha the USAID 
Mission 
 in Nepal has -a tradition of cordi.alitvy and su pport for 
visiting consultants. ThIs time was no ex:ception, the excellent
 
support and 
 hlpfulness of the mision enabiled the team to 
conduct its work with ease and eff.cenc,
 

The man.' 
 Nena is both within and outside the government were 
generous with the ir time Thei dLscussed p robe ms frankly, 
presenting botn t -pos.it tive.ind ,: 1_ , scts of their 
respective enterlurises. All of this ,,ntributod ,oan objective 
evaluation and the evaluation team wishes to thank these many 

Nepalis for their assistance.
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Chapter I
 

ANNOTATED RECOMMENDATIONS
 
OF HIGHEST PRIORITY
 

1. Integrated Community Health Service Delivery Project should
 

be functionally decentralized to with
the district level, 

line authority for implementation and USAID/N sho:11d support 

the program of integration determined bv HMG. There should
 

be power to 
 reward the most productive, prod least
the 


productive, and relieve the non-producti:v,. 

2. Continue support of Panchayat B.ased 
Health Wcrker program to
 

facilitate community health education, 
enlistment of family 
planning and sterilization acceptors, and .iwareness of local 

sanitation importance - with more gradual t<ransitiorn to HMG 

maintenance support. 

3. Give top priority to control of population growth, 
with +/­

8 years 
 intensive support of Vo-luntary Surgical
 

Contraception activities 
to balance population growth with
 

Nepal 's economic capacity to absor: that growth. 

4. Institute reward/incentive systems based 
 on quantitative
 

measures 
wherever possible.
 

5. Emphasize 
 constant monitoring of progress 
 by posting on
 

visible bulletin boards 
 at all posts annual targets and
 

progress to date on multiple projects.
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6. Set local targets 
for services to be delivered and tie them
 

into a recognition/reward feedback lcop.
 

7. Must support 
continued supply of commodities for 
 malaria
 

control program, to avert tragedy.
 

8. Technical 
 Assistance 
 contract 
 consultants 
 should be
 
integrated into AID 
 staff function, 
with assignment of
 
specific tasks/objectives under 
.Healthof Family 
 Planning
 

Office of USAID section.
 

9. Utilize everv 
 health facility with refrigeration capacity
 

for delivery of immunizations.
 

10. Give priorty for 
resources 
to disease prevention and health 

promotion efforts, - placing limits on investment in the 
curative care svstens. Focus plinnin. on: 

a) control of population growth 

b) environmental disease control
 

c) improving iRmnunLzat:ion 
 level 

11. - Provide quarterly AID financial reconciliation 
 of fund
 

usage, with notification to Secr,?tary of Ifealth/iEG. 

12. Continue 
 to strengthen Health H] andPinning Division 

organizationally relocate it 
as a staff arm of 
the Secretary
 

of Health.
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13. Put a Charpi at 
every health post and school, and make home
 

sanitation a major educational agenda for Panchayat Based 
Health Worker's Village Health Worker's, Community Health 

Leader's and all other health post staff. 

14. Add home/school sanitation supplies, 
 especially soap, as 
an
 

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

EXECUTIVE SUMMARY: 
FINDINGS AND RECOMMENDATIONS
 

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 long-term health
 
plan to 
 deploy multi-purpcse villn, 
level healIth and 
 family
 
planning workers and assisted in the development of an integrated
 
management 
 system for rural 
health in 
amily planning services.
 
A.I.D. support was provided 
 through technical 
 as !sistance,
 
training, commodities, ccnstru~cion, 
 uiment, and through other
 
components 
(e.g., Contraceptive Retail 
Sales Program) potentlally
 
contributing to 
the achiev-.imen: 
of the objectives of 
the project. 
The support was direcv:ed to C ) nanag'm ment and planning, (2) 
delivery of rural neal h set:vic:es, (3) delivery of family
 
planning services, 
 and (4) malaria contro]. The team examined the 
relevant Nepalese 
Government (HMG) h.ealth and familyi planning
 
programs 
 in order to assess the impact the-f 1JSAD/,,'N project and 
to ascertain how USAID/N mngni: bettor assist HMG in improving 

their health and population programs.
 

Key findings 
 and recomendat ions of the evaluation are
 

summarized in the 
following section.
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A. 	 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. 
 357-0135 have been 

partially met and there is ,vidence of steady progress 

against very substantial conszraints when compared with the 

situation of five years a.go. 

Recommendation:
 

USAID/N should continue to provide support 
 to HMG's
 

health, 
 family planning and po.ulation activities. USAID/N 

should assiduosv coordi.nat.i, its Dr o :-im.s , projects and 

support with the activities of other donors.
 

B. 	 The Demographic Setting
 

Finding:
 

The 	 demographic crisis in Nepal has 
not abated, (see
 

Appendix E), nor is 
 it likelv to in this 
 century,
 

unfortunatel.,,, 
 tithcut crast.c interv-n-ion. The :population 

growth rate remains at 2.611 percent !nrxi ly It i'K; a crisis 

because of the ecological impact of the growing population 

upon 	resources, land 
use, 	nutritional status and 
the quality
 

of life already constrained.
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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 goa.s are I lye 1, to be frustrated. 

USAID/N must encourage HM, and all J)nor agencies to address 

the population growth problem at ev-ry opportunity. 

C. National Population and Health Policy 

Finding:
 

The National Commission on Population (NCP) has, 
 since 
1982 , been vicorous i.n examining and defining Nepal 's 

national poCu lation tar r-es.The NCP has estab Iished a 

national fertilit,, rateo,-l of
t fotal 
 2.5 by the year 2000
 

which is a population growth rate of 
1.18. In addition HMG
 

has made a commitment to provide basic health 
and family
 

planning services to all.
 

Recomrnmendation:
 

USAIDiN should continue to assist HMG in 
its efforts to
 

implement 
 Nepal 's national population and health 
 policies. 

It should encourage and coiitinue t: encourage the National
 

Conunission on PopuiLt,. It shou ld continue i:o support 

Ministry of Healt .-ffort s to st:rngthen health and family 
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planning programs, particularly those emphasizing 
 outreach 

and education. USAIDiN must urge and support HMG in efforts 

to raise the level of awareness and encourage the population 

to practice family planninq as a 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 suctort. Family planning 

must exploit every target of opnor:unity, the program in 
voluntary surgici conracept ion is sowing remarkable 

growth and beshould stronciy support-ed, while temporary 

contraception should be also,enhanced especially through 

social marketing.
 

D. The Nepal Context 

Finding:
 

The difficult topography, narrow resource base, severe
 

economic constraints, socio-pulitical environment, and
 
traditional cultural allvalues contribute to a development 

environment where obstacles are more severe than those found 

in many developin countries. 

Recommendat . n: 

Because of the obstacles to development in Nepal which 

must be overcome, USAID/N should c.x-c.cv that the cost of its 

efforts are 0,. rig to be r- ,i'.', V ~i,;h,.- tIin i.s the- case 

in other LDC's. it is ailso rOa :;urab ,: t! uxpect the program 
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outputs to be less cost effective and the impact to be 
 less
 

dramatic. 
 Therefore 
 USAID/N should anticipate the need for
 
sustained 
 contribution 
over a period of decades and not
 

expect a 
"quick fix" cheaply purchased.
 

E. Service Delivery
 

Finding:
 

Inadequate coverage by and
health 
 family planning
 

service delivery 
systems continue to be the norm 
compared
 
previous evaluations.
with Tihe qualitZ of services also 

continues to be a matter of concern and clearly requires 
improvement. 
 However, s,,- t ns ar,. expanding with 26 
districts under either full or rpartial integrated management 
systems; an additional 200 health posts were established 

during the project periad for a total of 74-1 health posts. 

Unfortunatelv , because of vacanci c.s and : sentr .eism some 20 
- 45% of the supervision posts are unrrnned . The concept of 
community participation has been 2,i::ta ted hy means of a 

community hiea . th leader program of thewithin one-half 

partially 
 or fully inrear~ied districts together withl some
 

2,600 
ward heal-h comliteels.
 

There has bran a 
 rise in the distribution of temporary 

contraceptive matrilIs an(I ofas 1983 there were 149,898 
couple years of protct in bem 1 PLovided by temporary 

contraceptive 
methods. In addition there weLe 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 pill acceptor rate and 
 the
 

voluntary 
 surgical contraceptive program shows evidence of
 

dramatic growth.
 

The status of the prevention and treatinent of pediatric 

diarrhea remains unsatisfactory as it is estimated that the 
nationwide use of oral reh;dr-i tIon t lorapy for severe
 

diarrhea 
 is less than 5 
. There is 
lit-ie evidence of an 
effort 
 to orovide privies or *educariio,,cncrning personal 

hygiene and excreta disposal. Pro- i .t i 1 care activities 

appear to be provided inconsistently and are poorly reported 

upon because there is no data ccncernino the provision of 
iron or folic acid to women of r eproducti ve vqe. The 
percentage of women receivin, tetan<y{ immunizations ranges
 
from 5% in the integrated dstrictz to 0-, in te FP,'/MCH 

districts. 
 It is estimat. 
 toat ony 42% o active
 
tuberculosis cases are undr- trIa t Im!n<. ..muni(a tion remains 

inadequate with on]v 12 to 1 of :hi. Id.,n under c:i having 
been comp Iete ly immunized against d i phther i a-p(r.ussis 

tetanus and less than 5% having been Lmmunized against 

neasles. 
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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. 
 On the other hand, in
 
the integrated districts 
 where control has 
 been more
 
effective, 
 the annual parasite incidence (API) dropped from
 

Research 
 and
 

1.6 cases/l,000 population for 1981 to 1.0 in 1983. At 
present integrated programs provide malaria control 
activities in 15 districts. The Malaria 

Training Center is 
 rgrossly inadequate for 
the task ahead in
 
meeting research and training needs of the MOH.
 

Recommendation:
 

Continuing and, 
 indeed, increased USAID/N support 
for
 
Nepal health 
 and family planning services 
 is strongly
 
recommended. 
HMG should be encouraged to increase 
 service
 
availability' for both health and 
family planning programs.
 
The quality oC service must b,:. enhanced through improved 
supervision, motivation, and 1ncervive aimed at the service 
providers. 
 Fami y planninq rnoti , tion must receive a very 
high priority to both expand and retain family planning 
acceptors. 
 More women should b,- included in t.he service 
delivery s-st:em. The s cces:; C voluntary surgical 
contraception (VSC) has been demonstrated, it must be 
strengthened and expanded, especially at static sites and in 
urban and peri-urban settinos. Client follow up must be 
stressed and improved. Iimnun i :a tijn programs must be 
vigorously pursued. Tht, 1evel of im:nunity must be improved 
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among women and 
 children and 
 there 
 must be increased
 

cooperation 
 between the expanded immunization program (EPI)
 
and other parts the
of MOH, rather than limiting 

immunization services to the "vertical" RPI program. USAID/N 
should exercise any sanctions ivailable to encourage
 

increased cooperation and the 
level of immunization. 
 There
 
must be a vigorous campaign 

aridt:o build p-rivies,/latrines 

educate the populace theirin usage. T'here must be renewed 
emphasis on sanitary excreta disposal, and the use of 

excreta in biogas generation. Personal hygoiene should be 
emphasized and 
 a national campaign of 
 soap distribution
 

added to the products distribut d throu,:n tht, Contraceptive 
Retail Sales Program. Malaria control will require continued 
support and enccuragement. USAID -N is urged to support 
completion of the National Malaria Rese-arch and Training 

Center and support training of an adequa te research staff 
for the facility. USAID/N should ercourage the NMEO to work 

closely with 
 and provide technical support to the rest of 

the MOH. 

F. Financing of Programs
 

Finding:
 

The contribution of HMG to the financial support of 

health and family planning programs continues to be 
substantial. HNG support 1,S 501n ,icruasing through the 
years from 150 million Rs.in 1978/79 318to million Rs. in 
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1982/83. Donor 
support has covered roughly 36 percent of
 

total program cost. 
 Unfortunately, 
 the demand and
 
requirement for funds has not b_.r- fully met. Difficulty in
 
assuring 
a timely re].ease of funds and 
 efficient 
 fiscal
 
management 
have contributed to making a difficult situation 
worse. If 
 the health and family lIanning program really
 
begins to expand effectively, es,:;eclally VSC,programs like 

it will surely be impossible. 
for th. financial resources of 
Nepal to themeet increased demand. 

Recommendation:
 

Highly 
 important interventions 
 are for USAID/N and 
other donors the assurance of sound financial management and
 
accounting by all parties concerned, and together with other
 
donors and HMG, USAID,N should ensure that increased support 
is available for health and fami!v planning programs from 
all sources. Currently the system is 
fragile, but improving;
 
however, 
 any cut-back at this j:nctire is very apt to lead 
to a collapse and severe reyrei.ssicn in the system with dire 
consequences to health and %family anning. Nepal must be 
urged to be rigorous ane realistic in setting long term 
priorities and joa Is and to :insure adeQuate financial 

resources are available. 
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G. 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 conZinuing problem with
 

the delivery of medicines, 
 thouch there has 
 been an
 
improvement in recent years aided by 
 a lcgistics system
 
instituted 
 by JSI. It is anticipated that regionalization,
 

together with the completion and functioning of the regional
 

medical warehouses, will 
further improve the medical supply
 

situation. 
The current distribution of will
refrigerators 

greatly enhance a functioning "cold chain", thereby making
 

an effective 
 immuni za rt ion program 
 more feasible.
 

Transportation civailabi ity remains a oroblem in effective 

performance, supervision, and logistic support. 

Recommendation:
 

USAID/N, other donors, and 
HMG must continually address
 

the problems of 
supply and iogistics as 
they are likely to 
remain ongoinq . Cbvious2 v wi thiou t cx .nrac pt ve , medicine, 

and supplies being availab!> in a tiwnuly manner the programs 
cannot function. USAI[,'N shou Id cont inue to provide 

assistance to 1IMG in implv i.nq commoli ty and logistic 

management support. 
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H. 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 
 require improvement in 
 management.
 

USAID/N 
health and family planning staff and
are committed 

hard working and effective 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 performance. The limited staff
 
precludes adequate 
[ioontoring 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 st.iff program activity under
 
the direction of its Heallth/aiaiiiy Planning Office in order
 

to assure 
 a closer woi'king relationship between HMG 
 and
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USAID 
 staff. The Health/Family Planning office of 
 USAID/N
 

must 
make every effort to work 
 with HMG on 
 improved
 

management, 
 scheduling and the attainment of 
 time-oriented
 

project 
 Largets. Thie increased activity 
 in health and
 
poDulation efforts in Nepal will 
require additional skilled
 

staff.
 

I. 
 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 planninc proqrams in Nepal. 
 USAID/N ha s
 

provided large 
scale overseas technical training for 
program
 
personnel. The 
 AID participant traininq program has 
-been
 

essential 
 in the development of staff capability 
 for the
 
health 
 and family planning service del.very programs. The
 

returnee 
 retention 
 rate has bee-n moderate but the
 
appli-cation s
of skil1 learned in mny of the overseas
 
programs has been 
frustrated by inapo-rate assignments.
 

In-country short 
term training3 reculrcs strengthening and 

steps should be taken t ,I i31sur- ,":. n 1 n soti are 
appropriately distribut1 d. There . 1 great need for 

training malaria field resea-cf-. puronnI for the National 
Malaria Research and Trainincg Center and 
 if the Health
 

Planning Division of the MOH is to fulfill its vital1 and 
essential role, 
 then additional epidemiologic, social
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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 
family planning programs of 
HMG should remain 
a high priority for USAID'N. Selection for training should 

be a reward for service an imerit, and free from nepotism.
 
Final selection 
 for trainino abroad 
should be made from 
 a
 
pool of eligible candidates bv a ane. fr m ex, a.riate donor 

agencies. Nominations shou Id be made theby candidates 

supervisor with seconding by higher MOH authority. Special 
attention should be c-iven to the needs of the Malaria 

Research and Training Center anJ tom.h Health Planning 
Divisicn of the MOH. USAID,'N should encourage and support 

HMG staff training efforts as we Il as encouraging and 
working with other dornors to assist their efforts. 

Particular note should be taken of the strength of the Peace 
Corps in providing motivated and effective manpowe- in 

enhancing program staff 
development and training efforts,
 
USAID/N should continue to work closely with Peace Corps 

Nepal in furthering this effort. 
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J. 	 Non-Government Service Delivery
 

Finding
 

The AID/W and USAID/N financed Contraceptive Retail
 

Sales 
 P-oject 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 delivery mechanism. 
 The 

Family Planning Association of Nepal (?PAN) wit:h support by
 

the 	 International Planned Pa r nthoo:lone- iton continues to 

play an important effectiveand laJ. rsh ip role In family 

planning in Nepal. The FPAN continues to cooperate 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. 
 HMG should promote innovative
 

service delivery 
and seek a variety of: inputs. USAID/N
 

should support continuation and expansion of the CPS project
 

as long as it is effective.
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K. Population Growth
 

Finding:
 

HMG appears 
 to be increasing in its 
awareness of 
 the
 
importance of population stabilization for the well being of
 
Nepal. 
 It has 
 adopted a national population policy and
 
currently it is apparent that most Nepali citizens do not
 
recognize the peril of 
the present population growth rate or
 
the serious consequences to 
their 
lives and their 
 families
 
if 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 prioritv. 

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. 
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Among the observations 
 made by the evaluation team 
 were
 

recognition of great differences between 
 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, were 
perfectly appropriate ­

but the original 
 stated intent znay not Ihave been updated in
 
current project objectives to reflect necessary and desirable
the 


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

substantially either in or
action intent which should be
 

redefined or re-assessed include:
 

1. The universal integration by 1985 for all service 
 delivery
 

units.
 

2. The nccessity 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
 

L3ank Report) would be to put heavy temhphasis on health and 

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

3. The 
 position of the government rela-.ive 
to a universe of
 

services for 
 which 
 all areas and citizens are equal
 

contrasted with a differ._ntial 
]e- of) services as a
 
function of population 
 density, proximity to service
 

centers, etc.
 

4. The role of a supervisor relative to 
 rewarding the very
 

productive worker and retrieving 
the non-productive one.
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5. The anticipated utilization of trained personnel upon their
 

return from training - particularly the higher echelons that
 
spend a year or more away for graduate level training.
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Chapter III
 

MANAGEMENT ISSUES
 

FINANCIAL MANAGEMENT 

The Yntegrated Rural Health:FamilY Planning Services project 
was authorized by the AID Administrator on August 21, 1980 

involving planned obligations of S34,200,000 in A[D funds. Of 
this amount, $18,000,000 was aut-hori zed to bo. providetd from the 

Health appropriation account and 216, !0Q,000 from the Population 

Plainning acconlnt. As of September 30, 1984 a total of $23,522,000 

had been obligated. This amount includes SlI,051,C00 from Health 
and $',0,471,000 from Flanming, sopulation includingsee, Table 1, 

central procurement of contraceptiv-s. Thus, at the point of the 
evaluation, with only 10 months remain1 until the project
 

assistance completion date (9/30>/11), univ 69% of the funds
 
autn-,lzed had been obligated. The Government Is contribution to 

the project was set at S70.i million ejQuivalen. per the 8.31.80 
qrant Agreement. As a measure o. the Governent's commitment, 

$60.8 million equivalent, or 87- oi the total, had been provided
 

as of July, 1984.
 

Obligations, earmarkings, expenditures and pipeline data for
 

funding categories are containe below:
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Table 1.
 

CUMULATIVE EXPENDITURES AS OF 9/30/84

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

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 
 195 
 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 Expenditures Pipeline
 

TOTAL FUNDS
 

Local Budget Support 8,328 
 8,188 4,472 
 3,856
 

Commodities 
 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
 
Procurement)
 

Other Costs 
 870 502 
 308 
 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
 

?ffectively utilize the full 
$34.2 million in AID funds in only 
a
 
Five--yar project period. The estimated financial obligations 

7ontained 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, 
 in
 
retrospect, 
 condensed 
 many activities
too in too short a time
 
frame. For example, the schedule called for 
Project authorization
 
in May, signing of the project agreement in June, meeting of 
initial conditions precedent in August 'i ardrival of the fully
 
staffed TA team 
in December, 
 1980. In fact, the project was only

authbrized and the agreement signed in Aucust, initial 
conditions
 
precedent to disbursement were on] T met in November (precluding 
FY 1980 expendituror2s) and the fir-t wlV.btf r of- the tam, the Chief 
of Party, did not arrive until September, 1981. The TeamTA 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 "real world". The schedule anticipated 
no major problems and expectt.]d all events to follow a well­
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coordinated, 
 tightly timed sequence. It did not. 
 The estimated
 

financial obligations contained in the Project 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 30 and FY 81.
 

Table 4.
 

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

FY 80 FY 81 FY 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 4,986 (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 submittina its 
third trimester expenditure repot: to Financ.e for the current 

fiscal year. This submission is required to account for funds 
released and expended and 
to apply for release of additional AID
 

funds 
Cor operating expenses. In additiun, ICHSDIP personnel told
 
the Evaluation 
Team that 
 they have a continuinq problem
 

accounting for Rs. 
 3,000,000 of 
prior year funds advanced to the
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project. The 
 project knows the funds 
were spent but is 
 having
 

problems preparing vouchers for 
necessary reimbursement. 
The AID
 
Mission, according 
 to its comptroller, applied 
 these
 
unaccountable funds against new rel .vncs. Thus, it is no longer a 
problem for AID, 
 However, this inability to account for released
 
funds remains an outstanding issue between the Ministry of Health
 
and the Ministry 
of Finance, Accordinq 
 to AID's Financial
 
Management office, 
 the Comptroller General 
reported that, of 
the
 
line ministries, 
 Health causes tho most probl,_,mr in regard to 

financial management. It has continuing difficulty 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 
S3.856 million. This
 
line-item accounts for 
40.9% of 
total project pipeline. However,
 
due to the Ministry of Health's inability to submit third 
trimester expenditure reports time,on one can assume that the 
pipeline figure would decrease to an extent. The pipeline, 
however, for 
this line-item appears 
to be at an excessive level.
 
The team recommends, therefore, tihat the Proje ct undertake two 
important steps. First, that a reb , Ln.i tiat _d to identifv 
those funds earmarked for budget s.uport tncat have not been 
utilized 
 in a timely manner. 
After proper consultation with tie 
Ministry of Health, 
 an appropriate timfram: should be rovided 

to allow the Ministry to .,:couint r'r ,rvi.,d funds. After this 
process is completed, the AID Health- office should initiate
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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 have been upgrading th-ir finaincial management 

capability and improvement has been accompli.<1hecd to some degree. 

However, further improvement is required a- the MOH has 

continuing difficulty in Providing requ red expenditure 

documentation and doing in timel'in so a fash on. Therefore, a 

second recortmendat ion is that the Pr.o J'ct shou Id identify 

appropriate Ministry and project pe rsonnel for financial 

management training. Considerat.ion also should be given to 

sending appropriate Health ministry personr :l to Finance to 
ensure that the Ministry understands exactvly what Finance expects 

from them. 

Serious consideration should be given to the oossibility of 

AID,,'N assigning a fultime financt2 person to work in the MOH to 
provide technical assistance and facilitate improvement in the 

timely submission of forvouchers reiLmbursement and enhanced 

accountabili ty for reteased f unds. 
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The evaluation 
 team recognized that there are 
problems of
 

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
 
of numbers 
 given for the ivindcial s.u of te project at 
predictable frequencies, 
 and then those figures should be
 
reconciled with 
an HMG response as to 
their 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 
 USAIDiN Mission had to fit 
that into a
 

projection of total AID funds for 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. But even that
if relative
 

priority had 
not been fixed in L980, it certainly would have been
 

desirable 
to clarify any changes in 
true availability of dollars
 
from the original projection as newer financial information
 

became available, and that information should have been made 
known to the Nepalis on a reb.I:ar casis in -i format that they and 

the evaluation team could undierstan. The stratus of funds in the 
pipeline is very unclear yet today, but it is clear that USAID/N 

has no intent to spend 
the full $34.2 million by September 30,
 
1983. Project expenditure rates would 
not 
justify full obligation
 

of remaining life-of-project funds by date, any case.that in 
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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 expec:ations by allowing any
 

action program to be interrupted, or slowed down, to wait 
 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 major agenda which should be addressed
 

continuously - and is well-idntit.:ied 
in the project - is the
 

maximization 
of individual commir.ment and 
 local involvement. 

Thet-e are several experiments underway in the country which 

emphasize payment for services, local ccmmitment for facilities, 

local dollars to restock medicines, etc. wteor would encourace
 

cont;.nuing pilot projects fulland implementation of operational 

plans that spur local initiativ- and involvem. nt, Fu'r:1 any,her, 

oarts of the project that would !end the 
sc+,'3 to a commercial 

opo. r tuni ty for the private sector should be nudged in that
 

direction, e.g. the entire CRS ov:ratlion. 

The new procedures for indent and 
 procurement of drugs,
 

along with 
the regional warehouses, should 
lessen the historic 

problems associated with drug su[lt i ., lower, careful 

attention should be given to 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 -.erforinance, but it seems 

equally as prudent to arrange the system so that a significant
 

portion of the total drug supply system wo<.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 out of synchronvi with the problems in Nepal, but the 
review team which- knows prac.:ticallv nothing about computers -
found that t- thenct be case. In fact, we took advantaye u.L an
 
Osborne micro- 2omputer with tWordstar softvare to complete this
 
report. 
 And there are many comparable needs in HMG. Surely one of 
the success stories of this project (as a by-product perhaps) is
 

the degree to hich procrain planning, management, and evaluation 

efforts 
 have b,en enhanced throuch micro-computer applications. 

The two areas percei.ved by the team to be most beneficial for 
intended program activities are data--Kase management and word­

processing. Although substantial strides have been made already, 
it seems prudent: to assure the co:.ririued 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 available 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
 

exceptions, there is 
no lack of expertise or active interest 
 in
 

the many disciplines. We were 
also pleasant!-. surprised to find
 

the degree which modern technology and methods are being

to 


utilized to more efficiently manage the various 
 programs. There 

has been a steady improvement in manpower and staffing patterns 

as indicated in Table 5, Health Facilities and Personnel.
 

There seemed to be some difficulty in 
terms of the duration
 

of tenure 
in key posts. :nderstandino 
that there have likely been
 
good reasons for' several 
reassignments whch mav have improved 

the management of individual programs, wishwe only to express 

our concern that HMG attempt to stalLlize those key positions to 

the extent cossible during the sevr.- :a, in order tone:<t p 

provide the continuity of purpose and m_ r L ty of experience
 

which is 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 ....... 324
 
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
 
1971 ....... 1/37,621
 
1981 ....... 1/30,185
 
1984 ....... ]/28,1021
 

Health Post/ 
 1961 ....... 1/395,833

Population 
 1971 ....... 1,/60,622
 

1981....... 
 0
 
1984 ....... 1 21,505
 

ESTIMATED % OF POPULATIOn SERVED BY A HEALTH FACILITY:

(defined as within 4 hours jalknq e)ance-­

1961 ....... 7A
 
1971 ....... 16%
 
1981 ....... 40
 

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 arid HMG to continue to
 

support further 
expansion of 
 this vita I function, through 

additional personnel, equipment, budget and technical assistance.
 

HPD is rapidly developing the capaci r,,' 
to provide the ongoing 
picture of the overall health status :±nJ -_omprehensi,ve health 

proqram data, without which th E SOH cdnnuot I,lke tLmely and 

rational decisions. Organizationaillv, Vre s:upport: moving the HPD 

from its 
 present line division position :o beinq the principle
 

staff support 
 to the SOH's office and 
fel this would greatly
 

strengthen the entire system.
 

in matching functional effectiveness 
 to organizational
 

location, 
 we would further sugjgest that 
the ICHSDP office is
 
improperly located 
 as a separate 
 central line project. The
 

integration 
 of Health Services is not rct;erlv a project which
 
can be forced the
on several vI.­ ia] n raims through the
 

efforts 
 of a separate administrative team. Such a concept is
 
doomed to failure and 
 should be dismantled at the earliest
 

possible date.
 

integration of services must be the agreed intent of every 

procram chiief and his staff, with the active participation of the 
field personnel in integratring their services at the point of 

delivery - in the districts and Panchayats. 
 Effective functional
 

integration 
 of service-s will Luyquiire tht-, d',vlopment of the
 

necessary infrastructures 
 and the ]oca 1 negotiation of
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cooperative agreements in each district 
vhich are tailored to the
 

unique 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 is, izmperative that the initiative and 
authority for integrating the pror -, f2unctions be delegated by 
the Secretary of Health ro the rDeetrict 1e'e, probably to the 
District Health Inspectors, for in lon~c,-tation. These individuals 
carefully chosen for leader!shit:, abiliTtie:., s;hould be given the 
line supervision authority over th fiel personnel of each 
program scheduled for integration in :h,:ir dist,:rict so that they 
can negotiate an ef fective oord_i-1a-_ i(n o f resources, work 
schedules, task assignments and the many o!-hor logistical 
considerations to bring about rho desired resultIs. 

Additional iv, 
 iL seems appro pr ia thete to mention 
commu nicat ion dif ficulties be,,Iwe.en ,N and HMG theover past 
several years, which have result.-ed I'roan th- personnel policies of 
the U.S. Government, putting cuilinqs or. the number of direct­
wire staff who 
can be employed. 
 These rtestraints on direct-hire 

for professional advisors has necessitat:td the use of contract 
consultant groups to fill the advisor',v r3equirements. 

This is not 
 intended as an 
indi.ctment 
 of the presently 
contracted consultants, who display real competence - but rather 

a criticism of a policy which results in an additional layer of 
structure between HMG and SAID, staff dire-t 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 crcss-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
 

ZMG's overall health strategies.
 

We suggest the development of 
a small informal consortium of
 

representatives of 
 the major donor agencies to meet, at least
 

monthly, 
with the SOH and the Chief of HPD in an on-going effort
 

to more effectively coordinate the 
use of resources with the
 

established GON strategy for 
health are :rogras. 

Lastly, the evaluation team observed a very wide disparity 

of supervisory relationships throughout virtually all the field 

operations on its site visits. Acknowledging 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 performance Qo;, s, 
or if they did, felt that no one
 

would hold them accountable if 
the goals were not met. There were
 
no 
 apparent sanctions or 
penalties if 
a worker failed to show up
 
for work. 
And there were no anticipated rewards for workers 
who
 
exceeded objectives 
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 policy of 
 superior 
 - subordinate 
relationships
 

which involve:
 

(a) 	Well-defined job expectations for each individual, 
 in terms
 

of time and attendance, objectives with time deadlines,
 
reporting requirements, and performance standards. 

(b) A system of r wardsi'sancti.ons 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 nonitur the performance, 
 -
providing encouragement, guidance or a'isi-s ance in improving 

per formance. 

We believe 
 this type of direct and 
 simple supervisory
 

discipline 
would provide important benefits to 
the entire system
 

in terms of morale and improved job performance.
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Chapter IV
 

TRAINING
 

In the development process training assumes a major function
 
as the instrument 
for organizational 
 change and 
 institution
 
building. 
Furthermore 
 it .-s 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 manpower training must continue 
to receive a high 
 priorty
 
if 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 all 
training arrangements through AID
 
and 
 RTSA were mobilized, including long 
teri academic 
training
 
abroad, short term training abroad, and c'n- idec'bl ephasib on
l 
short term in 
 country training. 
 These endeavors 
have been
 

reasonably successful.
 

During the period of 
the project, 
the objective was 
that 80%
 
of the 
 MOH non-academic 
 and paramedical 
 manpower training

requirements 
were to be met. This mant t.hAt a target of 
approximately 
 1,600 new health and C:imil, planners workers were 
to be trained. 
 Happily the target appears to have been 
 exceeded
 
as 
 2061 health and family planning workers have received initial
 
training and an additional 2174 
have received refresher training.
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Refresher training has become a regular part of the training
 
program in 
 all divisions of the MOH. 
 Tihe 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 incountrv short
 
term training, 
 was 
to upgrade the knowledge and skills of staffs
 
and field workers engaged in health and 
famil' planning programs,
 
thereby reaching 
 project objectives in efficient and reliable
 
ways. These 
 training sessions 
 concentrated on 
 the following
 

subjects:
 

1. Management and training

Including: financial mana
'gement, administrative 

management, recordkeeping, and reporting
 

2. Logistics management
 

3. Clinical Training
 

4. Training for trainers
 

The goals of management training were 
highly relevant to
 
strengthening management throughout the MOH. The training sought
 
to upgrade skills and 
 knowledge -F the sraff involved in
 
administrative 
 managernent, '- h,.-inc 1.ud Thu1 uni form accounting 
policies of HMG and enhancement ci :inar-'Ic . mnaqlgement skills. 
In addition, the training was designed to improve the recording 
and reporting system of the FP,"M!Cf service delivery system 
thereby enhancing the quality ,f data u.:;id for planninq and 
evaluation of activities. Th. mt u ji Objct ie' of Uogis tics 
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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 
purpose of clinical traininj was 
to train a cadre of
 
nurses within FP,'MCH and the Depar tment of Health Services 
structure to provide family planninc.g servlces to women at as many 
district 
 center clinics as possible. FLnally, 
 and perhaps most
 
important, 
 was training 
 of trainers. 
 The objective 
 of this
 
eadeavour 
was to develop hiCg'h Cu alitv trainers who in turn are 
able <o effectvelv train and Prepare -ualified health and family 
planning workers 
 for increased 
 del ivery of family planning
 

services to 
the people.
 

An evaluatiLon of the RTSA traininc was undertaken at the
 
Institute of Medicine, reported in September i984. The evaluation 
found 
 that gene-a lv training had 
 .e 2-very useful in enhancing 
the day to day i>erformanco o trainers and that in only a few 
cases 
 it found that traininq was was 

not appropriate to the job
 
being performd4 b; the f or mer 
 trainers. It was generally 
agreed! that 
 the training period should 
 be lengthened for
 

short 
 term sessLons.
 

As of November 1984, 
 thirtv-t:hr participants 
 have
 
completed training in 
the USA. Of these 15 
were sent for academic
 
degree training and have15 completed, while 18 forwere sent 
short term non-degree academic training and 16 have completed. 
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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 successfully carried out
 
with the assistance of two 
training modaiities:one, 
 the Regional
 

Training 
Service Agency/Asia 
ar the [University 
 of Hawaii, and
 
two, JSI/Nepal. Under an 
ATD W contract sup)port for a Regional
 
Training Service Agency for Asia at the School of Public Health, 

University of Hawaii assisted with the short term training 
program with the development of tra.ini.n materials, curriculum 

consultation, 
etc. This agency toget with1er the Tribhuvan 
University Institute of Medicint- conducted thie follow-up study 
noted above theof Ln-country shor: term training program which 
demonstrated that training was helpful to MOH personnel and that
 

most of the personnel were function. nq wit!j 
 mproved capacity on
 
the job. The study also 
found that future 7-,alininy needs of the
 

program will immense
be and that there is an especially pressing 
need for more training of field [evel personnel N4eeds for future 
training in the following wereareas d.rmti; ied. (].} financial 
manag:ement at the district and centrtl 
 level, (2) administrative 
managemen for Adm in is rati, Ass:st n s , (3) 1o( isti cs and 

~P Y manaq(em,:ht
s p,, m er .district 1.( h,-al th :ost (41)pr om .. , 4 
training for trainers. If services in primary health care and 
family planning are to he enhanced and extended, the training of 
traditional birth attendants (TBAs could b,. 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 prograin.
 

In 
 order to improve training management, support 
 for the
 
training of trainers and managers is 
required.
 

In country training is vital to procress for all programs of
 
the MOH, certainly health services delivery and family planning.
 

It 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 sufficient 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 adviser. T-4is 
responsibility was 
filled
 
by an adviser 
in Nepal from November 1981 
through November 1984.
 
A ma3or portion of 
 the Adviser's 
 time was consumed 
 with
 
facilitating and shepherding parti:irant training, both short and 
long term. As noted abcve, :-ii xt -ienshort- term participants 
cornpletecd programs in the 'SA. Of these, four programs were 
structurel through other U.S. training institutions, and the 

remainder were iidividual ly developed byl the adviser. 
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Regional Training Centers
 

Given 
 the Ministry of Health's goal 
of support to rural
 

health activities, 
 .
and i-HMC policy for decentralization,
 

considerable 
effort 
 has been spent in attempting to strengthen
 

the MOH's training capability at the regional 
level. As indicated
 

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

Provision 
of technical assistance in for
'site selection 


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 
a British volunteer 
 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,15 for training until 
the new Center is completed.
 

Assistance relocation of the FP/MCH
in Regional Training
 

Center in Dharan.
 

Assistance to the Pathalaiya Regional Training Center, which
 

does not 
have adequate kitchen, water 
facilities or 
privies,
 
initiate renovations.
to To date, no contractor has 
 been
 

willing to undertake this work.
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Discussions 
 with staff of FP/MCH, ICHSDP, 
 and .HPD in an
 

effort 
to establish a 
single, 
 joint training facility in
 
Pathalaiya, under the management of 
a neutral 
administrator.
 

Although 
both Projects' training 
facilities share 
a single
 
site in Pathalaiya, they are 
ind pendently managed, and
 
coordination of tiaining programs and activities is minimal.
 
To date these discussions have not 
been productive, 
 and the
 
training 
programs in Pathalaiva 
 remain independent. 
 This
 

obviously should be corrected.
 

Health Education
 

Though not 
 under 
 the IRH/FPS Project, 
 major efforts to
 
strengthen 
 the 
 health education activities of the 
 Ministry of
 
Health have included the following:
 

Through collaborative 
 efforts 
 with UNICEF, development,
 
organization, and imIlementatLon of the first National 
Conference for Health Educators, held 
in July, 1983. 
Holding of joint me.zir,. with traininq cell chiefs and 
staff of the Health Lc'jcatijn Division to facilitate the 
vari.ous training cells.
 
Establish,,ent of 
 a " : .~aurc, Room" for training materials in 
the Health Education LDiviiion 
to house 
training materials
 
for use by all units of 
the Ministry. 
 The Health Education
 

Division can 
p.ovide both 
,.neutral site for such 
 materials
 
and a 
 reasonable accountabilit. system for their 
 use and
 

retrieval.
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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 responsibility. Training
 
should be on
based the infrastructure available 
 at the field 

level. In light of this, future training needs of the MOH are
 

identified as:
 

(1) Training lowest
of level 
field work%.-s with communitY based 

approach in family planniny, maternal and child health. 

(2) Training of financial managers at the central level , not 

only in procedures and bookk.e:ping, but enabling thmn 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. 
experts, 
 or a selected 
 number of personnel may be sent
 

abroad where such specialized trainlriq 
is available.
 

(3) 
As RSSA/A has already sup[',ort .d-this trainping to FP/MCH 

staff at the central and district levcl, priority should now 
be given to a f o the MOMII nor re viousrv ,a<s1sed, such as 

ICHSDP, when future financial and ad~m:,istr . tring is 

given.
 

(4) Training for trainers should be desigjnedre specifically by the 

training officer ; of variousthie divi:;ions of the MUM. There 
is sufficient room for improvement, 
 as the trainers
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themselve- expressed 
 their interest, 
 in this type of
 

training. This training should be designed in such 
 a way
 
that gives ample time 
to develop curricula appropriate 
 to
 
the context of Nepal. 
 Duration of training should 
be at
 
least 2 weeks, and organized 
in a very selective manner. It
 
is 
 further suggested that trainers should be 
 invited from
 

abroad who 
are well known in the subjerr.
 

(5) 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 
research skills relevant to tropical
 

medicine 
 and epidemiology 
 in order to provide sustained
 
essential 
national direction for 
the Malaria Control effort.
 

The training of 
eight physicians as 
MOH epidemiologists 
 to
 
provide a central 
staff of 
three epidemoioligists 
 and one
 
epidemiologist 
 [or each of the five 
zones to provide a
 
national 
 response capability for epidemiologic surveillance 

and control of epidemic disease outbreaks, such 
as the 
recent serious epidemic of meningitis. Such a cadre could
 
address 
 such serious epidei ological issues as the national 
problem of goiter, hypothyroidism and cretinism. 

If funds are not: 
immediately available 
 for all training
 
needs, higher 
priority should 
 be given to training the
 

scientific staff for the Malaria Center.
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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 cnntinuing 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 i:s c2onducted. 
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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 Kaski Districts, aimed at
 

integrating 
 various s-ec--a] interest 
(vertical) activities 
 such
 

as tuberculosis control, lepros', control, mala.ri control, family 
planning, and iinmunizations with a revised and expanded system of 

curative health services. The experi ,imentt was intended (1) to 
expand the number of trained 
hea: wo r serving at the
 

periphery of the system, 
 In District Health Offices and Village 
Health Posts, 
 and (2) to improve efficiency of service 
 delivery
 
by eliminating duplication of 
administrative support for each of
 

the separate vertical projects.
 

An evaluation of 
this experilmen in 1974 indicated gains in 

volume -f services provided and cost-effectiveness, prompting His 
Majesty s Government (HMG) to ado[t a long-term goal of 

integrating health services .<hro,.jhout The country. In 1.980, HMG 
and AiD,Nepal enr>-red into coint s-urCr of the Inteqrated Rural 
Health/Family P1 annng Services (I. ,PS) proj-ct as part of the 
effort to further these goals, which had become the formal policy 

of HMG.
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The planned new integrated health delivery system called for
 

major revisions:
 

HEALTH POSTS, serving an average 20,000 population and frequently
 

understaffed, 
were to be strengthened in Government salaries and
 

support, with staffing as 
follows;
 

1 - 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 years training
 
6-8 Village Health Workers 
 (VHWj, the number varying according 

to the population and terrain served.
 
XXX V/olunteer Community Health Leaders 
(CHL) - locally. selected 

tor each village. 

The health posts and field health workers fall under the 

management of their District Health Office (DHO), and refer 
patients with significant health problems 
 to their district
 

hospital.
 

DISTRICT HOSPITALS retain their 
 same function as inpatient
 

service providers and referral 
centers for curative care in 
 the
 
District, 
 and are staffed with 
a. least one physician. They no
 

longer have supervisory responsi bilIti.:- s r Thbe Iel 1.t1osts. 

DISTRICT HEALTH OFFICES were beto established in each integrated 

district, responsible for the overall management of health posts,
 
integration 
 of health services and are staffed by Health
a 

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 
tile central integration office. The
 
DHO is intended 
 to provide 
 the vehicle for effective 
decentralization of the management of health services.
 

REGIONAL DIRECTORATES are 
 plart of the long-term plans of the 
Ministry of Health (MOH), but. have yetnot been initiated and 
will, therefore, not 
be considered in this evaluation.
 

In addition to the revised personnel structure and management 
relationships, the IPfL,'FPS project calls for substantial contract 
technical 
 assistance and traiinJ to imprt-ove financial and
 
administrative management skills, improvemernt of the supply of
 
drugs 
 and essential commodities, and far the construction and
 
renovation of health facilities and suply warehouses.
 

Overall, 
 the objectives of 
the IRH,'FPS pcoject have 
 proven
 
to be somewhat ambitious ano 
elusive, necessitatinc] several mid­
project revisions in order 
to maintain 
some realistic 
 prospects
 

of being attainable.
 

II. 
REVIEW OF HEALTH STAT'JS/RURAL HEALTH CARE IN NEPAL
 

Any consideration of the health statUs 
of a population 
 and
 
the health 
 care system which attempts to improve the public 
welfare must, 
 necessarily,, examine a variety of issues which are 
not generally constde red to beh.? alth-r-el-ted For instance, it 
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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, well 
as to
as 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 hia.-
 concentrations of smoke 
 in
 
the home may be 
a me re significant component of health care 
 (by
 
reducing pulmonary and 
 eye disease) than 
 is the access 
 to
 
treatment 
 for those infections through a 
village clinic 
 and
 

practitioner.
 

In view of 
these principles, 
 our consideration of 
 health
 
care services in Nepal will deal with 
a number of related issues
 
regarding environment, 
 population, 
 education and social 
customs
 
inasmuch a:; they have a very s!bstantial effect on the health of 

the people.
 

Our task is 
to evaluate the present health care and
system 

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, mortalitv,, demographics, 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 itself 
 to the conceptual conclusions which derive 
 from
 

that review. In 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 PlanningqiCH1, immunization and 

focal disease control programs (tuberculosis, leprosy, malaria,
 

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 there is no regulatory conT:rol of the healing arts 
practitioners in Nepal, most vi I lages 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. also numerou: other traditional 
birth attendants and traditional hee [ers who attend to the acute 

care needs of th. rural population. While the licensed Government 
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practitioners 
often regard 
these informal diagnosticians and
 

practitioners with disdain, they are nonetheless 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 people.
 

In contrast, the preventive services and nealth 
 promotion
 
efforts evident in the rural 
areas 
are virtually all dependent on
 
the presence 
of GON programs which teach 
 self-reliance 
skills
 
(oral rehydrationinutrition), 
 do case-finding 
 (leprosy/
 
tuberculosis), 
 promote public 
 awareness 
 (immunizations/family 

planning) and improve the environment (mosquito control) as well 
as initiating efforts 
 to improve personal living 
 conditions
 
through clean water supplies, 
 better cook stoves, cheaper biogas
 

units, human waste disoosal, etc. 

The people of rural Nepal, 
 like those in all other nations,
 
still associate 
 their health 
care needs with 
 acute curative
 
services and express their health car- priorities in terms of
 
more 
 doctors and better clinical facilitios. 
 While there is both 
necessity 
 and merit in providing a network of 
access pcints 
 to
 
deal with basic emergency services, t:]- intn cmcnatIon of a truly 
competent curative health care ssten ia _-rExtITern1lV costly 

undertaking which results in min !iea 1L ,;tatisti[ benefit to the 
people it serves. It is throuqh the d t L,on and health 
promotio programs that Neoral has achieved its p in ci.le. ains 

and will continue to do so. 
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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 skills and N CO 
resources are readily
 

available 
 to develop 
 this capacity. The obligation of any
 
Government to its people is i:u the area of Public Health, the 
provision of servi.ces which rmost demonstraibly 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:
 

1. Control of excessiv,--!y ra[id population growth. 

2. Environmental control of disease. 

3. Achieving significant iminunizatlon 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 - forNepal" 1984/85 to 1986/87.
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CONTROL OF EXCESSIVELY RAPID POPULATION GROWTH OR MAKING THE RATE
 

OF POPULATION GROWTH LESS THAN THE RATE OP 
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 reportedly has a r r .opulat-ion density per
hectare nf arable land than its overcrow(dd neighbors in India
 
and Pakistan. Even if outside resOurces and the political 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 is difficult to imagine t1hat the Kingdom of Nepal can
 
maintain 
 any semblance 
 of self-suffici.ency 
 under 
 those
 
circumstances.
 

In a recent survey of 
two di.stricts, 
 less than one third of
 
the families 
 could grow enough food on 
their own 
land to 
 feed
 
themselves 
 for a year, forcing them to 
seek employment outside
 
the village 
 in order to purchase additional food. With an 
expanding population, this dependency on imported foodstuffs will 
only become greater. Other develcpmental activities put a similar 
burden on the national economy..
 

The increasing pressures 
 of a growing population on wood for 
fuel has resulted in destructive def-restaticil ind the erosion of 
fragile top soil assets throughout th<e Kingdom. Two districts are 
already showing indications of Vgctato loss which will leave 

55
 



them as partial deserts, 
 like much of the Himalayan 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 history of numerous
 

other 
Third World countries provides 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 program 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 nianning should be an 
 aggressive
 

population control program which should include: 

(a) Widespread promotion of family planning education and 
distribution 
 of materials for tempora ry contraception, 

encouraging 
 3-year spacing of children and limited 
 family
 

size.
 

(b) Increasing 
 the number of acceptors of voluntary 

sterilization after the 
 birth 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 merit of 
immediately 
 implementing
 
national population policies which would utilize rewards and
 
sanctions for influencing family size, 
as per POPCOM's 1983
 
"National Population Strategy". 

Due to the critical 
nature of controlling p'opulation 
 growth, 
we
 
believe 
 that GON 
may not have the luxury of time which would
 
permit the development of a balanced population control program.
 
It may be necessary to go 
"all out" with 
 the VSC operations
 
during 
 the next 8 to 10 years. Then, gradually convert to a 
balanced 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 iptipressive in the im-rovement of management 
and the integration of services. The major obstacles 
to effective
 
integration of services are probably multnle, ranging from lack
 
of infrastructure to attitudinal resistence and concerns about 
"Loss of Turf" by vertical programs. Perhars the greatest barrier 
to 
 effective integration of services 
lies in the fact that the 
responsibility 
 for implementation w.s cliven to a "Project: Group"
with 	no authority or control beyoDI ic thei. r I.,, rsu asi.ve powers. The 
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integration effort was seen 
by the vertical 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 entirre health care 
system was to
 
work, and not 
just an added project. Wthout full 
commitment and
 

involvement by all 
programs toward accomplishing that end, 
 which
 
obviously was not present, the ICHSDP 
staff never 
had a chance.
 

There is 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 
if the preparatory
 

negotiating the best use of 
 field
 

discussions and implementation took place much closer to the 
point of service delivery. Those who will ultimately be 
coordinating work schedules, 

workers, 
 sharing positions or resources, and problem-solving on
 

local issues will not 
have a coanutinent 
to making ihtegration 
a
 
reality unless they have been invove.? in the preparations and
 

have adopted the idea as 
their own.
 

ICHSDP s 
central staffing and idtntification as a project 

should be abandoned. The Secretary of Health (SOH) should bear
 
the primary 
 responsizility for imn.oL.mentation of 
 the proposed
 

integration of heal.th 
services, 
 and delegate that responsibility
 
(along with the authority to make decisions and act on them) 
to
 

the district level, 
 - probably the Dist:-ict 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. 
We believe strongly that the 
integration 
 effort
 
must be 
 inzLiediately decentralized to the 
 district level, put
 
under the guidance of 
a skilled organizer/manager 
who has a
 
commitment 
 to preventive services, and chat the 
district
 
organizer must be given the line supervislor. authority for the 
workers in the various "Vertical" progra-ms in that district in 
order to effectively coordinate their work.
 

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) Tuberculosis control. 

(e) Leprosy control.
 

(f) CHL/Comnunity self-help participation.
 

Closely related, but not necessarily int-eirated, might be
 

(g) Environmenta l -nitat:ion v,,-,( -or-o rn,. diseasecontrol.
 

(h) Epidemiologic surveillance system. 

Where local circumstances dictate, 
 the District Health 
Officer
 
should have the option of altering.: the make up of the integrated
 

services (adding or deletin g) with the icpprova I theof SOH. 
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The evaluation 
team is cognizant of 
 the pressures for
 
expansion of 
the curative care facilities and services, 
both at
 
the 
 Panchayat (health post) level 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 "turnkey"
 
construction 
 proj ects in 
 wh ich the I
1oca community ha s no
 
planning 
role or investment of their labor and 
 resources 
 is
 
recommended. 
PsychologicaI owznership iL an important aspect of
 
successful utilization anY ,2rvice program.in 

There is 
 also freouent 
 reference 
 to inadequate 
 drug
 
supplies. 
 Despite the obvio-.s truth of these comments, the GON
 
should limit 
 its investment in the distribution of curative 
medicines to basic essential items only, 
 and actively pursue the 
charging of nominal 
fees Cot- curativ., services and medicines with 
the objective 
 of making drug supply a self-supporting 
 program.
 
However, this should not preclude front-end capital investment by
 
AID/N in the "Revolvincg Surply S,.'s-tem 
fOr Regional Medical 

Stores", should that ried be apra.:ent. Capital investment 
 in
 
drugs should be specifically tied 
to changes which will 
create 
a
 
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. This 
 should not 
 be
 

tolerated.
 

We encountered 
evidence 
of many focal operations and
 
individuals 
 which warrant special coImmendation. There are too
 
many to list, 
 but a few should be mentioned, including the
 
investigation and prompt ccntrol of 
the meningitis outbreak, 
 the
 
pursuit of the iodine-deficiency, problem and rr:'cognition of its 
sign.ificance, 
 an 
 extremely con'cLrnId nd 'I -v!rsed District 
Health Inspector in the Te.ai, a Jiscip Inod and d.dicated Health 
Assistant in the Dang district, some ski 1ed and enerqetic people
 
in key MO, positiPo ns, and a display of irngeuit, in the local 
design of an inexpensive biogas unit in t: he Rapti Zone IRD 

program. 

These examples convince us that the people of Nepal have the 
skill and capacity, to overcome the problems they face, given the 
resource support and t.ne political wili to do the job. 

An impressive aspect of Nepal s activity in health care is
 
t )at it consists of so many:ra c ,:::ed ".ndvIvIual components, 
projects and special elements. A muL titude of donor groups are 
participating 
 in hundreds isolated specialof interest
 
activities, making the complete picture an incredibly complicated 
jigsaw,' puzzle. In some respects, it is ama::ino 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, evaluated, 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 adequatel
 

comprehend the status of 
current activities in the short time wE
 
had to 
 review this material. All of which brings us to some 

rather sweeping general conclusions. 

(1) Many of the 
 necessary components of an 
 effective health
 

program already exist in 
a variety of forms, but there 
 is 

relatively little in the way of organizational "bridges"
 

which link them together into a coherent whole. 

(2) It is probably time to reduce the emphasis on studies, 

evaluations and analyses - and gt on with the task of 

selecting a Few major affordable ob-ectives, and getting the 

job done. 

(3) We believe these major thrusts should be evident i.-. rural 

health services delivery by focusing upon the priorities 

noted on page 53 and implementing zhe following
 

recornmenda-iens :
 

(a) Integration of health and population services should 

continue through a de.'entrali: :],_authority, at a pace
 

to be determined by iV-IG (SO!! and Planning Offices). 
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(b) 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.
 

(C) The GON/USAID should limit its 
resource investmant in
 

support of curative care services 
 (new construction/
 

drue supply/training 
 for curative services), but
 

continue to control population growth.
 

(d) HMG should 
make every effort to establish clear
 

supervisor-subordinate 
relationships with well-defined
 

performance 
 expectations and a reward/sanction system
 

based on job performance.
 

(e) The immunization program should receive higher 
 priorty
 

for additional resources 
and more lofty objectives.
 

(f) 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.
 

(g) HMG should 
 request USAID assistance to establish a
 

regional 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 improvement in the health status
 
of large populations. 
 The proper us .of 
this capability through
 
an intensive and well-designed program resulted 
 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 diseases we
if direct our
 
energies toward achieving high levels of 
immunization among 
 our
 
populations. 
 As we 
 increase immnuniz-arion 
levels, we not 
 only
 
provide individual protection aciainst the disease, 
 but also
 
reduce the exposure to infection for those arewho not immunized, 
so that the benefIits of efffottsour are compounded as the
 

immunization levels are 
increased.
 

The expanded program 
 of immunization (EPI) has developed the 
required networ.% of 
field workers, refrigeration capacity and 
trained supervisors in most cf Nepal for implementat.ion of an 
improved program. Howeer, se-ieral cosraits nave limited the 
current effecti_.veness of the program despite thie sincere and 

conscientious efforts of the lfPI field staff: 

(a) The distribution s'stem has not availed itself of every
 

possible servLice deliver,: 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 
integraticon 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 logistics 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. 
 The staff "thought" it broke down 
during the previous night and had transferred the vaccines to the
 
cold unit. There 
was no means of determining just when the
 
refrigerator had stopped functioning, 
 but even the freezer unit
 
was no longer cool to the touch. When pressed for some 
documentation 
 which would verify the viability of the vaccines,
 
they admitted that no oiological testing of vaccine samplos 
 was
 

ever done 
 from that distribution point, 
 much less from the
 
peripheral EPI centers in the Panchav,,ats where they were 

administered.
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None of the 
 health posts we visited in the Rapti Zone
 

(unintegrated districts) the
had capacity to provide any
 
immunizations, though almost all of them expressed a desire to do
 

so. 
Even the District Hospital had made offers to the EPI program
 

to become an immunization access point, without results.
 

Most mothers we to in
talked 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 sicgnificant problem of opportunity 
 and
 

access, which is compounded by the r-eneral 
lack of understanding
 

by mothers, of 
the importance of immunization. There is 
 enough
 

belief in the "curative" power of from
the needle which derives 

antibiotic injections, 
 that this opportunity for effective
 

prevention of communicable diseases should be a high priority for
 

implementation.
 

The objectives for 
 this effort should include tetanus
 

immunization of all 
expectant mothers, 
 and the full immunization
 
of 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 field 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 
 is the group of infectious diseases 
which
 
produce diarrhea, dehydration, 
and death. 
 The vast majority of
 
these illnesses 
 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 soil, 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. 
 It 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 control 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 techniques, 
 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 contraceptives 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 community standard through
 
its use and maintenance, 
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, 
- particularly malaria and encephalltis.
 

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 interrup tion of vector-borne 

disease transmission. 

We believe 
 that this relationship 
 argues for an
 
administrative 
 affiliation 
 of the malaria program with
 
environmental sanitation/engineering, rather than with the health
 
services delivery system. 
 In 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 (see General Discussion of 
Findings).
 

Potentially, the environmental control of disease holds the
 
greatest promise for short-term, inexpensive, large-scale benefit
 
to 
the health of the NeDalese in all 
parts of the country.
 

As an adjunct to the control of 
vector--borne 
 diseases, the
 
Evaluation 
Team also feels it would be highly desireable for HMG
 
to pursue the development 
of an epidemiologic 
 Intelligence
 

Service (EIS) officers, public health 
 doctors 
with special
 
training in 
 epidemiology. 
 These medical officers would 
 be
 
responsible for monitoring infectious disease outbreaks in 
 their
 
respective regions, 
 :nobilizinc the nvestiTion and reponse to 
such outbreaks, and for conducting more routine epidemiologic 
studies of health problems such 
as the incidence and 
 demography
 

of iodine-deficiency 
problems ('oiter/Cretinism) and 
 the most
 

desirable response to 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 CDC
 
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. 
 With 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 in 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 Nursing 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
 

ANM 
 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 
 long 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 Nursing and Midwifery services 
,o the Community.
 

The basic requirement for admissien is 
the 8th class pass.
 

The courses for mid-level nursing manpower 
 staff aurses 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 skils 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
 

Sanctioned and filled posts 
for each region; as of end of
 

May 1984, Division of Nursing, 
Ministry of Health, 
are shown in
 

Table 8.
 

72
 



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 
Western SP 39 332 90.6% 

FP 38 298 
Mid Western SP 17 245 55.7% 

FP 15 131 
Far Western SP 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 ANN's for 
a total of 103.
 

Deputation 
 internal and external 
(In 13 districts as 
 p-r Annex
 
11.1 Nursing Seminar Report: 
June 11.14.1984)
 

A. From health post to hospitals 51%.
 
B. From hospitals 
to another district 20%.
 

C. From health post 
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 personnel, 
 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. 
 Responsibility of PHN is 
 to
 

supervise ANM's working in the Health 
 Post. They are also
 

responsible for arranging training programs 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 if requested by 
 the
 
villagers. 0 type and E type health posts are 
staffed by one ANM,
 

but their prezence 
 depends upon the location and living
 

facilities avaiiable in and around the Health Posts. 
 ANM's are
 

also utilized in training of CHL's and TBA's at the Health 
 Post 

level. FP/MCH employs SPHN, PHN and ANM partly to assist with
 

surgical 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 ANM's.
 

h. No supervision by Senior Nursing Personnel 
on the job.
 
i. Assignments cause separation of family memoers. 

j. Lack of proper security for young 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 its 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 is understood 
 that the traditional 
 birth attendants
 
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 women in the child-bearing age 
 group.
 

someTBA's in form are available in every village of Nepal. 

75 



Recommendations
 

1. 	 Train 
 TBA's for maternal care. 
 Training should be directed
 

to 
 reduce maternal and neo--natal morbidity 
and 	 mortality.
 
Training 
 for one TBA per 
1,000 village population would be
 

an ideal circumstance to pursue. 

At 	 the Health 
Post 	level
2. 	
the present staffing of ANM's 

becomes adequate if the above levels backed up by TBA's can 
be provided. Filling oe 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 so 
that 	they can supervise and help 
TBA's
 

when necessary.
 

3. 	 Increase the supervision of the ANMs at 
the 	 Health Post.
 
Superv Lsion is to b, provided by district PHN and she should 
be able to provid. r,:iired administrative and logistic 

support through routine field visits. 

L4. The long-term project!r,-n of 
 requirements 
 for Nursing
 

Personnel shou]d be developed.
 

5. 	 Refresher trainirnc fo:- all categories of nursing personnel 

should be arranged every 3 cr 4 years.
 

6. 	 Additional 
 ANM's will be required, in addition to training 

the TBA's. Training should be practical and job-oriented so 
that 	Health Posts can retain them. 
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7. A career 
ladder should 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 is 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 direct data about the nl-rtitional status of the
 
Nepalese population tre extremely rare, 
 although all 
 available
 
reports suggiest that malnutrition in many forms is widespread and
 
severe. 
 See Table 9. 
These surveys show 
 that protein-energy
 
malnutrition 
 in preschool children is 
a 
 large problem, while
 
nutritionai malaria, 
 endemic goitrd and vitamin A deficiency are
 
also serious. 
 Almost two 
thirds of 
the total zhild population in
 
the country, 


are a under 5 vears ...., a, -, r affected] withw moderatem
 to 
severe degrees of protein-energ-y mainutrit:ion. Tne extent and
 
severity 
 of these oroblems varies wiLh differe:,;t regions,
 
economic classes, and ethnic groups. Malnutrition is, perhaps, 
an
 
associated or 
underlying cause 
of about 60% 
of all. deaths in the 
child population of Nepal. 
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Table 9.
 
NUTRITION STATUS OF THE CHILDREN4 IN NEPAL
 

AS REPORTED BY THE TWO SURVEYS
 

Nutritional Status 
 Pourbaix 
(1974) HMG/USAID (1975)

(Weight-for-Age Classification) 
 (Percent)* 
 (Percent)**
 

Normal
(80% and above, of standard) 30.0 
 2 .
 
29.3
 

First degree malnutriuion 

29.0


(70-79.9% of standard) 41.5
 

Second degree malnutrition 

25.4 


(60-69.9% of standard) 24.1
 

Third degree malnutrition 

15.6 


(below 60% 5.1
of standard)
 

Comparisons 
are to Harvard S'tandards 
used in international
 
nutritional assessment studies.
 

** Comparisons 
are to 
indian Academy of Pediatrics standards.
 

Longitudinal evidence to 
support this interpretation 
comes from a
study by Farquharson (1970). 
 She examined the growth pattern of
2,315 Nepalese 
 children 
 and found that 
 the Nepalese 
 infants
 
displayed 
 normal (,ieiqht gains during 
their first 
six months 
 of
life while exclusiv.ly breast fed. 'hen they experienced a marked

slowdown of growth, once the weaning food was introduced. During
the second year, they grew very 
little, 
 falling 
progressively

further and further behind. 
 After age 
two some catch-up occurred
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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 dficiency, 
(exacerbated
 

by clinical diarrhoea, which in 
turn is caused and affected by
 
malnutrition). 
 According 
 to the HMG/(SAI) Survey findings,
 
nutritional 
 anaemnia in affecting 19.5 
percent of 
the 6-13 months
 
age group and 25.9 percent: of the 24-72 months7,ge group (1976). 
All young women, but especi i y those w o are pregnant or 
lactating, are most vulnerable to nutritonal anaemia. The 
accepted minimum haemoglobin level womenfor is 7 gm (Normal 12­
14 gm). Unforturna teI% 
 precise informat:Lon is not available.
 

However the fact that hookworm infstation 
 is highly prevalent in
 
Nepal and 
 that it can aggravate nutriti.onal. anaemia makes the 
problem of anaemia a matter of concern.
 

A nationwide sample survey of 'oepa., children in 1980-81 
revealed that Vitamin A deficiency and xe.opthalmia affect a 
sizable percentage of preschool children, as .ndicated by .03
 
percent prevalence of 
 corneal 
 uL cer -i,-nony those sampled.
 

Xeropthalmia, 
 in its severe 
form, L.-, a common 
cause of blindness
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among children. The confirmatory evidence is not available, but 
a
 

recent estimate indicates that about 
100,000 children go blind
 
every year, mostly in Asia due to Vitamin A deficiency.
 

In the 1960's an.d 
1970's several investigations collected
 
data on the prevalence of goitre and cretinism 
 in Nepal and
 

related this 
 to 
 the absence of iodine in available water and
 
foods. The geographical location of Nepal. in the heart 
 of the
 

Himalayan Goitre Belt, and data 
from surveys carried out in
 
different parts of the country, 
 con r'-ed that Nepal has one of
 
the hiqhest incidences of 
endemic Goitre an, Cretinism in the
 
world, particularly 
in the mountainous 
areas. There are many
 

areas where virtually all 
the population 
are afflicted 
with
 
goitre. Much 
 more alarming is the fact 
 that cretinism
 

characterized 
 by deaf-mutism, growth and 
mental retardation, 

affects 10% of some populations (eg. Wapsa in Solu Khumbu). The
 
irony is 
that, although it is preventable, 
 nothing tangible has
 

yet been done.
 

Food Aid Programs and Problems
 

International 
 Food Aid Programmes chanelled 
through the
 

World Food Programme (WFP) have been 
 Droviding food 
 aid to
 
infants, mothers, 
 and young children since 1972. 
The programmes
 

are co-ordinated 
with MPLD 
(ministry c t Panchavat and Local
 
Development) through existing inaternal-chilcl 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 officeIs inability to predict when
 
a food shipment will 
reach a remote border cro'5sing, and because
 
internal 
 communication 
 is slow. Customs 
 clearance 
 is still
 
another obstacle, 
which nobody has been 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,
 
edu..:ational efforts were often curtailed. 

Nutritional Intervention Based on 
Local Foods
 

This program 
 took place in Lalitpur district in 
 Kathmandu
 
Valley as Dart of 
the Mission Hospital Ccr:Hm n'.ty 
[ealth Program.
 
Community " 
i nutr Lt ion survey

in two villages in Lalitpur distr-ct in 
19"'3 to identify foods
 

Health workers conducte 

available in the homes and current infant feedinglpractices. The
 
nutrition workers observed that virtually all morh,-rr knew how to 
prepare 
a very andnutr tl.ious po.)u Iar traditional nack 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 that 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, conference reports. 
work
 
plans, etc. 
 It is clearly z.oarent 
that the crisis of exploding
 

population in Nepal is of major significance to the leadership in
 
His Majecty's Government, the World Bank, UNFPA, UNICEF, WHO, and
 
many bilateral donors, and 
 it should 
 remain equally as
 
significant to 
the AID/Nepal mission leadersnip. Clearly this 
one
 

area of 
 assistance is of ever-increasing importance 
 fok: many
 
reasons, and 
 should therefore get the highest priority both 
 in
 
attention and funding from USAID, 
 i.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 
for 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 range 
were practicing contraception, and that
 
grew to 7.0% by 1981. only now arc 
there program activities in a
 
scale 
 t-hat might possibly have an impact 
on the demographics of
 
the country, but proof of that will 
:sti-lI tak,1 several years to
 

pull together.
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The broad-based conceptual support 
necessary for a
 

significant 
service delivery program 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 ser%.ice 
 delivery, integration of
 
services, 
 education and mnotivatiun, Inltiation of new 
cadres of
 

workers at level,
the local sionificantly 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 attempu 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 on Population's pro.iection theof' population of Nepal 

as 16,423,070. That is a gtcwthi of almost 2.5 million since 1980, 
and 5 million since 1971 (an ii~crease in the population of almost 

50% in only 13 years). Th._, 1980 APHA report gave the following
 

key demographic 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 improvements 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 safe drinking water as the covnerstone of 
the public effort to improve health status 
 in Nepal, to be
 
pursued along with 
 a major national comai tment to curb the 

runaway population growth.
 

Tho scope of work of 
our evaluation focuses on the 
 changes
 
that have occurred since the Project Paper and the APHA 
 Report
 
were written (1980), and there are many posit-ive achievments to 
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report. Unfortunately, 
many of the constraints 
 identified in
 

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 Connission 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 population 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
 

lead
should not 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 
 wiw6th the consent of the parents, and at 18 

without parental consent, but the actual average age of
 

marriage is 15.1).
 

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

greatly enhance 
the ht-.alt-h 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 maternal 
 health
 

services that 
was written during 
the summer and fall 
of 1983 by
 
the ad hoc comm.ttee chaired by m-s. 
 Pancha Kumari 
 Manandhar
 

(NCP) is 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 needed, 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 Target,

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 family planning program
 
would have to achieve the contraceptive goals given in Table 12.
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TABLE 12.
 

SERVICE DELIVERY TARGETS 
FOR FA4ILY 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 
 2,36,000 
 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 ambitious goals are 
 well beyond the realm of
 
possibility 
 for 
 HMG without significant donor support. 
 On the
 
other hand, 
 the commitment and intent of HMG 
 are clear, and
 

should be supported by USAID/N.
 

There is 
 a broad consensus 
 in Nepal that 
 significant
 

increases 
 in fami>y planning will not 
 take place until
 

significant 
 improvements 
are 
made in basic infant care 
to assure
 

survival of most children t) age 5. 
 Bit the MCH effort in infant
 
care has 
never been selectively targeted to high-impact services.
 

It is 
 very important to note that 
a carefully thoughL-out 14CH 
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strategy was also drafted in 1984 through a collaborative 
 effort
 
of many agencies, which does focus on 
a limited number of 
 high
 
impact services, 
 i.e., oral rehydration, immunizations, child­

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

Included in the delivery network for expanded FP/MCH will be
 

community volunteers, 
 e.g., tk.e Ex-Servicemen s Club, and
 
traditional birth attendants 
(TBA's). 
 Since TBA's attend 80%+ of
 

all deliveries in 
the_ country it is a critical step to fold 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 if they were 
to
 
refer on to others any complications they encounter which exceed 

their levels of kncwledgue and competence. 

Program successes 
 are -vident in man\, of the charts and 
tables ore;ared by the Evaluation D_-visiov of the FP/MCH Program
 
Office. A selected. :rouc cf_ t pre:ented 

the knowledqe that s;'i:C 

5 i2 inAojendix E with 

a presentation i__s_st skimm.ing some of 
the cream from evaluation done over the last four years.
 

Many significant: objectives 
 of the program have been
 

achieved since !980:
 

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

and a commitment to raise that number substantially over the
 

next few years.
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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,rapidly expanding retail sales of
 

contraceptive 
 supplies through Contraceptive Retail 
 Sales
 

(CRS).
 

4. 	 Initiation of 
 the regional medical 2tores 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 Oral 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 in
were 


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 incentives available to
 

the operating physicians. Then they would also be much 
more
 

willing to care for any complications which might follow.
 

Evaluation is a necessity for any good program, but the
 

value thereof often lies 
 in the eyes 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 evaluations. Perhaps the most successful
 

evaluation is achieved in the malaria program where one can deal 

with actual case counts and concrete numbers of individuals 

screened. Admittedly there are st-Il problems identifying the
 

denominator, i.e. the population at risk, because of tremendous
 

migration through the Terai, 
 but 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 methods
 

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 very soft.
are 	 One 
 hundred
 

women taking pills three months 
a year could still produce 100
 

babies 
 - but the retail sales for one 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.
 

surveys known
c. 	 Sample of 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 is 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 to 
these problems, solidifying the
 

national policies on population 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 critically
is important to capture the
 

momentum that been
has building 
and make major, on-going
 

commitments 
 to address this cornerstone problem of demographics
 

for Nepal. The evaluation team believes 
this problem alone is
 

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 VII 

SERVICE DELIVERY! MALARIA CONTROL AND
 
ENVIRONMENTAL SANITATION IN NEPAL
 

Malaria has been, 
 historically, 
one of the major hea.th
 
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 tne grip of malaria, especially 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 the
of program,
 

nevertheless 
 50% of Nepal's population remains at 
 risk of
 
acquiring the disease. 
Areas above 4,000 feet in elevation are
 
not 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
 

of
identify sources infections and persons
treat 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
 
protocols. This indeed appears to be the case as NMEO reports
 

that they have experienced only one or 
 two milCd 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 USAID. The Government of Nepal supported all 
local
 

costs 
 as well as ti-at potrtion of imported cormodities not paid
 

for by USAID or other donors.
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An excellent 
in depth analysis of NMEO activities in 1983
 

was undertaken by a joint HMG/WHO/USAID/United Knagd 3m 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
 

occurring 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 SfalciparuIM malaria. Indigenous cases
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have increased from Zn 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. Indigenous 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 is more
 

difficult and expensive to treat 
than vivax malaria.
 

The NMEO has been under the capable direction and leadership
 

of Dr. M. Parajuli who, together with his organization, has
 

achieved a good degree 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 rneans 
of both drought and
 

larvicidal rains to 
help decrease malaria transmission.
 

Malaria control is 
 often the ser, child of development
 

agencies, Ministries of Health, cind Ministries of Finance. A
 

principal reason is that once 
the epidemic is abated and the more
 

severe impact 
 of the disease is controlled there still remains
 

the ongoing, seemingly never ending, committment to control the
 

disease and prevent recrudescence. 
 This effort 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 is 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 
is 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 vector. 
 This means there
 

is no escape from a long term committment by the government to
 

malaria control, unpleasant though this finar':ial 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 succested by the Joint H.G/WHO/USAIDODAUK Team, i..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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3. 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.).
 

4. To control the 
 spread of chloroquine-resistant 
 P.
 

falciparum.
 

To adopt alternative methods of malaria control.
 

6. To strengthen the Research and Training Centre for 
 training
 

manpower.
 

7. To ensure 
 better co-ordination 
between sectors and
 

departments.
 

METHODS TO BE ADOPTED TO ACHIEVE THE OBJECTIVES 

1. 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.
 

2. To devote 
more effort to 
case finding and 
case treatment,
 

and to continue surveillance as before.
 

3. 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 diseases.
 

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 more 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 regqlar governmental statuE
 

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 imurove 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 regular spraying is
 

stopped for 4 cycles during 1987 and 1988 
 in the Outer
 
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 recommends 
 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 low 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 year.
 

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:
 

The Director 
 of NMEO, Dr. Parajuli has been aware for
 
sometime of shrinking 


money
 

resources available for the program, 

particularly the availability of insecticiJe both because of 
production cuts, increase in cost, and decrease in 

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 insecticid
 

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 vital at this time. 
 This Center is
 

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 
thi:s point entirely inadequate. There 

is room for teaching not more than 30 Malaria A~sistant students
 

at one time, and because of 
the need for microscopes, not 
 more 
than 20 Laboratory Technicians at one time. The classroom is not.
 

satisfactorily equipped teachingfor because the room cannot be
 
datkened for slides 
or overhead orojectuon and the blackboard is
 

in such poor condition that it be uponcannot written 
satisfactorily with chalk. 
 Fortunatel-., 
the desks and chairs are
 

satisfactory and 
 in good condition. In 
spite of the handicaps
 
there 
was a class of Malaria Assistants enrolled in 
a class op
 

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 ecological data in 
four geographic
 
areas, 
 comparing the impact of malathion spraying, DDT spraying,
 
and environmental cbntrol 
(i.e., removing weeds and grass 
 from
 
potential mosquito breeding site). 
 Impact will be 
 assessed by
 
noting the mosquito 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 insectorium at 
the Center 
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 rationdlly 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, e.g., 
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
 
in'sure an 
 adequate scientific staff and 
 continuity. With 
 the
 

adoption of a sound scientific program, it will be much easier-to
 
attract operational and reseaL'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 among 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 is 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, yet
 

they are the only 
 national high level 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 
 Nepal, notably virus encephalitis, e.g., Japanese B.
 
Encephalitis. While 
 this disease is transmitted by the Culex
 

rather than 
 the Anopheles mosquito, mosquito 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 serious
 

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 task; to be performed besides insecticide
 

spraying. This expanded role should enhance both 
 effectiveness
 

and efficiency in relation to a measurable objective of decreased
 

infant morbidity and mortality from diarrheal disease 
 and
 

arthropod borne disease. 
 In this rejard, 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 GON
 
policy which have occurred since the project paper was originally
 
drafted. 
 Third, 
 the evaluation will 
review the project in the
 
larger context 
of Nepal's current health and 
 family planning
 
policies, 
goals and requirements, examining AID's role vis-a-vis
 
other 
 donors 
 and assessing alternatives 
 for other donor
 
assistance 
 to the health and 
family planning sector. 
 Each of
 

these separate purposes is 
discussed below.
 

The evaluation 
 will 
 review appropriate 
 background
 
information, 
 identify 
 the present relevant programs carzied out
 
by the Ministry of Health 
(MOH), assess 
these programs in 
 terms
 
of MOH, USAID, 
 and other donor capabilities and strategies, and
 



formulate recommendations addressing general assistance needs
 

and, if possible, suggest specific activities for USAID and otner
 

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 international 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 these targets and to identify
 

implementation constraints encountered to date. These tasks
 

should be conducted in 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;
 



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) 	Appropriateness 
of 'upport provided to the ICHSDP 
 project,
 

in 	 light of the issues discussed in section B Of
below. 

particular 
 interest is progress toward improving financial
 

management;
 

(6) 	Progress in 
 implementing construction activities 
and the
 

usefulness and appropriateness of these activities;
 



(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 undeL 
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, outputs, 
 and
 

implementation schedule 
 - The project paper specifies as 
 a
 

central issue the continued integration of the health services 
delivery system theand development of unified or coordinated 

management systems 
 (see for example, Page 2 the
of project
 

paper). The project 
paper acknowledges, however, 
 that this
 

integration process 
 is "controversial" 
 (Page 3), and states
 

further 
 that: "..... the Office of the Secretary of Health, 

Ministry of Health, will be responsible 
 for the integration
 

process. The decision to 
have integrated management 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 management," 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 the project's de facto 
goals. Rather,
 
the Ministry has pursued a much slower course for 
 integration,
 

attempting 
 to strengthen tt.e 
integration 
program in existing
 
integrated districts 
 before substantially expanding it.
 
Moreover, 
the question of whether multi-purpose workers can meet
 
the total demand for services in 
highly populated areas 
or
 
whether special-pu;-pose 
 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 example, that "legitimate
 
questions arise 
 about how far integration 
 can go and what
 
organizational 
 and operational for.n the 
 integrated approach
 
should take" (Page 28). 
 Several project documents, including the 

technical assistance contractor's contract and workplans, have 
been up:;dated to take account of these changes in implementation 

strategy. However, 
 the pro-iect 
 paper itself 
 has not been
 
similarly updated. 
 Assessment of 
the issues listed in Section A
 



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, 
 in part, that: "it is imperative
 

that the implementation schedule be examined and 
revised during
 

each operational year of the project".
 

Although such 
 revisions have been as
made needed and
 
documented 
 in GON annual workplans, conx:ractor 
 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 "i health 
dnd family planning requirements - At present several
 

international 
donors are assisting the GON in 
 the health and
 
fimily planning field (e.g., 
 UNFPA, UNTCEF) , The World Bank and 

other donors have expressed interest in becoming active in the 
Ieath and/or popu lation sectors. 'lhr eva Iuition should 

('
 



therefore, review the project 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 donors 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.
 



APPENDIX B
 

KEY PERSONNEL CONTACTED
 

Ministry of Health
 

Mrs. 
Chandra Kala Kiran, Acting Secretary, MOH
 

Dr. D.N. Regmi, Director 
General, MOH
 

Dr. 
Tara Eahadur 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, NMEO, 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
 

Mr. 
Chandra Bir Gurung, Secretary
 

Family Planning Association of Nepal
 

Mr. Shanker Shah, Chief Executive
 

Contraceptive Retail 
Sales Project
 

Mr. Hem Hamel, General Manager
 



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
 

United Nation Family Planning Association (UNFPA)
 

Mr. Toshiyuki Niwa, Representative
 

Mr. Michael Heyne, Dep. Rep. and Senior Advisor on Population
 

Uni ted Nations Children's Fund (UNICEF)
 

Mr. Malcolm Kennedy, Director
 

World Health Organization
 

Dr. P. Micovic, WHO Director
 

'C
 



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 Vlugt, 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
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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
 



APPENDIX C
 

LIST OF PUBLICATIONS REVIEWED BY THE
 

IRH/FPS PROJECT EVALUATION TEAM
 

1. Integrated Rural Health/Family Planning 
Services Project
 

Paper (0135), April 1980.
 

2. Project Grant Agreement (0135).
 

3. Project Implementation Letter 
(PIL) Book.
 

4. 
 Mid Term Health Review (2035).
 

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

1983.
 

6. IRH/FPS First 
 Joint Annual Evaluation 
dated October 22,
 

1981.
 

7. IRH/FPS Mid-term Evaluation: Statement of Work.
 

8. Cooperative Agreement 
 between AID/N and Nepal CRS 
 Company
 

private Limited.
 

9. 
 Integrated Rural Health,'Family Planning Services Workplans 
-


2040/2041 and 2041/2042.
 

10. Panchayat Based health Workers Evaluation, New ERA.
 

11. JSI Contract.
 

12. JSI Work Plans.
 

13. JSI Monthly Reports.
 

14. JSI Quarterly Reports.
 

15. JSI Other Reports.
 

16. Nepal Contraceptive Prevalence Survey Report 1981.
 

Westinghouse
 



17. Nepal Contraceptive Prevalence Survey Report 
 1981 - Dang
 

District Westinghouse.
 

18. Nepal Contraceptive Prevalence Survey Report 1981 
 -Gorhka
 

District. Westinghouse.
 

19. Nepal Contraceptive Prevalence Survey Report 1981 
- Piuthan 

District. Westinghouse. 

20. Nepal Contraceptive Prevalence Survey Report 
 1981 - Rukum
 

District. Westinghouse.
 

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

1984.
 

22. 
 Report of an Analysis of NMEO's Activities in 
1983.
 

23. An evaluation of AID-Financed Health and 
 Family Planning
 

Projects in Nepal, APHA, 1980.
 

24. 
 Nepal FP/MCH Data Analysis Final Report.
 
25. 
 Report of Workshop on Strengthening Community 
 Participation
 

in Health Through the Community Health Leader Program 
26. Profile 
 of the Panchayat Based 
 Health Worker 
 Program
 

Focusing on the Role of Women. 
27. A 
 Report on Activities to 
 Strengthen 
 the Financial
 

Management of the FP/MCH and Integrated Community Health 

Projects of Nepal, APHA, 1]981. 

28. Summary of Nepal FP,'MCH Data Analysis, The Population 

Council.
 

29. Work Development Report 1984.
 

30. Internal and International Migration in Nepal.
 
31. Kingdom of Nepal 
Report on Population Strategy, 
World Bank,
 

Report No. 4291-NEP, 1983.
 



32. 	 Community Health Leader Training-cum-Working Manual.
 

33. 
 Britain Nepal Medical Trust Bi-Annual Report.
 
34. 	 Population and Family Planning in Nepal, 
 Tuladhar, Gubhaju,
 

Stoeckel, 1978.
 

35. 	 Nepal Nutrition Status Survey 1975.
 

36. 	 Nepal Development Performance and Prospects, 
 World Bank,
 

1979.
 

37. 	 National Population Strategy, 
 National Commission on
 

Population, 1983.
 

38. 
 A Profile, National Coimnission on Population, 1982.
 

39. 
 Primary Health Care in the Hills of Nepal, Achai'd, 1983.
 
40. 	 Report 
 of Mid-Term Review HMG/UNFPA Population Programme
 

Nepal, UNFPA, 1983.
 

41. 
 Follow-up Study on Voluntary Surgical Contraception, FPAN,
 

1984.
 

42. 
 Draft Strategy for Maternal and Child Health, Nepal, 
1984.
 

43. 	 Sunary of Project 1980-1984, AID, Draft, 1984.
 

44. 	 Final 
Report Contract No. 367-0135-C-00-3018-00, Royce
 

Jones, 1984.
 

45. 	 An Inventory of Apple II Micro-computer Systems and
 

Applications in Nepal, Royce 
Jones, 1983.
 
46. 	 Analysis of Sterilization 
 Data: FPAN (1979-1983),
 

McIntosh, 1984.
 

47. 	 Suggestions for Improving the Delivery of Selected 
 Family
 

Planning Services by ICHSDP, McIntosh, 1984.
 



48. Preliminary Report: Model 
 for the Development 
and
 

Systematic Expansion of 
Priority Family Planning and Mutual
 
and Child Health Services in 
Nepal, Ad Hoc Task Force, 1984.
 

49. Current 
 Status of Family 
 Planning Communication 
 and
 
Services, Kindom of Nepal, McIntosh, 1984.
 

50. Family Planning Communication Needs Assessment and Country
 

Profile for Nepal, Lediard, 1983.
 

51. Planning Workshop for 
the Training, Production, and Use of
 
Printed 
 Materials: 
 Nepal 
 FP/MCH project, IEC
 

Division, Zimmrue-man, :983. 

52. IEC Workshop: Preparation ot 
IEC Kit for FP and MCH in
 

Nepal, UNFPA/DTCP, 1984.
 

53. 
 Mid Year Review and Recommended Changes in the 
PBHW Program,
 

FP/MCH Project Research and Evaluation Division, 
1984.
 
54. 
 Project Agreement between the Government of Nepal 
and UNFPA,
 

NFP/83/POI, 1983.
 

55. Technical Report of 
 Mid-Term Evaluation Review 
of UNFPA
 

Supported Projects 
 in Health and Family Planning in Nepal,
 

1932.
 

56. Survey 
 Report: Impact of Integrated Health and 
 Family
 

Planning on 
Fertility Behaviour in Two Districts of 
 Nepal,
 

Uprety, 1982.
 

57. Country Development 
 Strategy Statement, FY1986, Nepal,
 

USAID, 1984.
 

58. Community Participation in 
Improving Situation 
(A Case Study
 
of Panchkhal), Integratud Fanily 
 Planning 
 and Parasite 

Control Project, 1982. 



59. Integrated Family 
 Planning and Parasite 
Control Project:
 

Its Relevance to Health Problems Family Planning Association
 
of 
 Nepal Integrated Family Planning and 
 Parasite 
Control
 

Project, 1984.
 

60. His 
Majesty's Government of Nepal, Ministry of Health, Nepal
 
Malaria Erodication 
 Organization: 
 Plan of Action F/Y
 
2041/2042 (1984/85) October 
16, 1984.
 

61. Report of 
 an 
 Analysis of NMEO Activities in 1983 the
by 

Joint HMG/WHO/USAID/ODA(UK). 
 External 
 Situation Analysis
 

Team, Kathmandu. July 1984.
 
62. Community 
Health Leader Development Progran Annual PCV-CHLD
 

MID-SERVICE Conference July 9-11, 
1984, Peace Corps.
 
63. Memorandum 
from Richard 
C. Owens, Jr., Logistics/Field
 

Management Advisor to 
Nils M.P. Daulaire, 
 Chief of Party,
 
JSl, Re: 
 Rationale 
 for Utilization of 
TRH/FPS Grant Funds 

for Purchase of Drugs, November 
1, 1984, JSI.
 
64. Country Development 
 Strategy Statement 
FY 1986 Nepal,
 

January 1984, 
USAID.
 

65. Report on Personnel Procedure:s and Filing System of Nursing
 

Administration in Nepal 
-
Sept. 1984, Kathmandu.
 
66. 
 Strengthening of Nursing Manpower Management Meeting/Seminar
 

Report - June 11-14, 1984, KaThmandu. 

Long Term Health Plan 
-67. Janch Boojh Kendra Royal Palace 1976.
 



APPENDIX D
 

Site Visit Report
 

The Evaluation Team divided into two groups to 
 facilitate
 

wider 
 field survey coverage foL rhe tvauatlion. 
 One 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
 

Installat on.
 

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.
 

ix. Tiram Health Post.
 

x. Devisthan Health Post.
 

xi. Butwal District Hospital.
 

xii. Dumkoli Health Post.
 

xiii Pitaujha Health Post.
 



Another team with Dr. James Banta undertook the field survey
 

of Central Region, Narayani Zone. 
 The team covered Makawanpur
 
District and Bara District, 
 and Chitwan District. 
Sites visited
 

are as follows:
 

1. Patalaiya Training Centre.
 

2. HMG Warehouse, Hetauda.
 

3. 
 USAID financed warehouse, under construction, Hetauda.
 

4. Malaria Research and Training Centre. 
 Hetauda.
 

5. Malaria Control Project. Regional Office, Hetauda.
 

6. District health Office, Makawanpur
 

7. Makawanpur Health Post.
 

8. Chandranigahpur Health Post, Bara District.
 

9. Fetah Health Post, Bara District.
 

10. Parsaiya Health Post, Bara District.
 

11. Kalaiya District Health Office, Bara District.
 

12. Narayani Zonal Hopsital, Birjung.
 

13. District Hospital, Kalaiya
 

14. District Hospital, Baratpur, Chitwan District.
 

\­



APPENDIX E
 

NEPAL'S GROWING POPULATION
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Cmment: The 
HPU could not oversee such surveys
and studies dua 
to lack of manpower 
 Such surveys and studies
have been carried out, however, by 
a number of other organiza­
tlors, 
e.g. the PBHW Survey by New Era, 
the Health Post team
funtioning analysis by 
the IOM, the study on treatment 
of women
In family planning clinics 
by JSI, 
the study on womens' measuring
of oral rehydratlon solution by 
FP/MCH and JSI, 
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, eftecti ven 
ss of different
kinds and 
doses of insecticides 
by NMEO, etc. A special study on
the Incidence of moningococcal meningitis 
in the Kathmandu epide­mic wag carried out 
in 1983 under the ausapiceS of the 
Department
of Health 
Services' Epidemiology Division, with 
the technical
ausistance of 
 the Communicable Disease 
Centers (Atlanta, Ga ) and
JSI, 
and the effectiveness 
of the mass immunization of a 
target
population with 
a bi-valent A-C polysaccharide 
vaccine 
was subse­
quently evaluated.
 

It i5 in fact more important for 
the Health Planning
Division to review the 
results of the several surveys and 
re­search projects in order 
to be able to interpret 
for the Ministry

of Health lessons and 
practical applications, 
and less important
that the HPD itself supervise or manage 
such gtudieu. Nonethe­less, HPD' s objectives 
for the coming 
fiscal year include a
 
larger and 
more active role in 
such studies.
 

C. 
 MANAGEMENT SYSTEMS FUNCTIONING EFFECTIVELY
 

Indiato I- AA.~faate suly 
 21J wsqwnjj iLdI"
 
available in 
at least 48 districts
 

Statu Considerable 
progress has 
been made
toward ensuring adequate supply 
of drugs nationailly Until
Nepali Fiscal Year 2039140, the drug budge; f.r health posts 
had
been constant at a 
low level 
suft . ient only to supply most
heal th 
posts for three to ain months of thq 
year. in FY 2031/40,
HNG increased 
the drug budget to I 
i times its prcvious level, in
aadditon to providing monies 
for "buffer 
stocks" and emergency
medicines. 
 This commitment 
was expz.ded further 
in FY 2040/41,

and has been increased again in 
FY 2041/42 All 
thpse additional
funds have been 
provided by HMG, 
not by foreiqn donors
 

Wi th the assistance 
ot several technical analyses, the KOH
in 1983 formalized 
a imal ler list o! essent iai drugs 
for health
posts tnan had been used 
for years The 
new iist contains
approximately eighty 
items, of which hal f are 
included 
in "Class
I" Effective with 
the annual delivery which was iust 
completed,
health posts 
have been supplied with 
only "Class i" items, which
will mean 
larger quantities of 
a much lei
sma number of effective
drugs will be available in the health posts 
 Beginning in the
Jut-completed fiscal year 
(2040/41), health posts 
in the three
 



westernmost regions 
were allowed 
to choose quantities they de­sired from the 
standard list 
within their approved budget.
the current fiscal year, all 
In
 

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 their
eventual 
purchase by peripheral health 
facilities) 
were designed
in 1982/83 
and began initial 
phases of implementation 
in 1984:
the Regional Medical 
Stores System 
and the District Medical
 
Stores.
 

Experiments in community purchase 
of drugs and firut-aid
items through the Community Health 
Leader Program began 
in 1981.
Results 
of this CHL program, along 
with those of NCO-sponsored

health 
post level 
user payment schemeq, 
were assessed in an
 
ICHSDP workshop in 1984.
 

Comment Although good 
progress 
has been made
against this long-term goal, 
it is a complex chal lange !hat will
require the working out 
of local financing, control and 
purchase
mechanisms 
as well as 
improved organizatzonal efficiency and
flexibility 
in the indent, procurement 
and supply functions of
the MOH. Achieving "adequate iupply" 
in Nepal, even 
in the 48
districts 
with DHO's, will probably 
take at least five years.
The efforts described above are aimed 
at improvement nationwide,
not lust in the 43 
districts target ted 
by the Project Paper; this
more global strategy is more as well as

technically appropriate 


politically 
necessary.
 

storae_, ase 
 r tejor And .ARe 
 21 0Qf 
r .ueffectively performed 
in Al Least
 

Qtatuk: Progress toward th goal,
s through the
Regional and 
District 
Medical Stores, is 
now aimed not just
the q8 districts with 
at
 

DHO's 
but at the entire country, as
mentioned 
above. Implementation 
is just beginning; workshops to
develop the 
rules and procedures 
for the Regional Medical Stores
began in July 
 ?84. Current plans call for 
inclusion 
of ICHSDP
in the Regional Medical 
5tores System as 
quickly as possiible, but
the 
exact Interface 
between ICHSDP 
and the Indent 
and Procuremeht
 
Division 
of DHS remains 
to be worked out
 

§9mmcnt; Considering 
the complexity 
of the task
and the organizational 
constraints, 
progress 
in this area

bean satisfactory. has
 

Given the communication and 
logistical diffi­culties of 
rural 
Nepal, general good functioning 
of a unified
supply 
system, however, 
is not likely to be achieved 
in less than
 
five years.
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Indicator. 3. 
Syjliems~' fos. local reimburfement, fori:. dru~ai
 
aIA services .iUL1 ested.
 

Status: The 
Drug Resupply 
Scheme of ICHSDP's

Community 
Health Leader Program haj boan testing, sinco 1901,

ward level community willingness to pay for and
drugs supplies.

In the roughly three thousand wards 
where this approach has been
 
tried, about 
Z0-35% of communitie j have 
collected significant

funds fo: local resupply of and
first-aid materials 
 a few basic

drugs. Approximately 
a dozen different ways of collecting funds
 
have been devised locally by different Ward 
Health Committees 
in
 
collaboration with 
their Community Health Leaders. Although

provided only aspirin 
in their initial stock, 
CHL's are allowed
 
to add other medicine5 after the first 
year provided that 
commu­
nities will pay for 
them and that the local health post wi 1l
 
provide training and oversight in 
their use Moot communitLeS -­
and espocialIy those 
that are in areas remote fLom the health
 
poet, hospital or other 
health facility 
-- have chosen to add
 
additional 
drugs including antibiotic eye 
ointment, anti-ameobic
 
drugs, 
piperazine, sulfadimidine, etc.
 

Non-governmental 
organizations have 
been testing systems lor
 
local reimbursement 
of drug costs at the health post level:
 

the United Missions 
to Nepal is testing an insurance
 
scheme using one 
fixed premium for all enrolled house­
holds
 

the Swiss Agency tor Technical Assistance's Integrated
 
Hill Development Project 
is testing both a fixed fee
 
per health post prescription and fee
a per prescription
 
item as alternative methods 
for reimbursement 
and for
 
braking unnecessary polypharmacy
 

the British Nepal Medical 
Trust is testing fixed fee
 
per prescription payments (Ehoipur 
Drug Scheme) and
 
ways to encourage rural, 
low cost retai ling of essen­
tial medicinos (the Hill 
Drug Scheme).
 

_omment The results of thii active, 
intelligent

testing of ways to 
recov or drug costs at 
 the p rLphary are being

examined 
with considerable interest by both the 
MOH and the
 
National 
Planning Commission.
 

Indicator 
4_ ._L2_9 ooA_ 
 .. .1, an d. ' D..L _ 
cta t ral, a 1 j t 4 nd1 he.a.l th 

po. .. that. coordinauitelve1 .
 a!l health 

5*rvices in j8 Jist T icts 

Status. Supervisory systems 
and sanctioned per­
sonnel 
are in place at central, district and health post levels

in all integrated districts. The staffing is more complete 
in

the 6 fully integrated than in the 25 
part ally integrated dis­
tricts, and thinner yet the
in 17 districts that 
have District
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Public Heal th 
Offices and 
Health 
Inspectors
integrated but remain
In terms to be
of manned 
posts, however,
vacancies, Particularly there are maoly
in the more remote
Transfers and difficult
and special areas.
leave 
status 
result 
In perhaps 20-45%
supervisory of
posts 
being unmanned.
 

Despite 
the presence 
of a
system and 
reasonably designed supervisory
the prese 
ce of a 
large number
generally recognized that 

of personnel, it is
supervision
is inadequate. in the integrated
In an district
effort 
to improve
check-lists ICHSDP supervision,
and schedules new
were developed
better 
supervision of 
in 1983/84. To assure
CHL's, who
Z0-30% are visited
of the time, a now by their VHil's only
systoim
been of centripetal
introduced supervision has
in ;8q/85, 
 CHL's will
health come in
posts at regular small groups to
intervals 
for supportive
each other, discussions witt
with VH "k;'% and with thQ 
othir health post 
staff.
 

In the vi 
 tical 
programs, 
as
problem: well, supervision
dur n the IRH/rPS Project 
has been a
 

has deteriorated period technical supervision
in NMEO vricondary 
 sizeable
unfilled tahntcal 
to a percentage of
supervi-ory 
positions.
relative 
undesirability This Is due 
to the
of theie 
posi tions which 
lack opportunity
for advancemant.
 

Comment 

unfortunately Even when posts are manned,
often do supirvisors
not travel
supervisees, to find and
sometimes work with their
duo to delayed
daily or unobtainable
allowances, travel
sometimes and
because
supervised, they themselves
sometimes are rot
because 
they have 
become discouraged at
their inabil it7y
higher level either to discipl ine
for the problems or to obtain support &t
tIey encounter
visits. during
NNEO has supervisory
proposed, 
ajs a rclut ion
vision, that to deterlorat ing
it bai converted super­
to a regular Ministry 

from,: a special development project
of Health DivmsLon,
workers to regularized publtc 
thus converting malazia
 

ICHSDP work 
ServLce commission civil
suffers servant:.
most 
from


ably well 
the poor functioning
structured of its
tr1pervmsor reason­, chain (Hi
AHW > VH & Assistants
> CHL; PHN ) ANM > HPIC) VH'integrated > CHL & TBA)
saervices requiro . ThIs Is because
teamvowork 
and because
of tasks must be a multiplicity
performed! by multipurpose workers,
situation a difficult
 even 
in developed 
countries
 

- aqeLpmen, of 
uni fied manaqement
 
f~Lforrnat19_Z 
5VZ1LRTein
 

-fLL.tL:
projects Although the
in the several
OH alI services
have their .nd
managerial own p.,rticular
information, needs for
 
efforts have 

considerable .ollaboration and
developed during unified
 
IogIstIcs, thev project period
training, in the areas of
f nancial 
maLnagement,
and reporting monitoring indicators,
formatfi 
 Th(t computerized

progress aonitoring by
of project HPD of
and services,
Division and by the
of personnel DHS's Nursing
inventoriai

have served (both daveloped
to standardize in 1983184)
reporting 
and increase 
the central
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availability of 
information manageriarly 
important 
to a number 
of
 
services.
 

Comment: 

ject, During the period of the
th2 organizational IRH/FPS Pro­structure 
and operation
nature of decision-making within 

of ICHSDP, the

it and the MOH, and
nature of the the prickly
relations between 
ICHSDP and 
the vcrtical
have conspired projects
against 
full development,


effective proper functioning,
use of an and
Integrated Services Management
System. Informa
Considerable ion
 progress 
has been made, however,
creAsing coordination, in in­colIaboratiot,

con9census information sharing,
on common and
formats 
for reporting
within among functional
the several projects. units


It should 
be noted
of a single, that development
Ministry-wid, 
information 
system is
ob3ective, not a reasonable
the needs 
for information 

MOH of the diverse units
require diverse rhtsponses. of the


It is reasonable, however,
attempt collection of to
consistent 
information 
across 
the various
 
uni t .
 

Ind icato£ 6r 
.i 

f
 

Qperations 
stu._._dies 

_a_ naqmenT tool 

Statqs: 
 A number
studies of special
have been conducted field operations
(See Indicators 132 
 and DS above),
it tis not clear exactly what but
 
their "institutionaliLation
managment ai a
tool" should mean. 
 Both rCHSDP and 
FP/MCH have
ted field conduc­studies 
on 
the kinds of 
oral rehydration solutions
mothers would prepare when given 
different 
kinds
FP/MCH has of instructions.
conducted 
family planning clinic 
obeervational
on the kinds studies
of treatment 
received 
by clients
or apparent of different
economic castes
status. 
 FP/MCH has 
also studied
of decentralizing planning authority 

the effect
 
to district
cL.iwittees (Decentralization Pilot Project) 

or panchayat
 

the ICHSDP is
results evaluating
at community 
level of establishing 
a policy and
training personnel 

testing 

for a ward drug resupply scheme.
the effects NMEO is
on vectors 
of using different
trations areal concen­of sprayed insecticide, 
of using different
and of insecticides,
combining 
various 
forms 
of larval
All ccn erolwith
of these spraying.
studies produce 
information 
that is 
useful
management in
of the several 
programs znd 
projects.
 

C.9. 
 I The Project Paperkind of "Institutionalization,, is not clear on what
such useful
operations of "special field
studies" 
might be possible 
or meaningful
ment tools" as a "manage­in Nepal. 
 Field trials 
of
administrative now techniques or
procedures 
before they 
are generalized
tainly been has cer­useful. 
 However, 
it iii the
operations very nature of field
studies that they 
are. devised
against a particular, 
ad hoc to made headway
identified 
problem, or to test
a solution in practice
that seems feasible 
 What is 
needed
E-tudies "management to make such
tools" 
is to have their
carfifully results considered
by those with 
the appropriate decision making power.
There is 
not 
a sufficient 
excess 
of technical
to make ea partise in
it feasible ICHSOP
to constitute 
a special "operations
division". research
Only in 
NMEO, whore 
there is .
 sufficient 
collection
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of appropriate expertise and 
alsc, a focussed 
arenaoperational problems in 
of discrete 

need of 
field investigation, is
cogent reason there
to create 
a specia.l organizational 
unit for con­ducting "special 
field operations 
studies 
as a managment
A small tool".
field investigations/training 

was established
1979, and proposaig for strengthening 

unit in
 
the unit to make
quate were formulated and 

It ade­
subritted 
to AID/Nepal
Needed in 1980/81.
field operations 
studies 
in the 
other services 
and
iects can be adequately planned, 

pro­
conducted 
and used on 
an ad hoc

basis.
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II. PARTICIPATION .L- HEALTH SERVICES ESTASLISHZD 

A. 50% OF DISTRICTS WITH 
INTEGRATED MANAGEMENT HAVE
FUNCTIONrNG COMMUNITY HEALTH SERVICES, 
INCLUDING VILLAGE 
HEALTH
COMMITTEES. 
(Indicator)
 

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

oMena: 
 Whereas Health
have rarely Post Health Committees
functioned effectively, approximately
Ward Health one third of
Committees have 
seemed 
to be activatable
they chose. At least this many 
by the CHL
 

of them have 
been able
.ome money to raise
to purchase resupply 
of drugs and 
supplies in
CHL's kit. the
In more remote areas, 
many WHC's have
interest in what they shown active
 can do to improve health
CHL, and some care through their
have been willing to 
mobilize community effort
protect health, to
 
as in building latrines.
 

B. 
 MOH AND COMMUNITY LEVEL HEALTH PROGRAMS HAVE EFFECTIVE
SUPPLY, 
REPORTING AND SUPPORTIVE SUPERVISTON/RETRAINING 
LINKAGES
ESTABLISHED. 
 (Indicator)
 

-StaLtu :
linkage to community 
In half the integrated districts
level programs has the MOH
been established
almost three through
thousand 
Ward Health Committees
Community Health Leaders. The CHL's 

and their chosen
 

the local 
are trained and retrained by
health post staff, and are 
supervised by 
the house­

visiting Village
These VHW's, Health Workers attached
in turn, are supervised by to the health post.
the health post's 
AuxiL­iary Health Workers, and occasionally by
(Health Post the Health Assistants
In-charge) 
or the Auxiliary Nurse 
Midwife present
the fully manned, integrated health 
in
 

posts. The
staff, health post
in turn, are supervised by 
visits from the 
District
Health Office Public
of the Health Inspector, 
or his assistant
family planning, for
health education, etc. 
 During training the
CHL's receive guidance manuals 
and kits containing
supply a start-up
of first-aid 
supplies 
arid aspirin

ing from the Regional Train-
Centers 
or the ICHSDP Logistics Section sent
Resupply is up via the DHO
to the 
Ward Health Committee and
collectini the CHL, both for
community 
funds and 
for 
finding commercial 
sources 
of

supply
 

rP/MCH has 
Just begun a field 
experiment

creating CHL's who 

in Morang District,
will be supported by 
PBHW's.
collaboration with JSI, 
FP/MCH, in


has managed a Decentralization Pilot
Project since 1982. 
 This attempt 
to increase 
the involvement
both District of
and Panchayat 
committees 
in the FP/MCH program has
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proven 
to be difficult, 
time-consuming, 
and only marginally pro­
duct i	vo.
 

In NMEO in 1983, there 
were 	2,012 community 
volunteer
whose responsibilities 	 postS,
include passive case 
detection, reporting
of fevers, and so 
forth, organized by the NMEO unit
charge. These 	 officer In
volunteers 
collected 
74%
detected 60% of the 	
of the slides, and
positive 
cases 
in the NMEO program for that
 

year.
 

resupply 
q-meA; ICHSDP has discussed selling
items to CHL's, notably at 	 low cost
 

1983, 	 the MRIHS Workshop in October
but ha. decided not 
to do this. 
 The Regional
Medical 	 and District
stores might 
eventually 
become 
sources
low-cost 	 for purchase of
essential 
drugs and supplies needed by CHL's
Drug Resupply Scheme. 	 for their
Using a standard form,
to report 	 the DHO is suppose d,
to the ICHSDP central 
office on the CHL
two months. 	 program every
The DHO receives monthly 
reports for
post, 	 each health
which currently collects 
information 
on
through the 	
CHL/WHC activities
VHW's, who are 
supposed to 
visit and 
supervise
monthly. Currently, VHW's only 	

them
 
50% of their 	

see and hence report on about 20-
CHL's. Many 
CHL's are 
not currently 
seen 	by their
VHW's because 
the latter 
are "overloaded" 
and too
off 	 busy checking
house visits. Sometimes neither 

staff at 	

the VHW nor his supervisory
the health post a'cord much 
priority to 
support of
CI{L program. Through the 	 the
 
new centripetal 
dystem of 
gathering
CHL's periodically 
in their health posts


hoped that 	 in small groups it is
a 
larger proportion of 
their activities will 
actually

get reported.
 

Although 
it is only a transient 
feature
phase of the CHL 	
of this Initial
 program, 
the presence 
of 5-10 Peace
teers In particular health posts 	

Corps Volun­
or DHO's has been
in establishing 	 very important
effective 
links 	betweun the community programs
and the central 
administration 
of the MOH. They
to concentrate 	 have been able
on the CHL/WHC program (which Is 
usually
responsibility of 	 a divided


ICHSDP personnel 
at both DHO and
levels), 	 central
to send 
candid three-monthly 
reports
hold 	 to ICHSDP,
annual reviews 	 to
of progress 
and problems 
In Implementation,
and to summarize 
their findings 
and recommendations in 
excel­lently prioritized reports,

sented 

the last of which was verbally pre­to the Secretary of 
Health. 
 The 	IRHIFPS Grant 
-upport of
the training of 
these PCV's 
and of a few of 
their local
tives for development of 	 Initia­the CHL program, along with 
JSI assist­ance 	to 
their efforts, have 
been 	significant project 
inputs into
the morale 
and quality 
of the CHL program.
 

The community workers of 
the FPIMCH project, the
suppoj:ed 	 PBHW's, are
to work regularly with 
the panchayat 
committees
nominated 	 that
them. However, 
this approach has not
well 	Implemented. been consistently
Whereas 
the CHL is unsalaried and
benefits, 	 can expect
other 
than 	small 
training stipends, only 
from 	the 
Ward
Health Committee, 
the PBHW Is a salaried worker of
project. 	 the FP/MCH
Also, 
the CHL/ W{C relates 
to
about 500 	 a local community of
persons while 
the the PBHW/Panchayat 
Committee 
must
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consider 
a 
frequently scattered population of 
about
PBHW's are supervised by 	 4,500. Five
one Intermediate Supervisor, who reports
to the 
Family 	Planning Officer. 
These 	supervisory 
links were
weak prior to reforms 
in the PBHW salary, 
and the selection
critarLa and procedures in 
1983;

Pradhan Panchas, 	

often personal appointees of 
the
they were 
little 	accountable
committees 	 to either panchayat
or to 
FP/MCH 	supervisors. 
 This accountability

increasing 	 is now
In both directions.
 

C. 
 ADEQUATE EVALUATION MECHANISM FUNCTIONING
VILLAGE 	 AND INVOLVING
INPUTS 	AND VILLAGE HEALTH COMMITTEE. (JId te)
 

Aj jta : At
needs, 	 the ward level
and now directions 	 program progress,
are 15eing

the 	 evaluated adequately through
existing WHC/CHL m2chanism. 
This is seen in
requests 	 the widespread
for approval 
of and 	training 
in the 	use
drugs 	 of additional
that communities will 
purchase using
collecting money that 	 the diverge ways of
they have worked out.
the 	 It is also
latrine construction 	 seen in
(e.g. 
Dolakha district)
health 	programs and other public
that particular WHC's 
have launched.
assessments, 	 However,
judgements, 	 the
and evaluations of 
WHC's 	have
been 
forwarded for consideration by decision makers 

rarely
 
levels 	in ICHSDP or at higher
the MON. 
 Notable exceptions
recommwndations 	 aro 1) the
from the assembled CHL's of
their 	 Kaski District
1983 workshop conducted with 	 in


technical assistance of
Corps 	Volunteers and Peace
the Regional Training 
Center 	of 
ICHSDP, and
2) the 	opinions of 
WHC 
members, pradhan panchas,
gathered at the 	 and CHL's
1984 workshop 
on Local Financing of 
Health 	Ser­vices 	at 
Pokhara.
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FAMILY PLANNING ACCEPTORS 
BY METHOD 

1973-1983 

Male 
Sterilization 

Female 
Sterilization 

Source: FP/MCH, Research & Education Division 

Pill 

Condom 

IUD Injectable 

'73 '78 '83 
Couple years 

of protection 

'73 '78 '83 
Couple years 

of protection 

'73 '78 '83 
Acceptors/Yr. 

'73 '78 '83 
Acceptors/Yr. 

'73 '78 '83 
Cumulative 
Totals 

'73 '78 '83 
Cumulative 
Totals 
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1981 CURRENT USE OF CONTRACEPTION BY METHOD
 

Female
 
Sterilization


Vasectomy 
 34.2%
 

42.2 % 

,' Pill
 
/5.8% 15.6% 

Traditional & Natural
 
Family Planning 0.3%
 

IUD 
 0.8%
 

Injectable 
 1.1%
 
6.8%
 

2.3% 
 Source: Nepal Contraceptive Survey 
(1981)
 

1976 1981
 

% of Women 15-49 
Using Contraception
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MCH SERVICES PROVIDED BY YEAR
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Source: Evaluation Division, FP/MCH Project, HMG
 

TEMPORARY CONTRACEPTIVE METHODS BY YEAR
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(S000) 

IRH/FP 

Pop. Policy 

Integrated Health Services 

Malaria Control 

Population/Family Planning 

PVO Co-Financing -WEI (Pop.) 

PVO Co-Financinq -SCF Jumla (IHealth) 

Total 

FY78 

-

-

685 

93 

1,058 

_ 

1,836 

FY 79 

-

2,000 

725 

-

1,575 

_ 

4,300 

FY 80 

4,800 

-

-

-

4,800 

FY 81 

2,800 

200 

300 

3,300 

FY 82 

6,972 

_ 

299 

43 

7,314 

FY 83 

4,900 

-

4,900 

FY 84 

4,050 

-

100 

200 

4,350 

PRM: 11/19/84 
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STATUS OF
IAiTOQRc2.L SELECTED FOIi IZIH/Frp ECT2Eq& E 3,7-I15
 

The Indicators 
listed on the following pages ware drawn

the PROJECT OUTPUTS section of the 

from
 
April 1980 Nepal Project Paper
Integrated Rural Health/Family Planning Services, No. 
367-0135,
 

pp. 5-9.
 

Each of the indicators is addressed in 
terms of current
 
status 
as of July 1984; additional 
comments, clarifications, and

considerations 
are added as appropriat.
 



1. INTEGR 
 D PLANNJ A MANAGEMENT F .FEFFECTIVEERVICES
 

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

ndicatr 
I 	 48 dixtr.c ts 
-unjer inte rated management 
S V S t &M 

Statul: In addition to 
 the o fully integrated and
17 	partially integrated districts 
that existed 
at 	the outset of
Pro ect 
0135, 8 more districts 
woire taken into partial integra­tion in 
1983. District 
Public Health Offices 
have been created

and manned by Health Inspectors in all 48 
of 	the districts desig­nated for integration during 
the six th five-year Plan.
 

.. 1 : It was clear from 
the time of arrival
the JSI team in September 1981 that the original targets 
of
 

integration of additional distri ts were 
for
 

un.ealisticaliy rapid.
No 	new districts were 
integrated for several 
years because : 1)
problems of management 
in 	the Z3 partially integrated districts

could 
not be resolved 
by the central ICHSDP organiration, 2)
Chiefs of the Vertical Projects have 
been reluctant to have
districts taken away 
from their direct authority, and 3) multiple

actions of agencies 
in 	saveral different Ministr-ios 
(i.e linis­try of General Administration, Civil 
Service Commission, Ministry
of 	Finance) were required to convert 
personnel from the 
Vertical
 
to 	the integrated pattern. HMIG' 
 current, and 
more redlistlc,

policy hi to integrate at a slower pace, both to 
allow consolida­
tion in 
already integrated districts, 
and to 21low the above
 
difficulties 
to 	be addressed.
 

IndicatQr 20.0.. Ad.d _~it l 	 .j__L. te h j otel 
dtablifhejqnq roject j.r2jj ien.od 


A t..L2 
 ..a .t U0 

Statva: A total 
of 	74q hea!th posts 
wore
established 
by 	1981182, of which 450 were 
"integrated" This is
149 more than the 595 health post-j establish )d by HMG 
as 	of
fiscal 
year 1980, according 
to 	the Pro3ect 
Paper, During 1982-84
 
a list of 99 additional health posts 
was approved, and 
50 	more

have been proposed for 1984/85. 
 Approval of personnel for health
 posts on 
both of these lists is still in process
 

LQD nJ: Tho noed to improve managementexisting health 	 of alreadyposts haq led the National Planning Commission

emphasize consolidation and 	

to
 
improvement 
of 	such management as
being more important 
than rapid expansion beyond the existing
 

facilities.
 



-1-n di c a t o t ~ n d 1jnSjLy J1 Laikg~~ 
al QctIong to distrlIcts
 

Status: 
 Sanctioned 
posts at the district level
have been reasonably adequate except 
for the of
lack Public
Health Nurses 
and Malaria Assistants 
in the newly integrated
districts. Twenty-three 
accountants 
have been recruited 
and
trained for 
district 
service. 
 Common guidance/training 
manuals
for accounting have 
been developed in conjunction with 
the FP/MCH
Project. In 1983 HMG 
decentralized 
the budget offices to the
district level, 
and Health Inspectors have 
since 

to the local district 

applied directly

office of 
the Ministry of Finance 
for their
budget releases. 
 Delayed receipt o! approved budget, 
however,
continues 
to be a problem the
for several 
projects, particularly
 

ICHSDP.
 

Comment: Getting 
posts sanctioned

integrated districts has 

in the newly

baen slow. Capturing for ICHSDP the
experienced personnel 
who had 
been working in the vertical pro­jects In a district 
Just prior to integration has 
been difficult.
In some instances, because of 
 the confounding multiple 
layers of
authority 
over personnel, Civil 
Surgeons have 
recruited 
new per­sonnel before 
the local vertical project workerg could 
be consi­dered for change of status 
from Temporary 
to Regular employees
The greatest 
problem in personnel managemdnt, generally 
rccog­nized but stiil 
unresolved, 
is that of absence of actual
an
worker from a 
post 
that is both sanctioned 
and filled' but 
never­theless vacant 
due to transfer, or 
special leave. Duting
Management Review of 

the

Integrated Health Services, 
for example,
Group Two found 
that the 
following percentages of sanctioned
posts 
in partly integrated district:s 
actually had 
staff in place:
Health Assistant or Auxiliary Health Worker
Senior 


(92%),
Auxiliary 
Health Worker (50%), Auxi Itary Nurse 
Mlidwi fe (331@)
Village Health Worker and

(30%). Handling requests for 
transfer
 consumes 
a large amount of the 
time 
of central administrators.
 

Financial management capacity 
has improved significantly in
FP/MCH, ICHSDP 
and HPD from 1980 to 198q 
 Blocked multi-year
backlogs of uns.tisfactorily 
accounted expenditures were 
finally
resolved. In 1983-84, however, 
an extraordinary political 
event
complicated 
financial managem-nt 
for all. the projects. During
four months 
or more of that year, budge'ti were frozen in 
the wake
of a change of government at a crucia! time for fiscal 
allot­ments. All budgets were frozen 
until 
they could be thoroughly
rescutinized and 
debated by the 
new government, 
which accounts
for lower expenditure 
rates and delayed schedules 
in some pro­
jects in the Just-ended Nepali fiscal year.
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Ind. isa±o Plainnina an management Control 
f ect Ivel I nraLL__W a.~._JLL,_LS-it~u 


dLue 
.la Hea J lanni nUng i t ce.AEILIn 


S.tatus: A WHO sponsored workshop
ning for the training of district 
on health plan­

level personnel 
was conducted
by the Health Planning 
Unit in Pokhara in Decumber 1981 with JSI
assistance 
 District 
level planning for 
the training of person­nel was increased with 
the creation 
of the four regional ICHSDP
training centers in 
1982. District planning for 
and management
of sterilization camps 
was strengthened through 
the annual meet­ings, for this purpose, 
of Health lnspec-ors with 
Family Planning
Officers 
that was begun in 1982. 
 Prior to 1983/84, however, the
Health Planning Unit 
had too little manpower and influence to be
of significant 
practicat assistance 
to district 
level planning

and managiment .
 

During that Nepali fiscal 
yeac, a senior public health
administrator 
was appointed 
as Chief of 
an uPgraded Health 
Plan­ning Q.;_. 1..iU
o.n with a large 
increae in b,.tqet, sanctioned 
power, and influence man­
on the several ser-iceq and projects in
Ministry the
of Health, A atrategy tor increa 
As nr4 the cred.,bility and
usefulness 
of the HPD was developed, and 
a National Workshop 
for
improvement 
of district managers' plinning 
and managemnt skills
was planned for Ausiust/Saptemb-.r 
198,. Tho Decantralizatlon Act
of 1983 provides the policy 
basis of expanded control over 
plan­ning and management 
at district level, but 
the specifics of
application have Its
been debated nationally 
for a year and guide­

lines have 
not yet been issued.
 

Comment: 
 Downward delegation of 
power and
authority 
that would be necessary to increase 
control of planning
and management 
of ICHSDP services 
?'.tthe distrtct 
level awaits
clarification 
of the implementation guidelines 
and regulations
for the Decentralization Act, 
as well as clarification of 
the
authority 
over 
health personnel between 

Ini., ector 

the ICHSDP'5 Health
and the Department of Heal th 
Sevice.i' 
Senior Medical
Officer. 
 In 0he me antime, offect iv,. steps ar5 
being taken
through 
annuai workshops t,, increa:e 
the skilis and capacity of
Health Inspectors 
and Family Planning Officers 
for planning and
management 
at the district leve!. 
 In the integrated districts
the Health Inspectors ere respons 
ble for the management of all
rural health 
fact i ities and servicas below the ho'pi tal 
 level 

Indicator 
 e.tive
. .gf fp3.2_qr a e0vluat i on caoabilztv 

S"tatu: Indicators 
and formats; for ovaluation of
the progr:!ss 
and effectiveness 
of each pro3ect in the 
MOH were
developed by 
the National 
Planning Commissi5r. and 
the MOH in
1981. Using 
them, reports are prepared ;y 
eich of the services
and projects every 
four months. These a~e :ev; 
w,, by and dis­cussed with 
the Health Planning Division, and 
tm:-, the National
Planning Commission 
 The annual conjoint workshop 
of Hi's and
FPO has become an affect ive in!t rument o e' ,luat ing VSC
 



program capability. 
With regard to 
capacity of personnel,
several senior 
public health administrators, who 
actively parti­cipated 
in the Managemnt 
Review of Integrated Health Services,
and who 
are now in decision--making positions 
in MOH agencies, arequite capable of conducting 
program evaluation, 
as are a numberof other 
MOH senior administrators 
and section chiefs. 
 Current­ly, the operation of integrated health services 
in Nuwakot div­trict 
is being thoroughly evaluated 
by all-Nepali 
teams fielded
by ICHSDP, with 
technical assiitanc from WHO and 
JSI.
 

iPnm_nj: A si:zoable number ofthe capability of MOH personnel have
judging whether 
programs 
are functioning
tively or not, effec­and what might 
be done to improve 
them However,
these trained and e:tperlenced personnel ire 
froquently 
1) over..
burdened 
by many routine adminitrtivtv takt;, rid 2)
many options for 
 aw rae thatimproving servica5 jre not icasible due tomultipla constraints 
In the gy-tem 
 The besit example of the
capability for 
program evaluation 
i, 'he excollent 
'ntornal
as essment of the National 
Malaria 
program conductrid annuaily by

NMEO
 

health fac:_l 3
_ c iess i .
ra9 wa_ ehouries 

_enA . jL.j_ rl . h ­ of a it
l 2
 
..... 
 ---- h iL2_.t ..
 

qtatui. At the 
has 

formal isquast of AID/Nop; I, JSIno involvement 
in construction -ctivities.
 

Comment -­

a. HEALTH PLANNING UNIT FUNCTIONINC EFFECTIVELY. 

InAISIAI_ j tv mO'LLl 2 _ Z _ a 
.. .... .o oforZL.L. s ,: .ov'ze._r=l .._nLD Q ga ram on ,. n_oLt I---

Stat 9s The ChiaofT -, "-1SDP and th t other
jects and services meet pro­
every tour 
month"s 
w th the HPD to review
progress against 
indicators 
 Dlhrin the 
0135 Grant period,dite, 8 additional administrative 

to
 
di5 ri-.ts wcro t r insferred
ICHSOP (i n July 1933) to


A rev ew .) f tlit p;'obIem. and p:ogress inintegt at ion was condiucted in t e a 1 o ,1f f 1 5 83 t h e Ma na r mentRev i ew cf Integrated Health Services A Nat ional tIorkshop ofHealth Personnel to review the progre,i f tLntegration was held,under W( sponsorship, in 1982, anoth ,;- to focuti on managementan.ilysis at district 
lave,, is to be held in August 198, undorAiD/Nepal sponsorship 
 Tho Health II,,nn ic; livip:on in 1983 set
up A system of indicator. 
to mortitor thoE msi,r prog ans the
in
MOH. It "s curr3ntly updating progr 
5,i,i.(ainut targets 
every
four months with 
aid of a 
computer progrirn 
dsigned, with JBI
assistance, 
 its now turiciori
for 
3 l microcomputer 
 At the end of
 



NFY 1983/84, 
the HPD conducted 
an unprecedented

of the five-day review
proposed programs 
and budgets of 
all services 
and projects
in the form of a plenary of Chiefs, 
their deputies and 
key staff.
 

.J me1n : Progress 
in terms of additional
tricts dis­being integrated 
has been slow due 
to the reasons
tioned above. men-
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 excellent 
for malaria control 
because
the wall dev.aed of
and implemented 
annual internal assessment
malaria performed by 
NMEO with the collaboration of 
of
 

ICHSDP, It
is good and improving for 
family planning because 
of the
workshop of FPO's-HI's-FPAN officers 
annual
 

that looks closely at per­formance 
of sterilizations 
in all districts, 
and is beginning to
monitir temporary methoda of 
contracption and, 
from 198q,
au at.otof maternal 
and child care. This
:'g Division will 
year, the Health Plan­have an increased 
role in this process, Prior
in !V84, coordination 
of the immuniZatLon program was
;,7.1 not forma­between 
the 
Expanded Immuniration Program and 
ICHSDP, but
taks place sporadically 
and informally between 
the officers
both agencies, with of
 

some input from 
the HPD. Tuberculosis and
Leprosy control 
programs 
in the past have no. been well 
coordi­nated with 
ICHSDP, 
due to insufficient 
manpower 
in ICHSDP
 

The role of the 
Health Planning

either of 

Unit in monitoring progress
programs 
or overall integration 
was minimal 
before
1983 With tht 
increased 
staff, 
budget, computerized 
program­tracking capacity, mandato 
and credibility 
of the Health Planning
Division, however, 
it should 
be able to accomplish effective
monitoring 
of programs 
and progress 
of overall integration during

I984/1 1985.
 

Mid-term (Mil Plan) 
Review, Aestned An
imRI mqnted
 

5tAL _
L: The Managament
Heal th Services was Review of Integrated
conducted 
in 1983 
wi th co l.iboration
HPD In the ot the
same year, the 
Health Planning 
Diviuion initiated,
and is now completing, 
a management 
s.Irvey uf 9anitation
infection and
control in hospitals 
 In 1982 
the Health Planning Unit
designed a 
form to assess progresi and management problerns
seventeen projects in the
and units of 
 ths MOH that reported to the
National 
Planning Commission through 
the HFU 
 The mid-term
healLth review of 
the 1980-85 
Five-Year Health Plan was 
conducted
in 1983184 
by the MOH, 
and did not involve a m'.jor 
national
 
ourvey as 
did ths 1979 Mid-Term Review
 

S Planningiman gment 
surveys of
in the paot have bcn sseignd And mtnagad mostly 
the HPU
 

advisors by foreign
due to HPU's limi ted staff, :apaci ty, 
 and resourcas
Thiv has hindered their use 
for improvement 
of policy and admin­

6 



Istrative decisions. 
 Current development 
of manpower 
and techni..
cal capacity of 
the HPD, and 
Its increasing collaboration with
other 
units and projects 
in the MOH, encourages hope 
that it may
in the next several years 
have Nepali staff able 

such 	

to design and
implement 
 studies. 
 The just-completed Five-Year 
Plan Re­view, which 
did not utilize 
outside assistance, 
is a 
first maior
 
step in 
this direction.
 

Indicator 
3. 1ea I etah._LS 
 Inp2 u t to t(ivheyepr) 

_-in prepared. 

'tatf The HPD has provided input
National 	 to the
Planning Commission 
in development 
of the health sector
polic' guidelines 
for development 
of the 7th Plan, and will
provide continuing assigtance 
in development

This 	

of the plan itself.
processi will 
extend through much of the coming year
HPO 	 Theis also revising 
the Long Term (15 
 year) Health Plan, with

as1Iztance 
o f WHO and JSI. 

Comm .entJThe capa-ity to provide such 
assistance
did not exist prior to the 
just-completed Nepali 
fiscal year
The past six months 
have seen 
the HPD 
assumo 
its proper role in
the annual, five-year, 
and long-term planning 
processes.
 

inAicato_r _ RrenYAL ized PLa--ino and admini tratton2sq._Lv. _qntin all rated dLstricts 

StatL.g. 
 The role. of district 
Heal th Inspectors,
Family Planning Officers, and 
officers 
of the 
other vertical
projects 
in decentralized 
pl.inraing is sti I being defijieddistricts have 	 All
sanctioned 
posts for 
such officers, 
hence
adinistrative 	 the
structure 
necessary 
for such decentralization has
been created. 
 A 	sizeablo 
amount 
of routine 
administration 
is
handled directly by 
these 
diSt1ict offic,2rs Regional halth
offices 
are scheduled 
for a slow phase 
in from 198,185
 

Commv.nt How to implenent the Decentrali zation
been under 	 Act
has 	 debate nationally 
for a year, and procedures
still not 	 are
formalized, 
 The respective 
roles 
of these officers
together with 
the Civil 5urgeonz and Senior Medical 
Officers
the DHS Is 	 of*
under active discussion 
but remainrs 
to be clarified.
Although the 
HPD is an active 
par ic:pant 
in these discussions,
only higher authorities 
can finaliz;. the 
respective 
roles of the
 
several 
units.
 

IndIca o- .D so0 	 se .o eii_ & 1s vLy f i I d 
._.pe.P7 a tJiona l ,.studies nerformed unde rHPE is. !ervl sion and manaqement
 

u No such surveys 
or utudies 
have been
performed 
under HPU 
supervision 
ind management 
from 1960-84
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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 
(IndiCator)
 

Status: 
 Details of
various units 	 training activities
of 	the Ministry of Health 
for the
 

are appended
report. 	 to this
In summary, 
since Nepali Fiscal 
Year
the following 	 2037/38 (1980/81),
in-country 
new and refresher 
training
provided for 	 has been
field staff 
of 	the various units
 

Initial 
 Refresher
 
Training 
 Training
 

FP/MCH 
 2,061 
 2,174
 

ICHSDP 
 1,233 
 545
 

NMEO 

144 
 380
 

Leprosy Project 
 2,467
 
(Combined)
 

TB 	Control Project
 
(Combined) 


672
 

EPI 

610
 

(Combined)
 

Health Education 

774
 

(Combined)
 

Comment 
 The target
been exceeded. Effort 	
for new workers trained has
is still required, however,
the quality and 	 in improving
content 
of 	training 
in several 
areas,
ensuring consistency between the 	

and in
 
types of 
training provided
field workers 	 to
in different 
units who have 
similar 
field
 

responsibilities.
 

B. ROUTINE REFRESHER TRAINING 
PROGRAM FOR ALL FIELD STAFF
INSTITUTIONALIZED 
(1ndicato[) 

-ta.Lijz: Aa indicated bytraining statistics, refresher 	 the attached in-country
training

training program of 	

is a regular part of th*
all units of 
the Ministry. 
This indicator
 
has been met.
 

gjZIK/: 
 It is still necessary, 
however, 
to
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increase 
the flexibility and 
responsiveness of
training courses the refresher
of the various units
allow such of the MOH,
courses to in order to
be more responsive
needs of to the individualized
staff receiving 
the refresher 
training.
particularly difficult This is
in light 
of the weak communications
channels between 
the field 
and Kathmandu
 
C. 
 TRAINING 
PROCESS EFFECTIVELY PLANNED, SUPPORTED, AND
IMPLEMENTED 
(Indlcato_.)
 

Zit_±iW :
the Training cells
Ministry of
of the various units of
Health now routinely
plans prepare annual
and schedules. training
Copies

training units 

of the current plans for the
are attached. various
While changes
the year progresses in those schedules
are inevitable, training 
as
 

meet their cells
training in general
targets. 
 In terms
effort of supp,rt,
suffers from the the training

budget delays
difficulties 

same 
and administrative
 as other activities of 
the Ministry.
 

QOmme-In_:and frequent There is still
collaboration a need
among the for more effective
various
has training
attempted cells.
to foster 3Sl
such collaboration
assistance activities, in its technical
and AID/Nepal 
support
also furthered under the Grant
this effort. has
For example,
effort 
for logistics the current training
staff 
will 
include 
trainers
from various vertical projects, (and trainees)

in addition 
to regular 
DHS staff.
 

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

-i 
 ' There
list of Is not a
basic health standardized
educatiol materials "recommended,,
 
or for either health posts
village health workers, 
so this 
indicator
as written, cannot
Significant be measured
 progress

over in this regard has
the past several been seen
years: 
 audio
projectors, visual equipment,
film strips, slides, more 

slide
 
and
ials such as basic training mater­charts and markers, pads, pencils,
been distributed and and so forth have
set up at regional 
traipsing
has assisted with centers.
significant JSI
revicions
training manuals to various 
field
(PHHW, Hospital worker

Sanitation, Financial
ment, Logistics) Manage­in coordination with AID/Nepal
agencies. 
 and other
Training materials donor
produced by
UNICEF Nepali other
version of donors (e.9
"Where There
distributed Is No Doctor")
to training have been
centers and 
health posts and
to the from there
field workers 
themselves.
 

Q2.Ta
still : Considerable effort
required. 
The current in this
collaboration between 
area is
training 
cells of the MOH, JSX, 

the various
 
and
assistance personnel other donor 
technical
Is effective. 
 Important
better collaboration with 

at this stage is
agencies outside
enample, of
coordination of the MOH. for
the Institute
training materials with 
of Medicine curriculum and
the MOH 
job descriptions 
and training
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efforts for 
its field workers. 
 As a "recommended" 
list of
health education materials would 
change continuously, this

indicator needs 
to be rewritten in a measurable 
form.
 

E. 75% OF PARTICIPANTS (U.S. AND THIRD COUNTRY TRAINEE)
 
ASSIGNED (Indicator)
 

5tatus: Of fifteen 
long-term U.S. participants t,
be trained under 
the Grant through JSI, 
all have been placed In
U.S. 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. Of the eighteen

short-trm U.S. 
training slots, fifteen had been 
used as of June,
and tenative assignments had 
been made for the remaining three.
It is expected 
that this activity 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.
 

Comment: This activity is ahead of 
schedule. By
the fall of this year, no out-of-country training slots will
remain, except 
for approximately thirteen slots 
for third-countto
 
training.
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IV. HIALI =.iQ FAMILy PLANNING S 
 DELIVERED EFFECTIVELY
 

A. FAMILY PLANNING TARGETS
 

IndictS or 1.._ q , onLntaq q " . p r 
contr&cep I mthodsie 


SLatus:

statistics for 1983/84 

Temporary contraceptive method service
are not yet 
available. 
 While the
meaning of exact
this indicator 
is not clear,

demonstrate the 

the intent is clearly to
success 
of the program in promoting the use
temporary contraceptive methods by 
of
 

measure 
 a sizable population. As
of such success, the following attempts 
one
 

to calculate
total couple-years of protection afforded during 
the
 

different temporary methods. This 
1983 by all the
 

resultant approximate
current protection in 1983 total

from all forms of temporary contracep­tion promoted during 
the Project period


pills, condoms, and 
Is based on the reported
foaming 
tablets dispensed 
that year, on the
number of 
women protected that year 
by Depoptovera, and 
on the
women under protection 
from IUD's inserted during 
1980-83.
 

FPIMCH 
 ICHSOP 
 FPAN 
 CRS TOTAL
 
Couple-years 
of 35,600 'i,319 3,Z40 
 8,112 52,471
protection (CYP) by

oral contraceptives
 

CYP by condoms 
 38,412 
 7,207 14,650 26,212 
 86,481
 
CYP by foaming 
 -tabl ets-- ­ 1618 1,618
 , 8 1 6 
8
 

Women protected by 
 4,939 

- 4,939


Depoprovera
 

IUD acceptors 
 4,065 
 - 324 
 - 4,389
('80-83)
 

TOTAL COUPLE 
 83,016 12,726 
 18,214 35,942 
 149,898

YEARS OF
 
PROTECTION
 

In the first three 
years of 
the IRH/FP Project,
acceptors of over 700,000
temporary methods were 
reported by
services. the several
Continuation 
rates of pills and 
condoms
be are known to
very low in 
Nepal Implied 
one-year continuation rates
1981 were estimated by IBRD to be: 16% for 
in
 

pills, 
3% for condoms,
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34% for IUD's, and 
39% for Depoprovera. However, 
a continuation
study done by the 
FP/MCH Evaluation Division 
in 1973/74 showed
the following one-year 
continuation rates, 
according
Deputy to the
Chief of FP/MCH: 
 36% for pills, 
66% for IUD's, and 80-90%
for Depoprovera. 
 The table above shows 
that, during 1983, the
maximum total couple-years protection 
for all temporary methods
rose to about 150,000. This 
is a considerable 
(300%) rise from
the estimation ziade 
by 
IBRD of the number 
of couples protected by
temporary methods 
in 1981, which was 
less than 50,000.
 

;.0mment: 
 Between

siderable 1980 and 1984 there was
rise in the distribution of 

a con­
tempc-rary contraceptive
methods. Their 
impact on fertility 
is still quife limited due
high diucontinuation to
 

rates. Many person-hours 
are required to
promote them. It has 
been estimated that 
temporary methods ac­count for 50% of 
program eapenditures in >epal, but that they
account for 
only 30% of births prevented 
 It is not known what
the additional 
cost would 
be in this environment 
to double thsie
continuation 
rates. Of 
course, temporary methods 
require con­tinued promotion for 
younger couples who wish 
to space their
 
pregnancies.
 

The return in births prevented, however, 
is considerably
greater 
for additional expenditures 
on 
vo]untary sterilization at
the current ages 
and parities of 
VSC accept:ors. 
 The most pro­mising temporary method 

sion, good 

in terms of potential for rapid expan­acceptance 
In the rural population and 
good protection
against pregnancy, is Depoprovera. 
 This would require a reinfor­ced medical referral 
backup, however, 
if th,: occasional complica­tions are not 
*o be m4ehandled. 
 If such.backup is 
established
through the 
Family Planning Service Centers built 
under the
IRH/FPS Grant, 
then it is likely to be 
po- 5ible to regain credi­bility and increased acceptance of 
the IUD.
 

.Ln tor ,30,00p .L contrag tivA
1 voluntary sutcj 
2Lr c dIL * ttLLLLed oll± in.LI i D lan 

: During 1980-84 there 
were 164,180 volun­tary surgical contraceptions performed 
in Nepal. Total 
steril ­zations have expanded rapidly 
in each 

48%, 34%, 47%, and 

of the past four years (by

46%). In 1983184 a surprisingly high 
 65,773
were done. If the same 
number were performed in 1984/85,
plan period total to the


date would be almost 
exactly 230,000. How­ever, although 
tle national 
target for 1984/85 is formally set
65,000, at
current discusgioni 
are being held regarding the
sibility of raising 
pos­

the target to 100,000. If 
this were
achieved, the 
1980-8 total would be 
264,160.
 

Comq±nt: Zince 
budget for the high
'84/85, which was target of
based 
on further augmentation of 
the unexpect­edly high VSC performance 
of the past three years, is not cur-,'
rently available, 
it is likely that the 
indicator will 
be met bU
 
not exceeded.
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B. 
 MALARIA ANNUAL 	PARASITE INCIDENCE (API) 
IS 1.0 PER
 
1,000 OR LESS (-)
 

-St.tu : 
 The total API in
ICHSDP dropped from 1.6 in 	
districts controlled by
1981 to 1.00 
in 1983. In
hyperendemic 	 the more
 areas controlled by NMEO the 
total
slightly over 2, varying from 2.02 	

API was held to
 
in 1981, 
to 2.44 in 1982, to
 

2.17 	in 1983.
 

;.1am..l 

delivery 	

: These results were obtained despite
to Nepal 	 non­in 1983 of malathion ordered by NMEO, 
and a
sharp fall-off 	in anti-malaria control 
actxi ty, especially
spraying, 
in the 8 additional 
districts 
that passed
ICHSDP control 	 from NMEO to
on 6 July 1983. The latter was 
due to poor coor­dination, preparation and management of districts abruptly integ­rated 
for malaria. 
 In the 
face of these set-backs, the sur­pisingly favorable outcome 
in terms of total APT's 
is due, in
part, 
to both drought 
and then prolonged, larvicidal 
rains, and
also to Increased emphasis 
on detection and 
treatment 
of cases.
 

These total 
APT's, however, 
mask the alarming Increase 
in
Flasmoli 
 um =lc.1L 
 a-r malaria, 
the killer
resistance 	 form that develops
to the cheaper 	anti-malarial 
drugs.

1983, Z_ talctoarum indigenous 	

From 1981 to
 
cases in 
NMEO areas 
rose almost
seven-fold, while 
imported 
cases rose 2.5 
times.
 

Collaboration between 
ICHSDP and NMEO has 
increased
1980. 	 since
Specific mechanisms 
for consultation between 
are 	 the services
being worked out, 
e.g. the reqommendation, 
submitted 
at the 6
July 1984 
Malaria Board meeting, that provides 
for automatic
consultation 
between 
the NMEO Regional Office 
and the district
when his reported XBER 	 HI
falls below a pre-agreed minimum perfor­mance level 
for that integrated district.
 

The major problems 
for malaria control in 1984/85 will
the exhaustion 	of be 1)
the last supplies of DDT, 
the least toxic
least expensive 	 and

of the effective Insecticides, 2)
budgetary support 	 the lack of
for insecticide beyond 1985, 
and 3) lack of 	an
adequate 
unit to mount a strong field research program to
alternative and 	 test
cheaper approaches 
to vector control 
and treat­ment of resistant 
cases. Another problem 


priority accorded to 	
is the relatively low
political 


the control of malaria, perhaps
because 
no dramatic 
malaria epidemic crisis has 
occurred
recent years, 	 in
and because 
the services have 
been successful
maintaining reasonably 	 in

low prevalence levels of 
malaria 
may put 
the expensive gains 	

This
 
of the malaria 	control 
program in
 

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. SOL).
 

Status: There are no 
reliable nation-wide figures

for the coverage of childhood 
diarrheas with oral rehydration
 
therapy. 
 In the ORT KAP iurvey conducted by ICHSDP in Pokhara in
 
1981 ORT had been proparod 
in less than 5% of households. Sever­
al 
experts working in trio control of diarrheal diseases guess

that the national use of ORT for severe 
diarrheas in the home is
 
surely less than 15%, 
and probably liss than 5%. 
 Of childhood
 
diarrheas presented for treatment 
in HMG health facilities, how­
ever, probably more than 30% currently receive education and
 
instruction in 
the use of ORT. In 1983/84 ICHSDP received reports

of 269,146 "persons taught" ORT in 
an area with a 0-5 age popula­
tion of about 700,000, this might be optimistically construed 
to
 
indicite that of
38% children had 
parents who were instructed in
 
ORT. However, there is not any necessary connection between this
 
report on the 
number of persons "educated", with the number of
 
children treated for diarrhea, or with the number who had "podia­
tric diarrhea" 
and were thus in need of education. In the FP/NCH
 
program, FPO's 
report monthly numbers under "rehydration"; this,
 
too In vagualy defined, and not routinely totalled 
by the FP/MCH

statistical 
service. In Gorkha district, for example, 3,002

"rehydrations" were reported in 1983/84 in 
a population with
 
about 40,000 children 0-5 years old. Assuming an average of one
 
dehydrating diarrhea per child 
per year, this would mean a cover­
age of roughly 7%.
 

. fmment: Despite active 
radio promotion of ORT
and large numbers 
of workars in all districts armed with assign­
ments, job descriptions, and training for ORT outreach 
(i.e.

1,800 PBHW's in 52 districts, 2,800 CHL's 
in 13 districts, and
 
4,000+ VHW's, AHW's, 
ANM's in 26 districts) the Impact on popula­
tion knowledge, attitudes and 
practices regarding ORT In diarrhea
 
remains minimal. Outreach work 
for ORT by front-line health
 
workers, although "part 
of the program", has received short
 
shrift, in 1983/84, in response to the apparent need to revita­
lize this life-saving program, 
a number of new tnitiativeo were
 
launched: ICHSDP, supported by WHO, 
launched a national 
program
 
for control of diarrheal diseases, starting the training 
of
 
physicians and other service providers from the top down;
 
FPIMCH, with the assiitance of JSI, examined 
the ORT performance

of its PBH4's and devnlnped a strategy for improving it, the
 
Commercial Retail Sales Ltd. organization began the commercial
 
marketing of OHS packets; field studies were 
done to determine
 
the most effective. safe ways to Instruct mothers for "pinch and
 
"coop" home ;reparation of sugar-salt ORS; 
and FP/MCH, with UNFPA
 
help, tackled the problem of developing a 
National Strategy for
 
MCH with appropriate emphasis 
on ORT. Hence, although ORT use in
 
the population 
remains very low, promising Initatives for improv­
ing it and for improving ORT services within 
the exisiting MOH
 
infrastructure were begun 
in the last 1 1/2 years. Through the
 
IRH/FPS Grant, effective consultation on improvement 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 . 9_.
40% preanant women receiving iron and
 
folic Acid treattmnent in t or
 
FPtMCH covered districts.
 

1tatus: This information 
is not reported for
ICHSDP districts. "Anemia" is reported 
from FP/MCH districts,

but these statistics 
are only vaguely defined 
and have not been

routinely totalled. According 
to the FP/NCH Supply Division,

approximately 3,000,000 tablets (ferrous sulphate 200 
mg plus

folic ar.id 
B.P. 80, 0.25 mg) have been distributed from the

central supply depot to the 
250 family planning clinics during
each 
of the last several years. Assuming the usual 
perscrintion

of 28 tablets to each pregnant woman, this would represent ap­
prouimately 100,000 
women 
covered. In the PBHW evaluation of

1981, only 11% of 
PBHW's actually had Iron tablets in their kits,
 
a shortcoming which has 
probably not improved.
 

Comment: Since 
both malnutrition and 
anemia are
widespread 
in rural Nepal, greater attention should be given to

providing this service. 
 These blood building fortifiers are
 
Qurrently provided 
in the health posts and hospitals, but are not

being as widely distributed by front-line health workers (i.e. the
 
PSH-W, CHL, VHW, ANM, AHW), as they might 
be.
 

Lndicator L I&0 9_L w-oma n I& t- LSLreLqvvn L 
s tetanus immuni:a ions in
 

]I-tocrated 2-L 
FP/MCH covered distrij
 

Stattil: In '83-8q, 
the approximately 
one million

woTeon of reproductive ag2 
(in a population of 5,034,000 in the

integrated services 
districts) received 
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 achievement in
 tetanus toxoid 2 had 
progressed from 8,885 in 
80/81 and 67,324 in
81/82. In Expanded Immunization Prcgram districts the 82/83

tetanus toxoid 2 totalled 
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 been close to 0%
 

Comment: Current 
rates of tetanus immunization of
women of reproductive age 
fall far short of targets, but covorage

and volume of is
service increasing. 
 In 1984/85 increased colla­
boration between EIP 
and ICHSDP has been planned. Also, FP/MCH

has reached an accord with EIP 
to provide tetanus toxoid 
in about
 
twenty of its districts starting 
in 1904/85.
 

2q
 



E. TUBERCULOSIS AND 
LEPROSY 
 410% OF THE ESTIMATED ACTIVE
CASES DETECTED 
AND UNDER A:TIVE TREATMENT AND FOLLOW-Up IN
INT CRAT : DI ST. ICTS (1 i.ndciito ) 

Status 1.i 8J/8q the number of active casestreattvd in inteqrated 
di-t ricts 
was 7,764 for tuberculosis 
 Due
to the loint effort of 
Loprosy Pro.,ect and ICHSDP statf,active 3,875
cise:s of leprosy we :e under treatment. Assuming an annual
incidence of 9 me,.ar posi tive of tuberculosis ot ?,061 
new cas .ti
and a prevalenze of 13,321 persons with 
, 

active TO 
in ICHSDPareas, 42% 
 of active cases 
would have 
been under treatment last
year, as reporte1 
 Asiiming L prevalence of about 35, 240 
cages
of !eprosy in th, "nt gta t driareas, about 11% were tinder tre &t­
meerit 

Com e_n.nt In IC HSDP districts, i t appears tha tgreater progress 
has been jchieved for conttel 
of tuberculosis
than for leprosy 
 in tact, 
 ICHSDP management 
of both these
service component i.; hmpered by Insufficiency 
of technically
compete nt central 
itaff 
to oversee 
them there is only
senior publ i c . h -rimiri :. t rat or to 
one 

cover malaria, control cf
diarrheil 
and oths! coramuntc.le diseases, immunirations,
culosis and Iep~osy tuber-
These prevalent, ubiquitous, disabling andlethal di seas;.; thus z.annoI r&e a ve the organizational 
at tentthey merit. Analysiz ion

it the role ot the control of th ese diseasesin the development 
oi prL'Zary health 
care under ICHSDP is com­p Ie , )ut it i!; , ,,anaI ,d it the J.3I r eport for 11MG, "Tuber'uIo s
and Leprosy Se.'vices :n Integrated Districts", prepared by

Andrew Ca5seli in J,;ly 1983. 

Dr
 

F KEY PEDIATRIC I:MIUNIZATIONS
 

Indicator _. In q8 a[, ttee ­d S QLcts, 0.% .f._h hL_ 
d rea -. __e ive OF , i _e ga.C -
jIrn.L.ALtJonj onl J-

q 
de U Ii.qd b 

Status. 
 In ICHSDP districts 
in 1983184 the
following immunizat,ons were 
given to children under
age : one year of 

DPT 1,--79 , 1 
 CG--99, 80

DPT 2---V 5 ,Y/q);EASLES--?,950 


(only in disrict
OFT 3---2 , ;7 
 centers, ages 
9-35 mornths) 

Assuming a crudi, b r tI rate of 4211000 population and and infant
mortality rAte o . 120 death/l000 liviebirths, appro~timately190,300 children aqed )-I v!Ar . rcet.ived them immunizat ions.Hence q2% recti/ ,j a ifirs I)PT, and l4% completed the OPT seri,s.BCC was rece ved by 12'; in fhe first year of life, while the
costly ind frsgile tnisle ; vc,.-ine 
was made available 
to ls.9
than 5 % o f n 1 P - t . d y o un :: c h I d r en 
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.,oMrJL*_;_: 
 Problems of
maintenance refrigerator

have hampered and cold chain
ICHSDP, 
and there
central has been inadequate
staff 
to manage 
the district 
effort 
for immunization.
When districts 
have be n taken by ICHSDP
frequentiy from EIP there has
bean a 
rupture 
in the resumption
Increased of Lmmuni:at ions.
collaboration planned 
between 
EIP and
hopefully will ICHSDF in '84/85
upgrade 
achievement 
irL pediatricICHSDP immunization.
recently 
communicated 
immunization 
target5
tricts to for its dis-
ElP for 
the first 
time. Measleg
killer of is a feared major
children 
in Nepal, many of


malnutrition; whom are made fragile by
extension of 
measjles immunization would
ly lower effective­infant mortality. The 
definition 
of populations
tect target­for immunization 
in Nepal has 
(sensibly)
project paper was 'hanqed since the
wri t ten. from '77-80
'81-82 it 

it ,.:s < 5 years, then inbecame 
< 15 months, and since 82/83for OPT, and ha! been < I yearat birth 
for BCG. 
 For maasles 
it is 9-35 months
 

Indicator L _ .0 _ . ered di t ri '..t.s ,d_. _. 30% o.f chI Ic e ive PT an.nd hiC_l.
la,_e 
L mm_.n.n a o nt . 

.Status: 
 In 11 
 of the 5Z FI'/NiC;
cijble immunization work has 
districts appre­been carried

these out by ! F/MCIf InI[ districts, with 
a 1981 population

following total of 3, t2, >13, the
immunizations 
were q:ven
18,637, in 1983,'5"old • DPTl --DPT" (DPT2 + 0P73 - 3,H38351,less than 12% of 0-1 

-- 18,216 Thus,year olds 
received 
complete
tions, OPT immuniza­and about 
14% o f newborn 
got 13CG last yeac
in the 21% of from FP/MCH
its d i s t r c t s wh o r e 1 umvn1- i z .. iIn the o n s e r providedII 
 other d1strict s, FPi C. erverage wa, ciose to 0% forboth 
UPT and BCG.
 

. mmp 
 t In mo t FP/.MN- diare given either t i:ts immunizationsby EIP or scarcely

with EIP for 

at all. FP/rCH negotiates:fMited '5upplias ot va ccine, andni-tt ions has provided tmmu­few thi largnr clinic;,
through a of 

out rtich effort in th Q 
but not through ancommunity FPIMCHEIP to has renegotiated withobtain lrger 
amounts 
of vaccine 


'ias planned for 98q/135, Lowever, andto increase 
considerably 
the areas 
covered 
and the
number 
of immunizations,
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APPENDIX G
 

DRAFT
 

Section I: 
 Su-mary of Project 1980-34
 

The Intec;ratt:J Iural 
 Health/Famil 
Planning Services 
(IRH/FPS!, Proect was desictned to assist the Government of 
Nepal (G i:-,)i:proviI<c qeneral health and reducing 
fertility rates 
chrot:q iout Nepal, hut especially among the 

rural 
 .. Arurpose 
 of ths pr-ject is toimprove the m(.n .:)et of health delivery systems and to
 
expand the 
delive' 
 o: rural health and family planning
 

services throuhcn', Nezp.a].
 

The GON's goal, as stated in Nepal's Long Term Health 
Plan, wa2 
to comli..-ie by 1985 all rural health services into 
a system - ir)fte r:ted maIaeeTer , with deployment of multi­
purpose village .evel. health workers. 'This goal was
 
identified 
 be cause, des i to, the achievements of each of the 
fivw. sing e prpo.r.e ,r 
ic-ra ) programs ([epal Malaria Eradica­
tion ,hganizatien I'MEO) : Tuberculosis Control Project;
 
Lepro', Con-rl "ro ect: 
Expanded Program in Immunizaticn
 
(EPI); Fami ly ?1a::ingiternaj and Child Health (FP/MCH)J 
the rulti!:licL'-,,v ve : ticai projects has also had dysfunc­

tional ef .-- h .1ricljde duplication of efforts within 
the same .eogr-:h area:; ind the waste cf scarce management 
resources caused by the slmultaneous operation of several 
administr-tive structures on frequently similar tasks. 
 Nepal
 
saw an integrate'd health/family plannir:: 
system as 
the most
 



cost 	effective way 
to serve the people's needs. 
 This 	integrated
 
system was 
based on 
the premise that a multi-purpcse wovker
 
supported by one 
organizational structure will be 
more 	cost
 
effective 
than a series of uni-purpose "r:rkers attacking
 

single problems and supported b}y separate orgjanizations. Hence,
 
after integjration, the 	 functions, staff .i:-,j 	 resou:.-ces of the
 
presently relatively autonomous 
 vertical pFrojec woulds be 
absorbed by a 	 larger ering admni.'-trtiv 
Structure in a 
series of gradual steps. 
 This project c)nsidered an obtainable
 
objective for 1985 
(project comuletion) to be the integration
 
of ongoing health and 
 family plnning activities under one 
administrative/mana-ernerit organizati(-on in 18 of Nepal's 75 

districts.
 

In cooperation with othar interna.tional donors, this project
 
aimed to provide 
 technical assistance, participant training,
 
cor.,Ioditic:s, 
construction assistance ind local cost support to 
the Ministry of Health in 
the following 
four 	key areas:
 

1. 	 Manaqement andPlannnq
 

- Provision of 
technical assi:.tance (2 2 2
-person months of 
long term and 3 4 -person months of short 
turrm assistance); 

- Local cost suppc 
'* to strengthen the Health Planning 

Division (HPD; of the MOH;
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- Participant training (15 long 	term and 18 
short term
 
in the United States, plus 
80 short term in Asia,
 
plus 20 long term and 75 
short 
term in India); 

- Special field operations studies.
 

2. 	 Rural Health Services
 

- Strencjthened central offices and expansion of the
 
ICHSDP project from 13 partially integrated 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 regional warehouses;
 

Support to 
improve the 
"cold chain" capability for an
 

expanded immunizaltion 
program;
 

Local cost support 
for training and administration of
 

rural facilities and Village Health Workers.
 

3. 	 Family Pannnq 
Services
 

- Local 
cost 	f3upport 
to FP/MCH activities, including
 
Panchayat-Based Health Workers 
(PBHW) and Voluntary
 
Surgical Contraception (VSC) - both hospital and
 

camp 	based;
 

\(V 
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Expansion of improved family planning services to 
all
 
75 
districts of Nepal through both the ittegrated and
 

non-integrated service programs;
 

Continued commodity support through centrally­

procured temporary contraceptives as well as 
some
 

medical equipment support. 

4. 	 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-integrated districts.
 

It was anticipated 
that the major outputs as suwmrarized
 

in Table I, would indicate improved managemrent and expanded
 

delivery of rural health and family planni-ng services.
 



Desired Outputs 


1. 	 integrated 

planning and 


S management of 

effective 

services, 


TABLE I - Project Targets and Accomplishnents
 

i Major Output
 
Indicator 
 M!ajor Achievements
 

Ia. 4 districts 
 !a. 
There are currently six fufly integrated
i 	 tinder districts, and 
an ad~ftTonl
integrated 	 twenty
districts 
are 	partially integerated, (i.e.
management their service delivery systems do not yet
system. 
 include all compoiienls of i-P/MCI,
Ir rwuijzrti , malaria cntro!, leprosy and
TB detection and 	 treatrnent activities) 

.b. 	 20U additional 
:b. 
 To date, 744 health posts ,aveintegrated 	 Leen
established, of which 450
health posts 	 are integrated;
99 additional health posts have been
established 
 approved and are 
in uhe process *)f being
diring project established.
 

period for 
a
 
* 	 total of 800
 

health posts. 
 I 
C. 	Adequate and 
 ;C. 	 Supervisory systems and personnel have
timely staff 
 ' 	 been sanctioned and assigned to most
and 	budqet 
 central, district and health post levels
allocations to
districts, 	 in all inteqrated districts, although
vacancies and absenteeism due 
to
 

transfers and special 
leave status
result in perhaps 20-45% 
of supervisory
posts being unmanned. District Public
i Health Offices have been created and

Health Inspectors have been assigned to
 
all 
48 districts designated for integra­tion 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)
 

Desired OUtputs 

_ _ 

ld. 


* 


:e. 


-
Indicator
 

Planning and 

management 

control 

effectively 

decentralized 

to districts 

due to HPD 

assistance.
 

Effective 

progran. 
evaluation 

capability. 


Major Achievements 

Id. 	Planning and Management Control effec­
tively renains centralized. Through a 
serie6 of project sponsored workshops, 
district planning for management of 
sterilization camps has been strengthened
and district officer's planning/manage­
ment 	skills have been expanded.
 

e. Capability to monitor and evaluate
 
program progress and achievements exists 
within the MO!, although it varies among
 
divisions. Indicators and formats for
 
evaluation of the progress and effective­
ness 	 of each MOI program were developed 
in 1981. Each project meets periodically
 
with the flealth Planning Division (IIPD) 
to review progres:; against. indicators and 
reports are prepared by each project 
every four months. The internal assess­
ment 	 cf the National Malaria program 
wlhich is conducted annuall is a good 
example of the canability which exists 
within the MOH for program evaluation. 



TABLE I (cont'd... 3)
 

Desired Outputs 


2. 	Health a. 


Planning : 

Division (HPD)
functioning I 

effectively. 


b. 


Major Output
 
Inicto 


Construction 
completed on 
12 new rural 
health 
facilities, 

reqional 

warehouses, 


and the

r-ehabil!itation
 
7of at !-east 
20 e 	isting


hea~ h Post. 

ffective 


monitoring of 

programs and
pi-ogress of
 
overall
 

integratinn.
 

Planning/ 

management 


surveys,

including Mid-

Term (Mid Plan) 

Review, 

designed and 

implemented, 


Majr Achievements
 

f. 	 Construction of three regional warehouses

is underway and scheduleJ for completion
in the spring of 
1985. in addition two

health centers and 7 health posts are

under construction; 
and 	an additional
 
health ccnter 
and thlee more health 
posts are olanpn-c 

!a. 	John Snow Inc. (JSI), technical
 
assistance contractor is currently

providing assistance in this 
area.
 

b. 	A Management Review of integrated ealth
 
Services was conducted in 
1983 	with
 
collaboration of PD, the vertical
 
projects, and D11S. 
 The 	review recom­mended consolidation and strengthening of

efforts in already integrated districts
 
as well as deliberate and carefully

planned expansion. A recently carried
 



TABLE I (cont'd...4) 

o1
I~ ~Ma]OutputDesired Outputs Indicator 
 Major Achievements
 

* 

1c. 

Id. 

3. Management 

systems 
functioning 
effectively, 

a. 

Health Sector c. 

Input to the 

7th (five-

year) plan 

prepared, 


Disease- ;d.
specific 

surveys and 

f leld opera-
tional studies
 
per formed 
und k !!PD 
SUr0criVision ;ind 
Adequate a. 

supply of 

essential drugs 

available in 

at least 48 

districts, 


out management survey of Sanitation and

Infection Control in Hospitals in Nepal

provided recommendations 
and proposals

for improving environmental management
 
systems at various levels of health
 
focilities in Nepal.
 

HPD has provided input for health sectorpolicy guidelines for the Seventh Five-
Year Plan. In the past six months, the 
HPD has a.sumed a strengthened role in
 
both the annual and the long-term
 
pd1 inning process,
 

To date, no disease-specific surveys
nor field operational studies have been 
performed under HPD supervision and
 
management. 

The MOH has made some progress toward
 

ensuring adequate supplies of drugs

nation-wide, both through increases
 
in the drug budget and the provision of
 
"buffer stocks". It is still the case,

however, that drug supplies 
are not
 
adecuate and only a three to four month
 
supply is available each year. The MOH
has also formalized a streamlined list of
 



TABLE I (cont'd.. .5)
 

Outputsajor
[- ]Desired
"Indi Output
atorMajor

DeieIupt Achievements


Indicator
 

essential drugs for 
health posts which
will mean 
that larger quantities of
smaller number a
 
of effective drugs will
 

be available at health posts.

b. Unified methods jb. 
 Unifi,J ,_
1iods ,r *J';tujbuto,
of distribu- Storage,
use, r:p,-rLtin~j and re-supp-,y of drugs are
ti0n, storage, 
 under dc'elopieiit for th(use, reports entire country.Procedures for operating five regional
and resupply 
 medical stores have been developed andof drugs 
 staff for these 
stores 
are currently
effectivelv being trained.
 

performed in
 
at least 48
 
districts.
 

c. Systems for 1c. Experiments in community purchase of 
 Alocal 
 drugs and first-aid items through the
reimbursement 
 Community Nealth Leader 
(C1iL) Program
for drugs and 
 began in 
1981. Results of this CHL
services being 
 program, along with those of NGO­tested. 
 sponsored health post level 
user
 
payment schemes, were assessed in 
a
Community/Local Cost Financing Workshop
 
held in 1984
4. Participation of
a. 50% 
 ia.
in Health districts with 
The concept of community participation
 

Services in health service delivery has been
integrated 
 established through the CHL program
established. 
 management have! 
 within 13 (50%) integrated and partially
functioning 
 integrated districts. 
 There are
 



TABLE i (cont'd... 6)
 

Desired OUtputS 


; 


b. 

C. 

I Ott 


community 

health 

services,
inc lud ing j' 
Village Health
 

Committees. 

anduI b. 

community level!

health programsi 

have effective 

supply, 

reporting 
 and 
su-pportive

supervision/ 

retraining 

linkages
 
es t abl ished. 

Adequate C. 

evaUat innTcIr1ismSTf :ct~, n ng and 

invol vi I'l 
vi-iage inputs : 

and Village 

Health 
Conni ttee.
 

Major Achievements
 

presently 2,600 Ward (vilage) HealthCommittees 
(WHC) that function primarily

to select and 
support the CIILs.
 

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 WiiCs have succeeded 
in mobilizing community effort to buildatrines or otherwise promote the healthof the couLmunity. CHLs receive onlysporadic training and supervision by
 
health post staff.
 

To date, 1,';C-produced andassessments 
evaliuations ho1ve not been forwardedcn iderati forby decisionhig(he r -1Cev21 I wit: , ICi->CO 

makers atTh or . 

1owever, ..- ii~ orfeedback from the 11011.the WklCs hasreceived attentic.n from dIcision 
makers through Peace Corps Volunteers
(PCVs) working with the CIIL program. 



TABLE I (cont'd...7) 

Desired Outputs 

15. Training and 
Health Educa-

tion needs met. 

Ia. 

Ma]or Output 
Indicator 
80% of Ministry a. 
of Health non--

academic para-
medical man-
power training 
recuirements 

mMajor Achievemets 
During the project period to date, 2,061 
health and family planning workers have 
received initi3 l training and Ln 
.dditicnai 2,174 have received refresher 
:raininrj. 

met (approxi­
ma:te~v 1,600 

new health and 
family planning 
workers 
trained). 

1b. Routine 
refresher 
training 

:b. Refresher training has become a regular
part of the training program in alldivisions of the MOll. 

program for all 
field staff 
institutiona­
lized. 

c. Training 
process 
effectively 

planned, 

c. Training cells of the various divisions
within the MO11 now routinely prepare
annual training plans and schedules. 

supported and 
implemented. 



T-A LE I (cont'd...8)
 

Y 
Desired Outputs 


Id. 


! 


je. 


6. Family Planninia. 
S6rvices 

delivered 

etfectively. 


haj r 	 Output 
Indicator 


:ealth posts 

and village 

health workers 

supplied with 


at least 50%

of recommended
 

basic health
 
education

materials.
 

75% of 

participants 

(U.S. and 

Third Country) 


trained 	and 

ssin e
d 


500,000 


continuing 

acceptors of 

temporary 

contraceptive 

method, 


Major Achievements
 

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

e. 
 All fifteen long-term US participal.ts to
be trained under the project 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 traininq in vari'.ous areas 
of 
program management in the US or- other
third countries, and ani 
aldd tional 76
part:icipa)3nts h.av.'e re-e ,i. longterm tral a,-, i 	 or short.rciQ thu India Traininc, 

a fur ohas ben a con:!urale rise in the 

distribution of temporary contraceptive
meth.ds durinj the proje period it isestimated that 
as of 1983, 149,898 couple
years of protection were 
being provided

by oral contrace)tives, condoms, foaming

tablets, Depo-prov:era 
(not AID funded)

and IUDs.
 

http:participal.ts


TABLE I (cont'd...9)
 

Desired Outputs 

b. 


7. health a.services 
deliveted 
Uffectively, 

b. 


Major Output 


Indicator 

230,000 

voluntary 

suryical 

contraceptive 

irocedures 


Carried out 

in pro]ect
 

Malaria Annual
Parasite 
Incidence (API) 
of 1.0 per 
1,000 or less. 


30% of all 


cases of 

pediatric

diarrhea in 

districts 

covered by 

Integrated or 

FP/MCH Project

services 

treated with
 

Oral Rehydra­
tion Solution
 
(ORS). 

A '
 

Major Achievements 

b. There were 
164,180 voluntary surgical

contraceptive (VSC) procedures performed

in Nepal during the 
1980-84 period. In
the past year alone, the national target
of 65,000 procedures was exceeded 
(65,773 totl). 

a. In malaria control, the annual parasite
incidence (API) in ICIISDP districtsdropped from ].u (cases per I,000
population) in 1981 to 1.0 in 1983. In
the more hyperendemic areas controlled 
by N.MEO, the total A:PI was 2.17 in 1983.
Collaboratioz, between ICI{SDP and NMEO
has increased considerably since 1980. 
At present, ICHSDP pr-ovides malaria 
control activities in 15 
districts.
 

b. 
 Despite active radio promotion of ORT and
 
approximately 8,600 outreach workers in
all districts who have recei-.d 
training
in ORT, the impact on population

knowledge, attitudes and practices

regarding Oral Rehydration Therapy (ORT)
remains minimal. Nation-wide use 
of ORT
for severe diarrheal diseases is
estimated at less than 5%.
 



TABLE 1 fcont'd...10) 

___ _-YMaj3orC~Out 
Desired Outputs nitorIndicator 
 Major Achievements
 

c. 40% 
of pre cnant c. Percentces are not available for provisio
women receiving 
 of iron and folic acid treatment to women
Iron and Folc of reproductve- age. Tfe percentage of 
Acid treatment 
 women receiving regularly scheduled
in integrated 
 tetanus in.anunizations 
ranges from 5% in
or FP/MCji TCHSDP districts to Close to 0% in FPinCHcovered 
 covered distracts.
districts, 20% Both are rudimentary
t-re-natal 
care activities and both are
of women 
aie provided inconsistently and are poorly15-44 receiving 
 ieoorted nation-wide.
 
regularly
 
scheduled
 
tetanus
 
im-un iz-tions 
in Integrated
 
or FP/MCH
 
covered
 
districts.
 

d.. 40% of thle d. In 1983,'84 the number of activeestiIated tuber­culosis cases
activ- casms treatt±d in inteqratedclstricts was 7, 7 4. LDe toof 1-'ube osis effort o the 
the Jointcu Lep)ros -Ojand Leprosy and ICIISDPstaff, 3,875 ac,-ive casesdetected of leprosy

un:,i rwertr:atierIt.
and i Assumingunder active anan"'nua] incidence of smear positivetreatment and tubercu'osis of 9,V61 new 
for 

cases, and afollow-up in prevalence of 18,324 persons with activeintegrated TB in ICHSDP areas, 42% of active cases
districts, 
 would have been under 
treatment last
 



TABLE I (cont'd ... 11) 

I DesiedOuputs 

Desired Outputs 


e. 

Ma ° Output 

Indicator 


Tn 
 U48 

entegLrted 1Districts, 
o 	 cnildren 


y, DVV 

di-,, herja, 


I-r) ssussss and
a nf 

us
nieasles and BCGInu...zation 

on scheduled 
basis. 
 In 

coered Icovered 
istricts, 3

of childrenreceive above 
immunizations. 


S 

M'ajor Achievements 

year, as r te .Assumi a prevalence 
of 35,240 .ses of lep-osy in the
 

C-gr a ted reas 
 aho1t I were under 

7CHS[-j, Tn 	 L district s i !8 / ,.., ci 
ately 14% of children ur,dJ:r one received 

,t series, 52% received BCGanr less , a] i ;o na.t S andyoulng chi Id ren received ieasles vaccine.In ii of the 52 FP/MC " coveredthan 	 districtsths, cai dren nder one 

e C-I(Ierecelveabout t complete DFT14% receiedremainlnG 41 F~i/MCIi [CG; coverG-e indistricts 	 thewas close 

to 0%.
 

Assistance has been provided to bothICIISDP and EPI in strenothening andexpan-ing cold chain capability throughprovi-ion
freezers of '2 refrigeratorsand mintenance andtraining.
addition, vaccines and technical 

in 

assistance were provided through CDC for a major MOII meningitis immunization 
campaign in 1984 which immunized
 
approximately 330,000 persons in the
Kathmandu Valley. 
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Section II: 
 Project Progress to Date
 

To date management capability has been strengthened
 

within various divisions of the MOH and 
 z:xpansion of health 

and family planning services has occurred. This progress,
 

however, has not occurred solely "dithir. the conte..t 
 of
 
integrating heialt:h 
 service deivsy as envs,:,wgei at the
 

start of the project. Projress to has
date occurred as much 
through the vertical projects as through the integration 

effort. 

In effect, the organizational chan,:e from vertical 

projects to a systcm of integrated service delivery has 

proven to be a difficult and time-consuming process. 

Vertical Project Chiefs have been 
reluctant to 
have districts
 

taken from their direct autho-ity, es[2cially given the 

threat of reduced effectiveness of th,-i r sLngle-purpose
 

efforts under the intec;rated 
 system. in addition, sinificant 

management problems have developed in tiose districts already 

integrated which are not easily Ce:;olv'ed-. fhe CON has 

therefo re adopt-ed a policy a: iCeqra rnI disG" jcts D a 

slower pace in orc ,er to ;. i i 171-,z, w -d : .d sup por t o r 

integration and to allow adeq,,iate tie r e(stab.ish workable 

procedures for integrating districts and dealing with 

management issues. 

\
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Major Project achievements in strengthening management
 
systems within the MOH and in expandinq health and family
 
planning service delivery are 
summarized in Table I, against
 

project targut
s.
 

Projoct e-xpenditures 
'-o 
date in comparison to original
 
PP estimates can be 
found in Table II, 
as well as projected
 
expenditures through the 
end of the project.
 



Technical Assistance 


Long term advisors 

Short term advisors 


Training 


Partizipant 

in-country
 

Com-nodities 


Medical Supplies 

Malaria Insecticides 

VSC Equipment 
Other eh.uipment/supplies 

F1tr-CeIt i.,es 

'3lstruetion Activities 


Suprt to Rural Health Oper. 


BudGet Support
 

Other
 

Other Costs 


Miscellaneous 


Inflation 

Contingency 


TOTAL 


TA6&_J II Projected and Actual A--
 Project

Expenditures 
($ 000)
 

Projected in PP 
 Actua Expenditures 


%of
I 82~ through 9/30/84%% ofJ
 
Total 
 Total'
r 2,787 28,24 17.2
4 2 17*.2
 

2,405
 
382
 

1,003.5 2.9; 
 666 4.7.
 
1,003.5
 

7,770 22.71 
 4,047 28.5
 

1,686 :
 
4,600
 

192.8, 
 I 
1,291.2
 

4,200 12.3 
 1,768 12.5
 

1,939 5.7 
 423 3.0, 
6,819 19.9! 4,472 31.5
 

9,681.5 28.3. 
 364 
 2.6J
 
300
 

6,803.7­
2,577.81
 

34,20G 
 100.0 14,182 ,100.0
 

1Project Expenditures
 

10/1/84 
-3/31/88
 

http:2,577.81


Section ITT 
 Tssues to be Addressed in Evaluation 

The issues discussed below should be resolved before extending
 
the current project or 
.onsidering a follow-on effort.
 

A. 
The Process of Integration and the Structure of the MOH
 
The Ministry of Healzh suffers from a confused organization
 
structure. Tradizional curative services are provided 
throucjh fixed facilities by the DHS, while public health 
services 
involving community outreach are 
largely the
 
provinc.2 of the vertical projects (FP/'MCH, EPI, NMEO,
 
and ICHSDP) Altiough all 
 these entities are under the 
au.thority of the Secretar of H::alth, all enjoy a
 
substantial 
 degree of autonomy as well. 

The MOH has been trying to integrate the services provided 
by the HS and the vertical projects since the early 19 70s 
when an xpa:-iment in two districts indicated that by
 
cc-.binirg 
 duplicativ2 management structures under a
 
unified! District 
 ':ublic Health Office and increasing the 
number -f field workers, more and cheaper (on a cost-oer­
service basis) services could be provided. Progress in
 
implementi:n; 
 t ntegration effort has, however, been
 
extremely 
 slow, at least in terms of the expectations 
set forth 
in the Project Paper. 
 A7: present, only six of
 
Nepal's -/ District-s have fully integrated health services, 
while an additional 20 districts are partially integrated. 
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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 contract employees of 
the vertical projects to civil service status under the 
DHS and to keep persons physically 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 services offered 1y the vertical projects. 
The MOH has thi- been hesitant to dismantle the vertical 

projects. 

Second, the MOH has pursuled integration by creating, in 
1975, the ICHSDP project. This pro3ect has suffered fro. 
less than effective leadership and fcom equality with 
the other vertic-a pzojects, lackinq the authority over 
them that its purpose would seem to require. it relies 
primarily on negotiation with powerful competitors to 
effect integration and has oftur- been seen bureaucratically 

a threat to the status of 1he other projects (and their 
chiefs) whose status is lessened as they are absorbed into 

as 

the regular Ministry. 

Whether due to the managerial weakness of ICHSDP or to 
the strong competition among the vertical projects, there 
is no detailed plan specifyingi how, when, and where 

'AI 
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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 how the system should function once
 
integration is acccmplished in a given district. 
For
 
example, workers in 
integrated health posts 
are currently
 
supervised by b th 
the DHS via the District Hospital and
 
the ICHSDP via the District Public Health Office. In
 
addition man!y trained and experienced "ertical project 
personal 
are simply let 
;o and their services lost when
 
a district is 
integLated, 
 Program disruptions and hard
 

feelings inevitably result. 

Although AID,/epal believes that integration is still, 
potentially, the most cost-effective 
means of provid ng

primar, hualth care in Nepal, we question whether, under 
current and anticipated .inistry-of-Health conditions, we
 
should cor.ntL:,ue to 
 support both integration and the vertical 
projects, or whether it would be a more efficient use of 
resources to 
work only with vertical projects. Ir AID/Nepal 
is to suopor, ?th, we believ, that the MOH needs to consider 
more ca the Lroc .s under which integration will be 
carried out 
in 
the future and establish clear procedures
 
through which this process will 
be implemented. 
 The
 
evaluation 
teamrr 
 shoutd consider 
t-he following:
 

1. 
What internal processes must the MOH adopt in order
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to effectively carry out district-by district
 
integration? 
 Is it realistic 
to expect that such processes
 
can be worked out and implemented within a time frame
 
consistent with the IR!P/FP ,roject extension?
 

2. 	What are 	 realistic goals :or :he MOH's integration 
efforts, i.e., how man% districts could effectively be 
integrated within a fivre 
year period? 
a ten year period?
 

B. 	 Project Focus 
The current project supports a nuMber of activities with 
the general intent to improve management and 	 expand the 
delivery of health and 	 family planning se;;vices. However, 
specific constrain ts to the attainment of this purpose are 
n,-)t 	 noted, nor are spec. fic 1nte'ventions designed to overcome 
such constraints. Possb.y in t.C( interest of flexibility, 
support is rathea concentrated en s)ubsidizing the 	 routine 
operating exonses of various units ot MOH inthe accord
 
with annual workplans, 
 a fairiv *;p '-ended technical 
assistance componenrt, traininq nrid the 	 coristrti-Lion of
 
health faciliti 
 es. Commodity su..*port, chiefly for
 
contraceptives, 
 surg ical c(Xlt acytion equ.,pment and
 
insecticides, 
 has also be.en imtorant. 

The 	issue which needs 
to be addressed is whether this 
strategy is appropriate, giv,n 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. 
 The 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/N.;epal of funds available to the MOi, 
particularly to 
the FP/MCH project, 
for general

operatinq expenses? Is it reasonable to expect
that pr.._cqams currently' supported by AID can become 
Self-sufficient within the time-frame of an'extendec
 

proj ec t? 

3. 
What are workable alternatives to the present stratc
 
given the 
funds remaining in the project and the
 
level of effort to date on activities funded by the
 

project?
 

C. 
Technical Assistance
 
The Project ha; provided technical assistance in the
 
management:-of NiC services, logistics, training and
 
family pl.:ir .:,. 
 As noted above, this assistance has
 
been fairty open-ended in order to provide assistance to 
wide variety cf 1.O1 concerns, as well as to allow
 
flexibilit.-, in 
responding, to 
needs not 
envisioned in the
 

\('
"I.
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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 currerntv providing an 
annual
 

level of 
3.5 person years of c-xpatriate consulting
 
services, 
soon to 
be reduced to 
2.5 years) is involved
 

in over 100 ac:ivities enccripassing 
a substantial
 

portion of the total operati.ons of 
 the MOH.
 

In any extension ot the Tkfl,'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:
 

1. 
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 technical assistaice be 
more sharply focused
 
on the 
types of specif_c constraints referred to in B
 
above, shifting from the type of generali-ed assistance
 
currenty provided to more l1imited, problem-specific 

assistance? 
 If so, which are 
the critical areas which
 

need assiscance?
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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?
 

D. Traininq
 
A wide variety of training activities has been supportec
 
under the project, ranging from graduate study in the
 
U.S. to short-term,courses 
in third countries to
 
workshops and seminars in Nepal. 
 The evaluation team
 
should look 
at the 
level and range of training which
 
has been provided to date and 
 assess 
its effectivenes
 
in ach.eving the 
Project's purpose. 
 2pecifically, the
 
evaluation should 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 
concentrate 
resources
 
on training 
to 
remedy specific deficiencies j'r
 
constraints 
to 
health services delivery (as per B
 
above) or, 
as 
has been the case, on training in
 
functional 
areas? 
What specific selection criteria
 
are needed 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-country, 
or snould it
 

emphasize 
one 
rather than the other? 
What are
 
the cost implications of either strategy?
 

4. 
Should the project consider supporting the dcielopment
 

of -Indigenous training institutions rather than
 

training for individuals?
 

5. 	What has been the 
impact and 
..
'hat should be the
 
future 
role of centrally funded 
training activities
 

in relation to the Project? 

E. 	Construction Activities
 
C-onstruction activities conducted under 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
 
renovate 20 
health posts, and 
none of the nine health
 
centers and posts which are 
under construction have
 

been completed.
 

The IOH has 
a limited capacity to 
build its own
 
facilities, and the project has, therefore, undertaken
 

"turn key" construction, i..e. 
 AID finances the design
 
of the buildings, contracts for and supervises their
 
con.struction, and 	 turns the 	 key over to the MOH 	 on 
completion. Criteria for locatirvl
 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 fanily
 

planning services in Nepal? If 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
 

planning and what site-selection criteria should be
 

adopted?
 

3. 	Is turn-key construction appropriate, or should AID
 

concentrate 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 MOH for this puroose?
 

F. 	Malaria Control
 

Malaria has been brought under control in most parts of Nepa
 

but 18-20,<000 cases are reported annually, making continued
 

efforts important to prevent a major resurgence of the
 

disease.
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Support under the current project has consisted of the
 
provision of insecticide and spraying and safety equipment,
 

as well as 
a full-time safety consultant to advise the
 
NMEO on the proper uses of insecticide. AID/Nepal believes
 
that 'malaria control should remain a priority for the MOH,
 
but we question the exterit to 
,'h~ch we can and should continue 
commodity support over the lon,- z:er- . The 	evaluation team
 

should consider the following. 

1. 	What would be 
the 	implication
2 of AID's withdrawing support
 

in this area? 
 Does' the GON have the financial and
 

logistic ability to procure 
I-nsecticides 
on the scale
 
necessary and the 
facilities 
to ensure their timely and 
proper appLcation? 

2. 
if a new assistance packaje were 
to be designed for
 

NMEO, how could AID best channel resources 
into
 

improving N~iEO's capacity 
to design and manage 
a self­
sufficient program which would reduce reliance on spraying?
 

3. 	Review the NMEO requests for 
a National Malaria Training/
 
Research Center and assess 
the design ability and funding
 

sources 
for 	such a center.
 

G. 	Suplyof Contraceptives
 
The project has provic'ed, 
to date, $1.3 million worth of
 
temporary contraceptives to 
the .I0H 
and the CRS project,
 

and an increase in this 
level is contemplated unde;.' a project
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extension. 
 However, given the GON's emphasis on
 

voluntary ,;torilization, contraceptive requirements shoul 
be carefully analyzed. Additionally, the Mission is
 

concerned with the ouality of 
the MOH's supervision of
 
workers responsible for contraceptive distribution, and
 

currently has 
no mechanism of its own 
for tracking AID
 
contracept'ves once 
the,., are turned over to the Ministry. 

The evaluation should consider the following: 

1. Given GON emphasis on voluntary sterilization, what
 

emphasis shculd AID give to provision of temporary
 

contraceptives?
 

2. Given the physical difficulties of reaching 
and
 

motivating/instructing 
peo le 
in the use of temporary
 

methods in Nepal, 
are these methods 
as colt-effective
 

as sterilization or 
 n ec tables? 

3. How can AID best assess 
realistic requirements for
 

cont~rceptlvs, and what steps can the Mission take 
to insure that they are being effectively utilized? 

H. MCH Services 

Mission experilene, supported by specific studies, 
indicates that the Panchava.t-Based Health Workers of
 
the FP/MCHi Projec.t (the 
 principal community-level health 

workers in Nea.l) devote most of their time to family 

planning (especially motivatinr, people for sterilizations) 

arl virtualv ignore the MCiHbasic care whic! sc.oul'J be
 

/K
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a valuable component of 
family planning programs.
 

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 
'-o h.Dw many services of any
 

kind these ,icrkers, who 
are c.enerally considered to be
 

underpaid and responsible for gooqraphic areas which
 

are too 
large, can realisticaily ,)e 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 AID/Nepal alter its 
package of assistance to
 

the FP/MCH project t.o 
 foster this balance? How can
 

AID 	 assist in the expansion of 	 basic MCH services 

in 	rural areas, esi:,ci.ially 
in 02T and nutrition?
 

I. 	 Immunizations 
The project has assisted the EPI procram by supplying 

refrigerator-s for health p~sadCold Lo001 fo
 
vaccine storage 
 at regional w<arehouses. Commodity 

support for a gqciter-ccntrol procram _,n the Rapti 

Zone is planned for CY 35. The bul, of oxternal support 

for EPI has been provid(ed by UNICEF and WHO, with the 

latter Providing a full-;!ie advisor. The 	evaluation
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should consider whether additional support for EPI
 

would be useful? If 
so, what might that support
 

consist of?
 

J. 
Data Collection
 
Despite its purpose of improving management and
 
expanding the delivery 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,
 
Althouch technical assistance and one micro-computer
 

(two more on order) has been provided to 
the Health
 
Planning Division 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 is 
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.
 

1. Is it feasible for 
the HDP to provide data on the
 
Projct impact on 
service delivery or would it be
 
preferable for each vertical project (FP/MCH, ICHSDI
 
EPI, NMEO) to collect this data itself, possibly
 

with HPD assistance?
 

2. 
What types of assistance might AID continue to
 
provide to 
facilitate data collection and analysis?
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.
 How could the computers provided to the FP/MCH
 

project,the HPD, and the CRS projects be most
 

effectively utilized.
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Section VIII: 
 Measurinq Project Imoact

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 
feasible to 
measure gcal attainment 
(improvements
 
in health status 
and fertility reducticn) since 
it relies on
 
multiple project and donor efforts and especially given the
 
difficulty of isolatinq the effects of the project from a
 
variety of 
'non-health' factors 
( e.g. changes in income,
 
education, weather, availabiiity 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 expatriate consultants, which Ministries of
 
Health can 
not replicate 
on a regular basis. 
 While health and
 
fertility status information provided by such studies would be
 
useful, it would perhaps be 
more useful to 
the MOH in its
 
day-to-day project monitoring activities if the project
 
concentrated cn measurements which the MOH could undertake on 
its own and institutionalize as 
basic measures of its own
 
performance in providing services. 

The project objectives assume 
that the pruject purpose 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.
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1. 
PROJECT OBJECTIVE: 
 IMPROVED PLANNING AND MANAGEMENT
 

CAPABILITY ESTA3LISHED WITHIN THE MOH.
 

A. Planning/Management Capability
 

1. 
Improved rates of expend'ture within each project
 

workplan
 

FP/MCH ICHSDP 
 HPD IPD
 

1983 
 84% 43% 
 54% ­

1984 (est.) 87% 50% 88% 30% 

1985 90% 60% 
 90% 50%
 

1986 
 92% 75% 95% 
 75%
 

1987 
 95% 90% 
 95% 90%
 

2. 
HPD 100% staffed against staffing plans and MOH
 

funded by 1988.
 

Positions filled 
 MiOH Funding
 

198't 
 60% (25 out of 42) 
 8%
 

1985 
 80A 
 25%
 

1986 
 90A 
 50%
 

1987 
 100% 
 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
 
1. 
Development of accurate CYP data collection/generation
 

capability for temporary methods within FP/MCH by
 

1987. 



-47­

2. 
Development of PBHW tracking/monitoring system
 

within FP/MCH by 1987 (including number, location,
 

sex, household visits/mo, cases of diarrhea treated
 

etc.).
 

3. 
Development of Immunization tracking system for
 

entire country by 1988.
 

4. Development of MCH capability to conduct major
 

nation-wide surveys on health status, contraceptive
 

prevalence by 1988.
 

2. EXPANDED DELIVERY OF HEALTH AND FAMILY
 
PROJECT OBJECTIVE: 


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
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3. 70% of women know at 
least one 
method of modern
 

contraception by 
i986.
 

1981 
 - 52% 
 1985* 
 - 65%
1982* 
 - 55% 
 1986 
 - 70%
1983* 
 - 58% 
 1987* 
 "- 74%
1984* 
 - 61% 
 1988* 
 - 78%
 
4. 
15% of women currently using (protected by) a modern
 

contraceptive method by 
1086.
 

1981 -
 6.8A 
 1965d 
 - 13%
1982' -
 7.5A 
 1986 
 - 15%
1983 
 - 9% 
 1987' 
 - 17%1984k 
 - 11% 
 1988k 
 - 196
 
5. 
11,000 retail outlets providing contraceptives by
 

1988.
 

# retail outlets 
 # Pill Cycles # Condoms
1984 
 10,359 
 105,000 
 2,042,000

1985 
 10,500 
 120,750 
 2,348,000

1986 
 10,650 
 138,900 
 2,700,000

1987 
 10,800 
 160,000 
 3,106,000
 
1988 
 11,000 
 184,000 
 3,570,000
 

6. 
5 Family Planning Service Centers staffed and providing
 
year-round delivery of FP services and 
follow-up by
 

1986.
 

*Figures fow 
 these years 
are extrapolated from 1981 and 1986
data. 
Only 1931 
and 1986 
figures arelwill be verifiable
through Contraceptive Prevalence Surveys carried out 
in
1981 and 1986.
 

/ 
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B. 	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
 

instructed.
 

a. pregnant women receivirg iron and folic
 

acid treatment.
 

4. 	 wonen, aged 15-44 receiving regularly
 

scheduled tetanus immunizations.
 

5. 
Yearly targets for immunization (in number of
 

children).
 

1984 1985 
 1986 1987 
 1988
 
DPT 

BCG 

Measles
 

Typhoid (possibly) 
 50,000 100,000 200,000 3000 
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C. 
 Health and Family Planning Outreach/Facilities
 

1. 
 PBHW visits
 

2. 
 health and family planning outreach workers
 

trained and.operazing in 
fiold 
(PBHWs, BHWs, CHLs)
 

by 1988, 50% female.
 

3. 
 10 Health posts constructed by 1985 
and fully
 

staffed, supplied and- ovcrating by 1986. 

4. 
 2 Health Centers constructed by 
1985 and f.lly 

staffed, supplied. and operiting by 
19a7.
 

Once project objectives and targets 
are confirmed, following
 
the November evaluation, project progress against these
 

targets, as 
well as specified workplan and ptoject input
 
targets will be followed within 
the HIP Office by means 
of
 
specially prepared chronograms (seo sample attached), 
MOH
 

"trimester" reports and contractor reports. 
 Sources of
 
Data will be MOH, AID/Nepal 
-
HFP an2 FM, 1981 and 1986
 

Contraceptive Prevalence Surveys, others 
as available.
 

\LA
 


