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I. INTRODUCTION

I.1 Purpose of Background Document

ISTI/POPTECH was asked to field a consultant team to
undertake an evaluation of the USAID-assisted activities in Nepal
during January/February 1988. The lessons learned and the
recommendations made as part of this four-week assignment were to
be used by the USAID mission and HMG to design a new focused,
balanced, and implementable project relevant to Nepal's current
program needs.

In order to facilitate the team's effort, this background
document has been prepared using current population and health
related materials submitted to POPTECH by the USAID/Nepal mission
(see Annex 1 for a listing of the documents reviewed.) The
purpose of the document is to provide the team with a summary of
specific background information which directly relates to the
Scope of Work provided for the assignment. All of the documents
used in preparing this report will be available to the team
members during the briefing session in Washington D.C. and within
the USAID mission in Nepal.

It should be noted that the recommendations and conclusions
presented within this paper are taken from documents used to
prepare this report and do not reflect the views or analysis of
the ISTI/POPTECH project. In addition, because the information
provided within the paper depended on the materials available to
POPTECH, some of the chapters present a more comprehensive
description than others. Where gaps in information do exist,
additional details will be provided by the USAID mission.

I.2 Organization of Background Document

This background paper is divided into seven chapters
(excluding this chapter). 1In Chapter II, a general description
of Nepal is provided, followed by a more detailed description of
the health and population programs presently in existence within
the country. (Annexes 2 through 8 provide an extensive
description of the five vertical health and population projects.)

Chapter III focuses on USAID's contribution to Nepal's
health and family planning efforts. Outlined in the chapter is a
general description of USAID's project entitled "Integrated
Rural/Health Family Planning Services Project (IRH/FPS)." This
chapter includes a description of the project, its inputs and
expected outputs between the 1980-85 period, a section covering
the 1984 midterm evaluation, and a summary of the donor support
provided to Nepal's health and population programs. No
information was available covering the project beyond 1984. The
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USAID mission will provide the team with information covering
this period.

Chapters IV through VIII discuss in some detail
specific issues of importance to the evaluation, the integration
process, decentralization, institutionalization of sterilization
programs, temporary contraceptive methods, and the Health
Planning Division.

1.3 Scope of Work for Evaluation

Technical assistance (TA) is requested to assess
progress against revised project impact targets, outputs, and
implementation schedule approved by AID in March 1984 following
the midterm evaluation and project extension. In particular,
mission is interested in "lessons learned" to be applied to
follow-on project design. In the context of assessing overall
progress, the mission wishes the evaluation team to focus on five
main topics to feed into development of The new Child
Survival/Family Planning Service (CSFPS) project (367-0157) PID
and PP. The evaluation team will aiso be expected to review,
synthesize, and incorporate findings from overall recent
studies/reports as well as from various completed studies
commissioned by HFP office as they relate to key issues outlined
in this Scope of Work (SOW). Mission is particularly interested
in addressing the following topics, which are also currently
being debated at the highest HMG levels of His Majesty's
Government (HMG): ‘

I.3.1 Integration

Integrated health and family planning service delivery
remains an HMG commitment; the vertical integration effort
(ICHSDP Project) has just been abolished and its activities
placed under the new public health division, MOH. Team shall
address the following questions: To what extent, at what level
(central/regional/ district), and with what conditionality should
USAID continue to support and finance administrative and
organizational reform of the MOH service delivery system? What
have been ICHSDP's specific successes and failures in family
planning (FP), maternal child health (MCH), oral rehydration
therapy (ORT), the expanded immunization project (EIP), malaria,
and in the regional training centers (RTC). and what are
prospects for replication of positive impacts?

I.3.2 Decentralization

While decentralization and institutionalization are
akin to each other, mission is interested in addressing
decentralization separatzly. The current civil service system
and its administration are characterized by "source and force"
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and patronage. Also, financial systems remain highly
centralized. These systems, as currently practiced, virtually
doom any hope for effective decentralization of management. At
the same time, the topic of decentralization is a popular one and
given abundant rhetorical time. The reality is that in the
health sector decentralization has not resally happened yet to any
major degree. Power and authority are highly centralized.
Responsibility for programs, as currently delegated to the
zones/districts, without the authority (staff, local hire,
resources, budget) to carry out those programs also basically
negates decentralization. The MOH has yet to give detailed
definition to what decentralization entails and how to go about
it. Team shall address: Within this context does USAID have a
role to play in decentralization? TIf sc, what can USAID do to
assist the MOH to develop and implement a policy and plan of
action of decentralization? What are the implications for donor
funding (level and duration of resources) if decentralization is
initiated? How best can decentralization be achieved--e.g., as a
phased, or countrywide, or focused program? What operational
efficiencies would be obtained, thereby freeing potential
resources for alternative uses?

I.3.3 Service Mix

Under Project 0135, service mix has been considerably
skewed toward family planning, and in particular voluntary
surgical contraception (VSC). Mission desires an objective
assessment of an achievable service mix to aim for under new
CSFPS project, especially in terms of MCH, VSC, and birth spacing
(temporary methods). Team shall address: What is a proper
service mix for Nepal, and how can USAID assist in achieving that
balance? What are resource implications for The government of
Nepal (GCN), donors, and at the local level (e.g. community
support, user fees)? Are there organizational or operational
efficiencies trat could be achieved, thereby freeing up resources
for alternative uses? Are opportunities present for expanded
private sector involvement and resources in health/FP services

delivery?
I.3.4 Institutionalization of Family Planning Services

(VSC and temporary methods) in fixed facilities:
Although the MOH agrees in theory to the policy of
institutionalization, measures to accomplish this cbjective have
still to be fully defined. Team shall address: What is USAID's
future role in assisting the MOH to develop and implement a
policy for institutionalizing family planning into fixed
facilities? What are reasonable expectations for
institutionalizing VSC and temporary methods in both the short
and the longer term? What can reasonably be expected, given the
current administrative situation?
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I.3.5 Health Planning Division

USAID has financed a significant portion of health
planning division (HPD) costs, including recurrent operating
costs, since the mid-seventies. Team shall address: To what
extent is the MOH interested in continuing, strengthening, and
utilizing HPD? What are HPD's achievements to date, and do they
warrant continued funding under the new project?
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II. HEALTH AND POPULATION CONTEXT

I11.1 General Background of Nepal

Nepal is a landlocked country in central Asia that
covers an area of 140,797 square kilometers. It is 500 miles
long and 100 miles wide, and is bordered by India to the south
and China to the north. Nepal has three distinct topographical
regions that run from east to west. 1In the south, the "Terai" is
a fertile strip of land that forms part of the Ganges Basin
Plain. This region constitutes roughly half of Nepal's arable
land and contains 44 percent of the population. Central Nepal
(the "hill country") is crisscrossed by the lower ranges of the
Himalayas and by swiftly flowing mountain rivers. This area
contains 38 percent of the arable land and contains 48 percent of
the population. To the north are the Himalayas, which form the
border with Tibet. This mountain range contains eight of the ten
highest mountains in the world, including Mount Everest.

Although this region comprises 35 percent of the country's total
land area, only 5 percent of the land is arable. Because of the
region's hostile environment during most of the year and its lack
of productive land, less than 10 percent of the population live
in it. With regard to the weather, Nepal's overall climate
ranges from subtropical summers and mild winters in the south to
cool summers and severe winters in the northern mountains. (Refer

to map.)
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Nepal's government system is a consitutional monarchy
in which his Majesty the King presides over three government
bodies. The first is the legislature, or law-making body, known
as the Rastriya Panchayat. This assembly consists of 140
members, of which 112 are elected. The remaining members are
nominated by the king. Although officially a partyless state,
elections to the national and village panchayats (coulicils) are
by universal adult vote, and competition is often vigorous. The
second body is the judiciary, which includes the Supreme Court,
the Regional Courts, and the District Courts. This body is
responsible for maintaining individual rights under the
constitution. Finally, the government cabinet, which functions
as the executive arm of the government, provides policy advice to
the king and runs the country under the direction of the prime
minister. The country is divided administratively into five
development regions, fourteen zones, and seventy-five districts.
The development regions run north to south, providing a cross
section whereby all of the zones have essentially the same mix of
geographical conditions. Thus, in principle, no region has any
advantages over any other.

The population of Nepal can be divided ethnically into
two major groups: Tibeto-Nepalese (Sherpas, Newars, Gurungs, and
Magers) and Indo-Nepalese (Brahmans, Kshatriyas, and Chhetris).
The Indo-Nepalesc group tend to inhabit the Terai and low hill
region, while the Tibeto-Nepalese can be found in the higher
elevated hills and in the Himalayan Mountains. Within these two
generalized categories, Nepal has a great cultural diversity that
comprises nearly seventy-five different ethnic subgroups.
Although nearly fifty percent of the population speak Nepali,
there are also as many as 50 other languages spoken within the
country. With regard to the country's religious beliefs, over 90
percent of the population are Hindu, while the remainder belong
to the Buddhist, Muslim, and Christian faiths. Unlike other
countries in the region where conflict often arises over
religious ideologies and beliefs, in Nepal, there are close
relations between Hindus and the other religions. Festivals are
held in common, and the temples and shrines of both groups are
held in mutual respect.

Agriculture is Nepal's principal economic activity; however,
in recent years, tourism has become an important industry.
Although the contribution of industrial products has been less
than 4 percent, since 1966 the number of factories has grown from
1,200 to over 4,000. According to a 1981 census, more than 90
percent of the population were employed in agrarian pursuits.
Rice, wheat, maize, barley, and jute are the main crops.
Historically, Nepal has always had a surplus of grains, however
in recent years the country has had to import a percentage of its
food from other countries.
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Nepal is one of the world's poorest countries, with a per
capita income of about $160. The country began the post-World
War II period with virtually no schools, hospitals, roads,
telecommunications, electric power, industry, or civil service.
Nepal's five postwar economic development plans have resulted in
notable progress, especially in social service and infrastructure
development. Communications and transportation systems have
improved, and several hydroelectric projects have been completed.
Nevertheless, more still needs to be done to improve present
transportation systems in the northern region. At present, the
hill population (47.7 percent of the total) and those who live in
the mountains (8.7 percent of the total) are beyond easy reach of
roads (more than a two-hour walk). This lack of easy access to
roads is a major obstacle to Nepal's efforts "to provide social
services to all."

IT.2 Nepal's Health Context
I1.2.1 Nepal's Health Services: Historical Perspective

In 1933, the Department of Health Services (DHS) was
established. Until 1951, the main responsibilities carried out
by the department included the promotion, regulation, and
management of the following facilities: thirty-three HMG
hospitals, several traditional Ayurvedic dispensaries, an Ayurved
school, and a production unit for Ayurvedic medicine. The DHS
staff also trained compounders in the Civil Medical School.
Between 1951-55, emphasis was placed on training doctors in India
through a combined plan which was set up by the Indian Aid
Mission and the Colombo Plan. During this period, a nursing
school and Nepal's first nongovernmental hospital were also
established.

Between 1956-61, the First Five-Year Plan was
developed. This period also saw the organization of the Ministry
of Health (1956), the establishment of a health assistant
training school (1956), the organization of the Nepal Malaria
Eradication Organization (NMEO) (1956), the upgrading and
modernization of existing hospitals, and the building of the
first specialized maternity hospital (1959). With respect to
Nepal's health policy, priority was given to curative medicine,
with the NMEO project representing a means of introducing a
resettlement program for people from the mountains and hills into
the Terai.

During the Second Plan (1962-65), as part of the
overall health program, emphasis was placed on both preventive
and curative medicine for the first time. In 1962 a survey was
initiated for smallpox. In addition, pilot projects for leprosy
(1963) and TB (1965) control were launched. 1In 1964, the Royal
Drug search Laboratory (1964) and the Assistant Nursing Midwife
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(ANM) training program were also started (1962). By 1965, 102
health centers were in existence, providing health-related
services throughout the country.

For the Third Five-Year Plan (1965-70), more extens.:2
efforts were developed to help plan health strategies for the
future. Although many of the health-related services still
focused on the provision of curative activities, the concept of
preventive medicine had become fairly well established in the
planning and program budgeting process. In addition, the idea of
rural health Posts was introduced, and nine of these posts had
been built by 1970. Other achievements during this period
included the development of three vertical projects, namely, the
Smallpox Eradication Project (1967), the Expanded Leprosy Control
Project (1967), and the Family Planning and Maternal/Child Health
project (1968). Furthermore, in 1967 the Central Health
Laboratory was established.

As part of the Fourth Five-Year Plan (1970-75), Nepal's
health priorities changed from emphasizing curative services to
focusing more on preventive services. To help implement this
preventive strategy, the HMG established the Institute of
Medicine, which sought both to produce new paramedical workers
and to train existing medical personnel further. 1In 1970, the
Community Health and Integration Division was established to help
deal with overlaps in services and to make the health programs
more cost-effective. To do this, the Division experimented with
the process of integrating the vertical projects under one
administrative body.

During the 1975-85 period, this process of integrating
the vertical programs into the overall health infrastructure was
further developed. The catalyst for this activity was the
development of a Long-Term Health Plan (LTHP: 1975-90). As part
of the process, in 1975 an elaborate strategy was formulated with
participation from not only the Crown but also the National
Commission on Population (NCP), the National Planning Commission
(NPC), and the Ministry of Finance and Education. The plan
called for the expansion of the basic health care services, to
rural areas on a gradual basis. The policies of the LTHP
included providing basic health services at the village level for
the majority of the population and checking population growth to
promote national development. In addition, the priorities
included developing these basic health services, popularizing
family planning and maternal and child welfare services and
producing health manpower.

Prior to the plan, health services were provided by two
different mechanisms. First, basic curative health services were
provided through the Ministry of Health hospitals, health centers
and health posts. These services were static in nature, with no
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outreach. Although the facilities were located throughout the
country, in some cases geographical conditions posed an obstacle
for establishing effective centers in some of the more remote
areas. Because of this situation, it was difficult for a
percentage of the population to receive adequate medical
attention using these centers.

Second, Nepal s five vertical projects provided a
variety of health services, including The Nepal Family Planning
and Maternal/child Health Project (FP/MCH), The Nepal Malaria
Eradication Organization (NMEO), The expanded Immunization
Project (EIP), The Tuberculosis Control Project (TBCP), and The
Leprosy Control Project (LCP). Unlike the static health services
provided by the hospitals, health centers and health posts, these
projects had a large number of field workers that provided
outreach services. For example, for the EIP project, field
workers provided door-to-door visits to provide immunization
services. The TBCP workers actively sought out TB cases and
provided referral services and follow-up care when needed. 1In
both cases, the two projects provided health services: however,
these services were specific to their unique specialization. The
problem with this approach was that there was often a great deal
of overlap and the separate administrations were not found to be
cost-effective. Thus, the objective of the integration process
was to somehow combine the two approaches, with the focus being
placed on the district health posts. In 1980, the Integration
Community Health GServices Development Project (ICHSDP) was
initiated to manage the integration process. (Refer to Chapter
IV for a detailed description of the integration process.)

The Seventh Five-Year Plan (1985-90) focuses on minimum
basic health needs of the people. Primary health care and
sanitation were mentioned as two of these needs. The objectives
of the plan include reducing the infant mortality rate to 98.3
per thousand live births, reducing the total fertility rate to
4.00, and increasing life expectancy to 55.4 years by 1990.

IT.2.2 Nepal's Present Health Statusl

Because to an absence of reliable basic health data, it
is difficult to accurately assess Nepal's present health status.
From what data is available, however, the situation appears to be
poor. For example, the average life expectancy from birth is
estimated to be only 47 years for men and 45 years for women.
With respect to newborns, the infant mortality rate in 1985 was
143 per thousand live births. The four major causes of death for
infants included respiratory diseases, diarrhea, birth-related
trauma, and convulsions.

1 UNFPA Needs Assessment Report, 1987.
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For children between the ages of one to four, the
mortality rate was 21 per thousand (1985). The five major
determinants of mortality were diarrhea, acute respiratory
infections, malnutrition, measles, and neonatal tetanus. The
five major determinants of morbidity were malnutrition, diarrhea,
acute respiratory infections, injuries, and polio. In Nepal, the
prevalence of childhood malnutrition is high. For example, it
has been estimated that nearly 70 percent of the rural child
population is malnourished, with the incidence of third-degree
malnutrition varying from 5 to 15 percent. The combination of
malnutrition and undernutrition, combined with Nepal's high level
of infectious diseases (especially diarrheal diseases and
measles), causes an even more pronounced mortality rate. There
is also a high incidence of iodine deficiency disease, including
goitre and cretinism, nutritional anemia, and vitamin A
deficiency/xerophthalmia. With regard to the maternal mortality
rate, in 1986 the figure was between 8.3 to 10 per thousand. The
deaths were most often associated with puerperal infection and
hemorrhage.

These estimates reflect the need for additional steps
to be taken to help improve the overall health of the Nepalese
people, especially women and children. To alleviate these
problems, the HMG's Strategy for MCH, which has been adopted by
the Ministry of Health, includes the following priorities: oral
rehydration, nutrition, immunization, basic and natal care, and
child spacing.

A major factor contributing to Nepal's health situation
is the dearth of medical personnel, facilities, equipment, and
drugs. To alleviate some of these problems, Nepal's health
resources, including facilities and manpower, have been increased
moderately. For example, at the end of the Sixth Five-Year plan
(1985), the number of doctors in the country had risen from 445
to 600. Despite these increases, the ratio of doctors to
population has remained low at 1:27,271. Figures relating to the
ratio of hospitals, health posts, beds etc., also remain low
(refer to Table 1). Thus, it appears that the provision of
health services has a long way to go before it catches up with
the country's present population. With regard to the medical
facilities, by the end of the Sixth Five-~Year Plan (1985) there
were only 80 hospitals, 26 health centers, and 794 health posts.

Other problems relating to the HMG health programs
included the following: much of the medical manpower was
confined to the Kathmandu Valley; recruitment and appointment of
medical personnel was slow; operating funds for medical
facilities were seldom on time; supply shortages were chronic;
construction plans were constantly falling behind schedule.
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Table 1

Nepal's Health Resources as of ;9852

1980
End of Fifth Plan

1985
End of Sixth Plan

Institution/Post
A. HEALTH FACILITIES:

B.

Hospitals

Beds

Beds/population ratio
Health centers
Ayurvedic dispensaries
Health posts

Health post/population
ratio

PERSONNETL

Doctors

Doctors/population
ratio

Nurses

Midlevel/other
technicians

73
2,586
1:5,515
26

85

586

1:24,463

442

1:32,277

445

1:2,678

2UNFPA Needs Assessment Report, 1987

80
3,522
4,661

26

125
794

20,677

602

27,271

600

3,919
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IT.2.3 The Health Sector Institutional System3

The health sector institutional system provides
management infrastructure and service facilities a the national,
regional, zonal, district, and local levels.

IT.2.3.1 Natjonal Level. The system at the national
level consists of the Ministry of Health and the Department of
Health Services with its various divisions and units
(Epidemiology and Statistics, Health Laboratory, Nutrition,
Health Education, Environmental Sanitation, Zoonotic Diseases,
and Department of Ayurved). The organizational structure of
these two institutions, prior to July 1987, is shown in Chart 1
and 2. In addition, List 1 provides a summary of Ministry of
health officials.

Also at the national level are the national hospitals
and the vertical projects of the ministry, which include the
following: FP/MCH project, ICHSDP, NMEO, EIP, TBCP, and LCP.
(Refer to Annexes 2 through 7 for a detailed description of the
six vertical development projects).

ITI.2.3.2 Regional Level. At the regional level,
regional directorates have been established. ICHSDP and FP/MCH
also maintain regional training centers at this level.

IT1.2.3.3 Zonal and District levels. At the zonal level

are the zonal hospitals, which serve as referral resources for
the district facilities. The health management resources
infrastructure at the district level is significant, including
district public health offices, and in nonintegrated or partially
integrated districts, malaria, EIP, and FP/MCH offices in
addition to the district hospitals. 1In accordance with the
objectives of the Decentralization Act, HMG emphasized management
more and more at the district level.

IT.2.3.4 Local Level. The peripheral level is served
by one fixed facility, the health posts, and by a variety of
field workers, including Village Health Workers (VHWs),
Panchayat-Based Workers (PBHWs), and volunteer Community Health
Leaders (CHLs), who bring primary health care to the community
level. 1In non-integrated or partially-integrated areas, the
other vertical projects may also have field workers their own.

3 Information for the next two sections came from an
unpublished background paper prepared by JSI entitled "Nepal
Health System Summary," September 1985.



Orcanogras of the Ministry of Health, Reqional Health Directorates, District Public Heaith Offices and Health Posts (Doofficial translation)

CHART I

HINISTRY OF HEALTH

Health mnlstu]

Secretary
Health Research Hanagesent Developaest
Advisory Council Section .
Additional Secretary Additional Secretary
(ADMINISTRATION) {TECHNICAL)
[ | | | l l l
Happover Policy, Planning, Comaunicable
Adninistrative Dev-lopzent & Monitoring and Ayurved Drug Ads.} | Regional Di-] |Nursing Public Health Disease/ Curative
Division Trat m pm (st Supervision Dept. Dept. rectorates .] [Division Division Vector Control Division
reiolng vision] Division Division
| Personnel Foreign ’T Planning and Kursing FP/MCH Section Infectious Hedtcal
Adaipistrative Atd Evaluation Development Disease Managesent
Section Sectioo Section ISectton _ J F ;'g'i ugo“;g_; Control Section
P.l.,
| Intermal -1 Health Education Control Section Section -] Hoseopathic,
Adninistrative| }| Tralning Information and Zoonotic Nursing Hose
Section Section Publication F| Environasntal Section Hission etc
: Section Health Section Section
| Indeot & HMD Survetllance -
Procurement Sectlon - -] Statistics/ | utrition Section -] Non—-Coaauni~-
Section Computer Section Section cable
L[ Matary Diseases
[ Law and -1 Supervisioo & aria Secticn
Regulation Monitoring . : Control
Consultative. Section Sectlon mlﬁ .
Secti . L ratories
cctlon | Directive Vertical® Section
-] Fiscal Section Projects
Adzipistrative Cartograpby
Secti L
gction Sub-Section

* Projects, under the Health Ministry, will be gradually integrated.
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List 1:

10.

11.

12.

13.

14,

15.

16,

17,

18.

~14-

MINISTRY OF HEALTH

LIST OF OFFICIALS

Minister - Mr. Gunjeswori Prasad Singh

Secretary - Mr. Basudev Pradhan (Acting Secretary)®
Additional Secretary (Administration) - MR. Basudev Pradhan*
Additional Sccretary (Technical) - Dr. Indra Bahadur Khatry

Administrative Division - Mr. Harihar Sharma Wagle (Joint

Secretary)

Manpower Development and Training Division - Dr. Shyam
Prasad Bhattarai {(Joint Secretary)

Policy, Planning, Monitoring and Supervision Division -
Dr. Yogendra Man Singh Pradhan (Joint Secretary)

Public Health Division - Dr. Dwarika Nath Regmi

Communicable Disease and Vector Control Division -
Dr. Megh Bahadur Parajuli

Curative Division - Dr. Fatte Bahadur Malla

Nursing Division - Dr. Rukmini Charan Shrestha

Ayurved Department - Mr. Ram Prasad Mishra

Drug Administration Department - Dr. Gokul Das Shrestha
Eastern Régional Director - Dr. Kalyan Raj Panday
Central Regional Director - Dr. Kokila Vaidya

Western Regional Director - Dr. Badri Lal Shrestha
Mid-Western Regional Director - Dr. Hari Nath Acharya

Far-Western Regional Director - Dr. Keshab Bahadur Singh



Chart 2:

Organization of the Department of Health

lDepartment of Health Services
i H

€~

g — T~ , .

'Indent [rocurement Epidemology and

| Division Statistics Division "{Nursing Division
I ] : :
T 1
1
iJTB Projoct
-—-——-ﬂ it T e arr St ¥ | = iR I N e Project!
lAdmlnlstJatlonl Fiscal Admin. Management [Health Edu. i
Secticn i Section Scction l i Section Nutrition
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IT.2.4 Health Care Facilities

IT.2.4.1 Health Centers. These facilities are manned
by a physician and other appropriate staff. Because it became
clear when these centers were first being established that it
would not be feasible to provide enough physicians to meet the
country's needs, only twenty six of these centers were built.

IT.2.4.2 Health Posts. In place of the health
centers, HMG established the concept of the health post. The
health posts were to be manned by paramedical personnel known as
Health Assistants (HAs), or in some cases by Senior Auxiliary
Health Workers (SAHWs). The health post, which is now the lowest
level fixed facility of the health system, is responsible for
providing primary health care to the people of Nepal. In 1986,
the number of health posts reached 794 throughout the country in
contrast to 113 in 1970. From this total, 450 are considered
integrated, providing a complete range of services including
field visiting through the VHWs and the CHLs.

II.3 Nepal's Population Context

Nepal, with its long-standing Hindu culture, has always
been pro-natalist. In the Hindu culture, a large family
represents well-being, both socially and economically. This is
reflected in 2 saying often heard in the country: "May your
progeny fill the hills and mountains." High fertility is desired
because by producing children, particularly sons, a woman raises
her status in the family, avoids the chances.of having a co-wife,
makes herself socially eligible to inherit some property from the
family and, above all, wins the support and affection of her
husband and the other family members, especially the mother-in-
law.4 1If a couple does not bear children, it is considered a
disgrace to the family.

To date, the population of Nepal exceeds 16.5 million,
which represents an increase of nearly 100 percent over the last
thirty years. This rapid growth has been attributed to a decline
in mortality resulting from improved health programs, accompanied
by a high total fertility rate of nearly 5.94 and a current
annual growth rate of 2.28. As a result of this trend, the total
population within the 0-14 age group exceeded 41 percent of the
total population by 1981. Should this trend continue, it is
estimated that the population will double again in another thirty
years. (Refer to Table 2 for a comprehensive listing of Nepal's
present demographic situation).

4 Population Monograph of Nepal, 1987.
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Por cent rural (%) .. ... ............ 92.3 Life expectancy: total, ....cvvvevenns 47.9
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At present, the Nepalese government supports a policy
of population growth control in order to raise the living
standards of the people, provide adequate education and health
services, and increase employment opportunities. The official
policy is to decrease fertility, control external migration, and
modify the spatial distributinn of the population, with the
greatest emphasis being placed on socioeconomic restructuring.
However, despite the government's attempts to decrease the
population's growth, Nepal's family planning programs have not
achieved the success the country's economic planners and family
planning leaders had hoped for.

For example, although the Contraceptive Prevalence Rate
(CPR) in Nepal has increased from 2.3 percent in 1976 to 15.1

* percent in 1986, it still remains one of the lowest in Asia.

(Refer to Table 3 for a listing of the present percentages by
method.) Historically, the Nepal family planning program has
emphasized voluntary sterilization. This is reflected in the
Contraceptive Prevalence Survey (CPS) results, which indicate
that 86 percent of Nepal's contraceptive prevalence represents
both male and female sterilization. While targets for all
contraceptive methods are established each year, in the past the
achievement of the sterilization goals was often given special
emphasis through community support efforts and incentive payments
to both acceptors (100 Rs.) and service providers. Since 1980,
the annual number of sterilizations has risen from 18,500 to over
60,000 in 1984. Because of this emphasis, the CPR resulting from
these permanent procedures has increased steadily since 1976,
while temporary methods have remained nearly unchanged (refer to
Table 4).

There also exists a large gap between the rural and
urban populations with respect to their patterns of contraceptive
use. For example, in 1986 the CPR figures showed that only 23.5
percent of the urban population used contraception, as opposed to
only 5.8 percent of the rural population. Since nearly 90
percent of the population lives in rural areas, it is apparent
that a great deal remains to be done to reach the rural
populations. This need was further supported within the CPS
report, which indicated that 40 percent of the women of
reproductive age do not desire additional children, while another
27 percent plan to practice family planning in the future.?

5Negal Contraceptive Prevalence Survey, 1981.



-19-

Table 3: Current Use of Specific Methods of Contraception among
Currently Married and Nonpregnant Women.

Method Percent_
Female sterilization 6.8
Male sterilization 6.2
Pill 0.9
Condom 0.6
Injectable 0.5
IUD 0.1
TOTAL 15.1

TABLE 4: Percentage of Those Using Family Planning among
Currently Married Women by Specific Method of Family
Planning: 1976, 1981, and 1986.7

Method NFS, 1976 NCPS,1981 NFFS, 1986
Female sterilization 0.1 2.4 6.2
Male sterilization 1.5 2.9 5.7
Pill 1.9 3.1 1.8
Condom 1.2 1.2 1.2
Injectable —— 0.4 0.6
IUD 0.2 _0.2 0.2
TOTAL 4.9 10.2 15.7
IT.3.1 Family Planning Activities in Nepal: Historical

Perspective

Historically, Nepal followed other south Asian nations
by supporting early public and private voluntary family planning
efforts. During the First (1956-61) and Second (1961-65) Five-
Year Plans, although no official population policy had been
adopted within Nepal, the GON did establish a policy which
attempted to absorb the high hill population through
resettlement. 1In the private sector, provision of family

6Nepal: Fertility and Family Planning Survey Report, 1986.
7Nepal: Fertility and Family Planning Survey Report, 1986.
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planning services began in 1958 with the formation of the Family
Planning Association of Nepal (FPAN), an affiliate of IPPF.

By the Third (1965-70) and Fourth (1970-75) Five-Year
Plans, because of increasing governmental concerns over
population growth, policy issues were recognized and new emphasis
was placed on population growth reduction and service delivery.
For example, in 1966, the Ministry of Health established several
permanent FP/MCH clinics and temporary camps for male and female
voluntary sterilization efforts on a pilot basis. Two years
later (1968), a full-scale FP/MCH project was initiated within
the Ministry of Health. In addition to this project, during the
early 1970s an Integrated Community Health Plan (CHIP) was
establisher'. This plan was initiated to help HMG deliver primary
health care and family planning services within two districts,
replacing the field activities of the "vertical'" health programs.
(The latter became the ICHSDP program in 1980.) To coordinate
the population activities being carried out by these projects, a
Population Policy Commission Board (POPCOB) was formed in 1974
under the National Planning Commission (NPC). The POPCOB was
chaired by a member of the NPC, and its memhers included
representatives from a number of different ministries.

With regard to population issues, the Fifth Five-Year
Plan (1975-80) was more specific and clearer than the other planrs
had been in relation to its objectives. The plan called for
optimum use of manpower, consistent with the aims of broader
economic growth and a faster rise in the standard of living for
the masses. To realize this objective, the govzrnment focused on
several key policy elements including 1) reduction of the crude
birth rate through direct anti-natalist and preventive programs
of FP and MCH, 2) control of immigration, and 3) organization of
internal migration and urban development. This plan marked the
first time that quantitative targets had been set for the crude
birth rate. For instance, the government hoped to reduce the
birth rate from 40 to 38 per 1,000 »nopulation and infant
mortality from 200 to 150 per 1,000 live births. During this
period (1975-80), POPCOB was dismantled because it was felt that
the board had not been able to meet its objectives. 1In its
place, the National Commission on Population (NCP) was formed in
1978 under the chairmanship of the Prime minister. 1In addition,
following the CHIP program's successful implementation, the HMG
extended the activities to the entire country and changed the
name from CHIP to the Integrated Community Health Services
Development Project (ICHSDP) in 1980.

In the Sixth Five-Year Plan (1980-85), population
initially figured less prominently in the overall strategy than
in past years. However, in 1981 following the census, population
control issues began to receive additional attention when it was
determined that the growth rate had remained nearly unchanged.
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To deal with this situation, the NCP established an elaborate
National Population Strategy in 1983. A pnpulation growth target
was established as part of the strategy, requiring that the "rate
of increase" be reduced from 2.6 percent annually to 1.2 percent
by the year 2000. To attain this target, population targets were
integrated into development policies and plans, and incentives
were offered for those who had two children or fewer, and for
sterilization.

The long-term goal of the Seventh Five-Year Plan (1985-
90) is to reduce the "total fertility rate" to 4.0 from its
current rate of 6.3. In addition, five policies have been
adopted under this plan to 1) expand family planning services and
meet the unfulfilled demand for such services, 2) integrate
population programs into development programs, 3) emphasize
women's development programs, 4) increase the participation of
panchayats and class organizations, and 5) control the flow of
immigration. The plan also emphasizes the need for an improved
population program that would "make the people control-conscious
and motivate them to adopt control measures." To do this, the
strategy calls for consolidation of the management and
organization of the family planning delivery system to make the
program more "competent."

IT.3.2 Present Family Planning Programs

II.3.2.1 Temporary Family Planning Providers. At

present, there are over twenty institutions involved in providing
temporary contraceptive services in Nepal. Within the
government, the two major FP service providers are the Nepal
Family Planning and Maternal and Child Health Project (Nepal
FP/MCH Project) and the Integrated Community Health Services
Development Project (ICHSDP). Together these two programs
provide population control services, i.e. temporary methods, to
all of Nepal's seventy five districts. (Refer to Annexes 2 and 3
for a detailed description of these two programs.)

In addition to the two government programs, other, non-
governmental organizations provide family planning services.
Since 1978, the Nepal Contraceptive Retail Sales (CRS) Company,
Limited began distributing condoms, pills, foaming tablets, and
oral rehydration salts at subsidized prices to over 11,000 retail
stores. This initiative was started with funding from USAID. At
present, CRS is the largest provider of condoms, the second
largest provider of pills, and the only provider of foaming
tablets. A second NGO provider is the Family Planning
Association of Nepal (FPAN), which provides a full range of
services in Kathmandu. As part of its activities, FPAN offers
motivational and educational services, and distributes condoms
and pills throughout its 19 branches. It alsc operates vasectomy
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and laparoscopy camps all across the country. (Refer to Table 5
for a summary of the temporary contraceptive methods distributed

by institution.)

Finally, several smaller, private national
organizations such as the Mothers' Clubs, Nepal Women's
Organization, the Ex-Servicemen's Organization, the Youth Health
Organization, and the Nepal Red Cross provide educational and
motivation services and sometimes distribute pills and condoms.
(Refer to chapter VII for a description of the general public's
attitudes toward temporary methods.)



Table 5: Temporary Methods Contraceptive Distribution By Institution

(1984)

Institution Condon Oral Pill Foaming Tablet
Units Distributed Share Cycles Distributed Share Tablets Distributed Share

I. FP/MCH 2,525,475 35 289,480 58 NA -
II. 1ICHSDP 674,926 10 66,753 13 NA -
III. CRS 3,327,840 47 111,575 22 165,312 100
IV. FPAN 602,963 8 25,814 5 NA -
V. Other NA NA 6,947 2 NA -

Commerical

TOTAL 7.131,204 100 505,570 100 165,312 100

SOURCE: Foreign Trip Report (AID/RSSA): Nepal, Logistics Assistance, January 8-29, 1986.

_EZ—
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II.3.2.2 Sterilization Service Provision. Nepal's

Voluntary Surgical Contraceptive (VSC) services are usually
provided on a seasonal basis using short-term camps. This
approach, which was first started in the late 1960s, was used
primarily because of the climatic, geographic, and infra-
structural characteristics of the country. Despite attempts to
extend these services year round, with the exception of the
Kathmandu area, this effort has only been moderately successful.
At present, sterilization services are provided by several
different organizations including the ICHSDP, FP/MCH, and FPAN.
(Refer to chapter VI for a detailed description of the VCS
programs.)

II.3.2.3 National Commission on Population. 1In 1982
the National Commission on Population (NPC) was institutionalized

as a policy formulating and coordinating body to supervise all of
the family planning service providers. The NPC oversees sectoral
and multisectoral population programs and is responsible for
issuing policy directives and guidelines for devising policies to
influence population growth rates, migration, and distribution;
and regularly reviews and evaluates population programs at both
government and nongovernment levels to ensure their
effectiveness. The organizational structure of this Commission,
is shown in Chart 3. 1In addition, List 2 provides a summary of
Ministry of health officials.



Chart 3:

SECRETARIATE OF NATIONAL COMMISSION ON POPULATIO:

ORGANOGRAM

Chairperson

Vice~Chairperson

Secretary
Program and Evaluation Population Analysis Information, Education & o
Division and Evaluation Division Communication Division Administrative Division
Population Education Personal Events and Record and Library
Section Vital Registration Section Administrative Section
Research, Evaluation
FP/MCH Section and Analysis Section Publication Section Accounting Section
Population & Development Statistics Management Information and
Integration Section and Computer Section Communication Section Legal Section
Women and Non-Govt. I
Activities Section Audio-Visual Section
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SECRETARIATE OF NATIONAL COMMISSION ON POPULATION

LIST OF OFFICIALS

Chairperson - Priminister (ex-offico)

Vice-Chairperson - Mr, Shanker Raj Pathak

Secretary - Mrs. Chandra Kala Kiran

Program and Evaluation Division - Dr. Raghab Dev Panta

Population Analysis and Evaluation Division -
Dr. Pushpa Lal Joshee

Information, Education and Communication Division -
Mr. Dhruba Lal Shrestha

Administrative Division - Mrs, Sugandha K. Shrestha

Population and Development Integration Section -
Dr. Som Pudasaini

‘ FP/MCH Section - Mrs. Panch Kumari Manandhar

Population Education Section -
- Miss Hasina Shrestha
- Mr. Markandaya Upadhyaya

Wome and Non-Govt. Activities - Miss Syanja Prasai

Research and Evaluation and Analysis Section -
Uttam Shrestha
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III. INTEGRATED RURAL/HEALTH FAMILY PLANNING SERVICES

ITITI.1 Phase One Summary: (1980 = 1985)

The USAID project entitled "Integrated Rural
Health/Family Planning" (No. 367-0135), which was approved in
April 1980, was designed to improve Nepal's general health status
and reduce the fertility rates of the rural poor throughout the
country. To achieve this objective, USAID contracted with John
Snow, Inc. (JSI) to provide technical assistance. As part of the
project, local cost suppor. was to be provided to the Ministry of
Health in cooperation with other international donors.
Furthermore, the project was envisaged to improve the management
and expand the effective delivery of rural health and family
planning services. This emphasis differed from earlier USAID-
supported activities in Nepal because it not only focused on
developing the capacity of the Ministry of Health to deliver
services, but also concentrated on the actual service delivery
itself.

As part of the project, funding from USAID was also to
be used to assist the Secretary of Health in combining all rural
health services into a system of integrated management. This
goal was stated in HMG's Long-Term Health Plan. The project
envisaged that forty eight of Nepal's seventy five districts
would be integrated by 1985. Because a major aspect of the
project focused on the development of a framework for
organizational change, the exact implementation approach was kept
flexible. With this in mind, the project paper stated that the
"format and mix will depend upon further experience in
development and implementation." Thus HMG was left to develop
effective rural health and family planning services, "regardless
of the precise annual details of delivery format."

Below is a summary of the four key areas emphasized
within USAID's project paper (1980).
ITI.1.1 Management and Planning

Management and planning support was to be provided to
the government of Nepal in the following areas:

o] Provision cf technical assistance (222 person-
months of long-term and 34 person-months of short-
term assistance);

o Continued support to strengthen the Health
Planning Unit (HPU) of the MOH:;
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Participant training (15 long-term months and 18
short-term months in the United States, 80 short-
term months in Asia, and 20 long-term and 75
short-term months in India); and

Special field operations studies.

III.1.2 Rural Health Services

With regard to the rural component, USAID sought to

o

strengthen the central offices and expand the
current USAID-supported ICHP project from thirteen
districts to forty eight districts on a fully
integrated basis,

provide support to help renovate HMG rural health
facilities and build several new ones,

improve the drug procurement situation in rural
health centers,

strengthen the logistics management within the
Ministry of Health,

provide support needed to construct three regional
warehouses,

improve the "cold chain" capability for an
expanded immunization program, and

provide local cost support for training and
administration to improve the services rendered by
the r.ral facilities and village health workers.

III.1.3 Family Planning Services

Family planning services were to be expanded and

improved by

o

providing local cost support to ongoing USAID-
backed FP/MCH activities; i.e., panchayat-based
health workers (PBHW) and voluntary surgical
contraception (both hospital and camp based);

improving the family planning services to all
seventy five districts within Nepal through both
the integrated and nonintegrated service programs;
and
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o providing continued commodity support through the
centrally funded provision of oral contraceptives
and condoms as well as medical supplies.

III1.1.4 Malaria control

Efforts in approximately forty districts, covering 7.2
million people, were to be supported through the provision of
commodities (DDT, Malathion) and a new technical advisor to
oversee Malathion safety considerations. Malaria surveillance
and varying degrees of control were to be active in both
integrated and nonintegrated districts.

ITI.2 Project Inputs

The estimated cost of the program was determined to be
$143,376,900 over a five-year period beginning in 1980. USAID
agreed to provide $34,200,000, while HMG/N's contribution was to
be $109,177,000 (this total includes monies from other donor bi-
lateral and multilateral agreements). This USAID funding was to
be used for the following inputs: long-term advisors, short-term
consultants, participant training, medical supplies, equipment,
insecticides for malaria control, constructiun costs, and local
cost support to rural health programs. Below is a detailed
breakdown of the inputs provided to the program by USAID.

IIT.2.1 USAID Inputs for the 1980-85 Period
a. Technical Assistance:
o) Five long-term technical advisors for 222 person-

months (experts in health education, health
planning, and family planning services).

o Short-term consultants for 34 person-months (two
consultants per year for three or four-month
periods).

b. Participant Training:

o Graduate training in the United States for fifteen
long-term participants to obtain an MPH focusing
on topics such as health management, training
administration, logistics management epidemiology,

8Information collected in the Nepal Project Paper,

Integrated Rural Health/Family Planning Services (April 1980).
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health planning, entomology finance/business,
administration, and family planning.

o Short-term training in the U.S. (eighteen persons
for three months), and Asia (eighty persons for
two months).

Commodities:

o} Drugs for each post annually, totalling $460 per
post.

o Malaria insecticides

o Furniture, instruments, and 5 KW generators for
the fourteen voluntary surgical contraceptive

(VSC) centers.

o] Equipment and materials including typewriters,

calculators, refrigerators, vehicles, etc.

Construction:

o Construction costs to design, supervise, and
construct two rural health centers, three regional
health centers, and ten health posts; and to
rehabilitate twenty existing health posts.

Support to Rural Health Operations:

o Seven percent of HMG/N's health budget for the
Sixth Five-Year Plan (1980-1985).

Expected Outputs of the Project

Integration Planning and Management of Effective
Services

a. Evidence that operational planning and management
for service delivery is functioning effectively:

- 48 districts under integrated management
systenm.

- 200 additional integrated health posts
established during project period for a total
of about 800.

- Adequate and timely staff and budget
allocations to districts.
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- Planning and management control districts
effectively decentralized due to HPU
assistance.

- Effective program evaluation capability.

- Construction completed on 12 new rural health
facilities, 3 warehouses, and the
rehabilitation of at least 20 existing health
posts.

Evidence that health planning unit is functioning
effectively:

- Effective monitoring of programs and progress
of overall integration.

- Planning/management surveys, including design
and implementation of midterm (mid-Plan)
review.

- Decentralized planning and administration
operative in all integrated districts.

- Disease-specific surveys and field
operational studies performed under HPU
supervision and management.

Evidence that management systems are functioning
effectively:

- Adequate supply of essential drugs available
in at least 48 districts.

- Unified methods of distribution, storage,
use, and resupply of drugs effectively
performed in at least 48 districts.

- System for local reimbursement for drugs and
services being tested.

- Supervisory systems and personnel in place at
central, district, and HP levels that
coordinate all health services in 48
districts.

- Development of unified management information
system.

- Institutionalization of special field
operations studies as a management tool.

Community Participation in Health Services
Established

50 percent of the districts with integrated
management have functioning community health
services, including village health committee.
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b. MOH and community-level health programs have
effective supply reporting and supportive
supervision/retaining linkages established.

c. Adequate evaluation mechanism is in place,
involving village inputs and villagae health
committees.

III.3.3 Training and Hezlth Education Needs Met

a. 80 percent of MOH nonacademic paramedical manpower
training requirements met (approximately 1,600 new
health and family planning workers trained).

b. Routine refresher training program for all field
staff institutionalized.

c. Training process effectively planned, supported,
and implemented.

d. Health posts and village health workers supplied
with at least 50 percent of recommended basic
health education materials.

e. 75 percent of participants (U.S. and LDC) trained
and assigned.

III.4 Midterm Evaluation of the IRH/FPS Project

In 1984, a midterm evaluation of USAID's IRH/FPS
project took place. The evaluation reviewed the progress made by
the project during the 1980-84 period. Unfortunately, POPTECH
did not receive a copy of this document as part of the package
provided by USATD/Nepal. Therefor no information was available
regarding the outcome of this evaluation. (A copy of the
evaluation report will be made available to the team members upon
their arrival in Nepal.)

In place of the evaluation report, another document
entitled "Status of Key Indicators Selected for the IRH/FPS
Project 367-0135" was made available to POPTECH. This background
report was prepared by JSI to act as briefing paper for the
evaluation. The report presents each of the indicators drawn
from the "Project Output" section of the original project paper
entitled "Integrated Rural Health/Family Planning Services, No.
267-0135." Each indicator is addressed in terms of its status as
of July 1984, while any additional comments, clarifications, or
considerations were added when needed. Because the report
provides a detailed, comprehensive description of the USAID
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project over the course of the 1980-84 period, the paper can be
found in its entirety within Annex 9.

III.S Donor Assistance Provided to the Health and Population
Programs in Nepal

ITT.5.1 Multilateral Assistance

a. International Planned Parenthood Federation (IPPF)

IPPF provides program support for IEC activities; a
voluntary mobilization service (sterilization); a national
contraceptive retail sales project; and training programs for
students, teachers, community leaders, and women's groups (see
Table 8).

b. United Nations Children's Fund (UNICEF)

UNICEF provides assistance to Nepal in the following
areas: MCH; drugs; health education; cash commodity; health
promotion and nutrition; rural water supply and sanitation; drug
policy (training); prevention and control of acute respiratory
infections (survey, environmental intervention); communicable
disease control; iodine deficiency (injection); drugs (DDS Set)
and vaccine supply; oral rehydration pills; and production and
storage. (Additional background information relating to UNICEF's
work in Nepal will be provided to the team during the briefing in
Washington.)

c. United Nations Fund for Population Activities (UNFPA)

The United Nations Fund for Population Activities
(UNFPA) has provided funding for twenty two health and family
planning related projects implemented since 1980. The project
covered four major areas including 1) health and family planning,
2) population education, IEC and Women's Programs; 3) demography;
and 4) population policy and coordination (see Table 8).

d. World Bank

Since 1980, the World Bank has provided funding to
Nepal to carry out a number of projects relating to the following
topics: small-scale enterprise, agriculture and rural
development, transportation, education, telecommunications,
energy, and water supply and sewage. (Further information
concarning the World Bank's efforts in Nepal will be provided
during the briefing in Washington.)
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e. World Health Organization (WHO

WHO aids with research promotion and development;
managerial process for national health development; health
situation and trend assessment; health manpower development in
nutrition; FP/MCH; community water supply and sanitation;
traditional medicine; disease control and prevention (including
immunization, malaria, diarrhea, ARI, tuberculosis and
blindness); and health information systems.

IIT.5.2 Bilateral Assistance
a. Japan International Cooperation Agenc JICA

JICA is providing assistance in construction,
equipment, and in-services training for the FP/MCH project in two
districts.

b. Norwegian Ministry of Development Cooperation

Assistance to FP/MCH programs.

C. e Unjted States enc 0 ternatjonal Development
USAID

USAID is assisting Nepal through John Snow, Inc. (see
Chapter III, section III.1l), and through centrally funded
projects (see Table 8). The table shows the grantee, title of
the project, host institution, beginning and ending date, fisr>1
year budget totals through 1987 and total expenditures over the
iife of the project.



Table 6: Summary of Population Projects Funded by USAID, UNFPA, and IPPF

Populaticn Proj)ects Funded by USAID, UNPPA, and IPPY
Punding Informaticn for Life of Project (LOP),
Date: 11/17/87

Country: HNepal

TY1984 - rY1987, and Prior Years (in 1,000s)

Gtantes Title Most Institution Begin Date End Date Prior Yrs rY ‘85 ry ‘eé rY ‘8?7 Lop
AID Missicn AID BILATERAL PROJ. NA $0 $0 $2,100 $1,229 $0
INTGTD RURAL HLTH/PP SERVICES MOH $2,300 $2,600 $0 $0 $0
PVO CO-PINANCING NA $100 $0 $0 $0 $0
AVSC NATL IGE CAMPAIGN FPAN 12/01,82 01/31/84 $30 $0 50 $0 $30
VSC SERVICE PROG FPAN 01/01/82 01/31/04 $747 $0 $0 $0 §747
NULTI-YR VSC PROG OF FPAN PPAN 05,01/85 03/31/87 $0 $32) $123 $118 $564
MULTI-YR VSC PROG OF PPAN PPAN 02/01/84 04/30/85 $298 50 $0 50 $290
MULTI YR VSC PROG FPAN FPAN 04/01/07 03/31/88 $0 $0 $0 $167 $167
NATL I4E CAMPAIGN FPAN 05,01/81 11730702 $162 $0 $0 $0 §162
REPAIR ¢ MAINTENANCE PROG PPAN 07,01,82 10/31/83 $198 $0 $0 $0 $198
Battells WOMEN'S EMPLOYMENT & FERT IDS INC 09/16/81  12/31/82 $31 $0 $0 $0 $31
CEDPA COMMUNITY BASED FP & NUTRITION PPAR 11,0)/86 10/31/89 $0 $0 $0 $41 $82
Ful CONTRACEPTIVE RETAIL SALES NEPAL CRS CO LTD 08/01/05 11/30/86 $0 $13 $9 $1 $2)
FPIA NEPAL RED CROSS FP PRIM HLTH  NEPAL RED CROSS SOCIETY 04/15/85 04/14/88 50 $111 $0 $115 $226
EX-SERAVICEMEN ORG PP PROJECT  NEPAL ESO PP PROJECT 01/15/83  05/14/88 $231 $0 $139 $157 $527
NEPAL RED CROSS FAM & HLTHCARE NEPAL R C SOC HLTH SRV COOR 01/15/80 04/14/04 $302 50 $0 $0 $302
YOUTH CLUB PP PROJECT YACC 01/15/80 11/14/83 $102 $0 $0 $0 $102
MOTHERS CLUB-BASED PP PROJECT SOC SERVICES HATL COCR COUNC 01,/15/80 05/14/88 $218 $14 $46 $02 $160
WOK DEV SEC FP PROGRAM WOM DEV SEC HMG OF NEPAL 12/16/85  11/15/87 $0 $1e $0 $2 $20
Futures CSM PROJECT -~ TECHNICAL ASST  NEPAL CRS CO 01,03/86 09/)0/86 $0 50 S0 S0 $0
CSM PROJECT - TECHNICAL ASST NEPAL CRS CO 09,01/85 11,/01/85 $0 $0 $0 $0 $0
RAPID HEPAL POPCOM SECRETARY 11/01/79 11/30/82 $42 $0 $0 $0 $42
IPPF FPA NEPAL NA $1,690 $791 $811 $0  $3,292
JHU-PCS FINANCIAL ADMIN PP/MCH PROJECT DORC 04/01/84 01/31/86 $2 $2 §1 $0 $S
FILH SPOTS POR CINEMA HALLS COMMAT INC 12/01/84 05/31/86 $0 $14 $1S $0 $29
PRINT MATERIALS P NEPAL-MCH PROJ-MOH 04/01/84 06/30/86 $3 §24 $17 $0 $43
Pop Council CCST-EFFECTIVENESS PP PLAN PGM NA 06/01/84 09/30/85 s24 $0 $0 $0 $24
RTI COST BENEFIT PERTILITY DECLINE INTEGRATED DEV SYSTEMS 04/01/81 05/31/83 $59 %0 $0 $0 §959
UKC INTRAH ADM'FISCAL SVCS-NEPALI PP PROJ NA 07/01/85 06/30/87 $0 $4 $0 $0 $¢
PP/MCH TRN-FPOR TBAS-5 DISTRICT NA 09,01/85 08/11/08 $0 $95 $0 $0 $9S
FP/HCH-INTRAl DIST LEVEL TRN-2 NA 08/01/85 12/01/85 $0 $14 $0 $0 $14
PP TRHNG PAC II-AFR/ASIA RA 03/031/86 12/31/86 $0 $o $67 $0 $67
CBD TRN FOR CRS PERSONNEL NA 01/01/85 01/31/86 $0 H ) $0 $0 58
UNPPA SUPPORT TO WrMEN S SERVICES NA 01,01,80 12/31/86 $63 $1S $20 $0 $98
ALL OTHER NA 12/31/06 $3 $3 $6 $0 $12

_gc—
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Table 6: Cont.

Population Projects Funded by USAID, UNFPA, and IPPF

Funding Information for Life of Project (LOP},

Date: 11/17/087

FY1984 - FY1987, and Prior Years (in 1,000s)

Country: Nepal
Geantes Title Host Institution Begin Date End Date Prior Yrs rY ‘a5 FY 86 FY ‘87 Loe
TECHNICAL ADV. SERVICES NA 01/01/84 12/31/66 $41 $0 $0 $0 $41
FAMILY WELPARE EDUCATION MA 01/01/84 12/31/86 $39 §14 $27 $22 $99
TEACHING AT IOM MA 01,01/80 12/)i/46 $452 $65 $232 $0 $749
SAVC. DELIVERY SYSTEM HA 01/01/85% 12/31/86 §1,401 $546 §452 $0 $2,399
ICHP/CENTRAL LEVEL A 91,01/85 12/31/86 $314 $332 $644 $0 $1,290
nCH/TP MA 01,01/,85 12/31/86 $31 $10 $48 $0 $89
VITAL REGISTRATION NA 01,01/82 12/31/86 §$305 $17 §12 50 $IM4
POPULATION LDUCATION PA 01,01/,82 12/31/86 $88 $27 $95 $48 §258
FP/PARASITE CONTROL/NUTRITION NA 01/01/86 12/31/86 $185 §64 §81 $0 $310
NAT. COMMISSION ON POP. HA 01/01/4% 12/31/86 112 $11 $35 $0 $158
FP/MCH SERVICES MA 01/01/84 12/31/86 $9 §61 $64 $0 $134
INVO. ED. AND COMM. SUPORT PP NA 01/01/85 12/31/86, $25 $46 $91 $0 $162
POP. EDUC. PROG. RA 01/01/84 12/31/86 §$21 $26 $74 $6 $127
FP AND FERTILITY SURVEY MA 01/01/84 12/31/86 $0 $42 $59 95 §106
TECHNICAL SUPPORT HA 01,01/85 12/31/86 $0 $46 $182 $120 $1688
POP. ED. THROUGH MOEL MA 01,01/82 12/31/86 $155 $0 $0 $0 §155
POP.ED. THRU NMINISTRY OF AGRI. HA 01,01/80 12/31/86 §134 $0 50 50 $134
FP AND MCH PROJECT RA 01,01/85 12/31/86 $176 $147 5536 $0 $859
ICHSDP HUMAN RESQURCES NA 01,01/80 12/31/86 $409 $8A $3182 $0 $877
COTTAGE INDUSTRY FOR WO; 0N 2N 01/01/81 12/31/86 83N 511 $17 $0 $421
POP. EDUC. THRU COOPERATIVES RA 01,01,82 12/31/86 $102 $49 $110 $10 $271
Univ of Hawaii TRNG OF FP GRASS-ROOT VOLUN FPAN 09/11/83  09/28/8) 58 50 50 sa 58
LOGISTICS MANAGEMENT TRAINING DORC 06/01/84 08/31/84 $12 $0 $0 50 912
RECORDING & REPORTING SYSTEM NPP NEPAL-MCH HLT PROJ TRN DIV 06/15/813 02/29/84 §$26 $0 50 $0 $26
TRN PHNS ANMS IN TRN TBAS DIV NURSING-MOH 05/01/83 12/31/83 $9 $0 $0 $0 59
FINANCIAL & ADMIN MANAGEMENT NFP NEPAL-MCH HLT PROJ TRN D1V 06/01/8) 09/30/83 516 $0 $0 50 516
REF TRAINING FOR TRAJN’ RS NFP NEPARL-MCH HLT PROJ TRN DIV 11,/01/83 11/30/8) $9 $0 $0 50 $9
DISBURSEMENT OF FUNDS IN NEPAL DORC 06/30/8) 12/31/83 83 50 $0 $0 53
FINANCIAL MANAGEMENT TRAINING DORC 05,01/84 08/31/84 $18 $0 $0 50 18
INST OF TBA TRN RTSA-A SCH OF PUB HLTM 10/31/84 11,02/84 $1 $0 $0 $0 51
ADMINISTRATIVE MGT TRAINING DORC 04,01,84 08/31,/84 $17 $0 $0 50 517
Wastinghouse DEM/HLTH SURVEY HEPAL IH-DEPTH HEW ERA 09/01/86 12/31/87 s$0 $0 589 50 589
CPS IT NEPAL FP-MCH PROJECT MOH 08,/01/80 08/31/83 5147 $0 $0 $0 $147
CRS NEPAL NEPAL MOH FP-MCH PROJECT 01,01/81 07/31/83 §$1.422 $0 $0 $0 $1,27)
$12,665 $5,686 $6,604 $2,123 518,641 TOTAL

_9€_
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IV. INTEGRATION

IV.1 Definition

In the field of international development, the concept
of "integration" means different things to different people. The
difficulty with this concept is that the same word is often used
to describe a variety of functional and organizational health
related events. For example, integration might include any one
of the following definitions:

1. "A multipurpose health worker performs several tasks in
health care, each requiring specialized training, and
is supported by a single organization;

2. the multipurpose worker is supported administratively
by one organization but technically by several others;

3. several single-purpose workers under separate
organizations are collected physically and
administratively in one health center or district, with
their work more or less coordinated;

4. a single-purpose organization gradually gathers unto
itself several additional functions; and

5. independent health care organizatinns, each pursuing a
single goal, are collected under one administrative
umbrella and managed through some coordinating council.
Support services (planning, budget, logistics,
personnel, etc.) may or may not be held in common. "2

To some extent, examples of these models can be found
in various aspects of Nepal's integration program. For example,
in the CHIP program the following integration activities took
place: multipurpose workers were used to provide specific health
and population services (item #1 above); CHIP workers were
assisted by other organizations such as NMEO and FF/MCH in some
cases (item #2); with respect to the provi:ion of sterilization,
FP/MCH and CHIP efforts sometimes overlapped and combined
coordination took place (item #3); and within the FP/MCH project,
both primary care and family planning are combined (item #4).

Despite the diversity of different potential models,
the overall goal of Nepal's integration strategy is to
incorporate all of the vertical, single-purpose projects under a
common administrative structure for each of the levels of health

9Briefing paper prepared by John Snow, Inc. for the 1984
midterm evaluation.
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infrastructure, namely, village, district, regional, and
ministerial. This process calls for the functions, staff, and
resources of these relatively autonomous projects to be
assimilated into a larger emerging administrative structure
through a series of gradual steps. This strategy was based on
the premise that a collective group of unipurpose workers
supported by one organizational structure would be more cost-
effective than a series of unipurpose workers attacking single
problems and supported by separate organizations.

Thus, integration is ideally defined to mean absorption
by the Ministry of Health, regional directorates, district health
offices, and health posts of all the development projects being
run by the Ministry in the form of development boards. It
implies the discontinuation of projects under the given legal
status and absorption of all the project staff as regular
personnel in the employ of His Majesty's Government, where such
people are needed and qualified for the job in the context of the
service policies and rules of HMG.

IV.2 Historical Context

Prior to the early 1970s, two types of service delivery
structures existed. The first type was the Ministry of Health
system which provided regular health assistance through the
Department of Health Services, health posts, health centers, and
hospitals. The second system represented a series of five
vertical projects, such as the Smallpox Eradication Project or
the National Malaria Eradication Project. These projects, which
were often donor supported, were set up to handle a single health
issue. Although the vertical projects were envisaged to be
temporary, this has not been the case in Nepal. Part of the
reason for this was that the reqular health service activities
offered were out of fixed facilities, while the vertical projects
had significant numbers of trained mobile field workers who were
needed to provide services at the village level.

In the early 1970s, HMG experimented with integrating
vertical activities into the reqular health structure in the Bara
and Kaski districts. The purpose of the experiment was to expand
the health post involvement to increase health efforts at the
village level using the vertical project field workers. A second
purpose was to eliminate multiple and duplicative management
structures. The plan called for a decentralization of decision-
making through district public health offices.

In a 1974 evaluation of the experiment, it was
determined that the number of services provided within the two
integrated districts was much higher than the number of services
provided in districts in which the regular and vertical
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activities were carried out separately. It was also determined
that the integrated approach was more cost-effective. On the
other hand, the management of the integrated system was found to
be less flexible, especially with regard to unexpected events.
Despite this defect, the evaluators recommended that the
integrated approach be pursued. Thus, in 1975 HMG set as its
long-term goal the expansion of the program throughout the
country.

The project's conceptualization was articulated in the
Long-Term Health Plan (1975-80), which sought to devise a more
effective strategy for providing services to the rural
population. As part of the strategy, the integration of public
health services was to have two fundamental policy elements: 1)
integration of all the vertical, single-purpose projects under a
common administrative structure for each of the levels of health
infrastructure, namely, village, district, regional, and
ministerial; and 2) integration of preventive and curative
medicines in a least-cost manner. The plan called for
integration to be finished by 1985, which involved establishing
1,052 fully integrated health posts in all seventy five
districts. It also meant the establishment of fifteen district
and four regional hospitals within this time frame.

The chief organizational body responsible for the
development of the integration concept was the "Integration
Board," which was founded in 1970 and chaired by the MOH
Secretary. The Board was supported by the Community Health and
Integration Division, which was established in 1969 to oversee a
program of integrated community health services. In addition, an
Integrated Working Group (IWG) was also set up. The IWG met
periodically to review the in:.egration process and solve problems
as they arose. 1In 1977, the Integration Board was dissolved and
replaced with a new "Central Integration Board" (CIB), which was
again chaired by the Ministry of Health Secretary. Other members
included the Director General, Department of Health Services; the
Chief, Community Health and Integration Divisicn; chiefs of all
vertical projects; and represertatives of WHO and USAID (who
acted as advisors). The primary aim of this board was to
coordinate the integration of the multipurpose village level
health workers and develop an integrated management system for
rural health services.

Prior to the process of integration, the old health
infrastructure consisted of approximately ten health posts per
district, which were managed by district hospitals. These posts
were often understaffed, with usually no more than a health
assistant and a peon to handle the health needs for an entire
area. There were also no field workers based in the posts.
Because of understaffing within the district hospitals, the posts
were rarely supervised. Parallel to this structure, within the



-40-

districts there were offices for specific vertical projects. For
example, there might be a Tuberculosis Project office or a FP/MCH
office, depending on the needs of that district. These projects
had their own traveling field workers, who often made regular
visits to assigned areas.

By contrast, within the integrated districts, the
health posts were strengthened to consist of a health assistant
(HA), two auxiliary health workers (AHWs), and two auxiliary
nurse midwives (ANMs), who were all government salaried. The
expansion of the health post structure and the addition of
salaried field workers were two of the main components of the
process. The district public health offices, which were staffed
by a health inspector as well as fifteen to twenty staff members,
acted as the vehicle for decentralizing management of health
services. After the integration process got under way, it was
found that the VHWs in the hilly and mountainous regions of Nepal
were overburdened. As a result, a lower level of village
volunteers, the community health leaders (C.ILs) was added. The
program included a provision for the selection and oversight of
the CHLs by the communities themselves, and for community
generation of local monies for drug resupply for the CHLs.

In practice, the transition from the vertical/old style
service structure to the integrated structure proved to be
difficult with regard to creating a single management and
supervisory system able to administer the expanded efforts. In
addition, the HMG's practice of transferring personnel from
project to regular status created problems. In the process of
addressing these difficulties, the integration process became a
separate development project, entitled the Integrated Community
Health Services Development Project (ICHSDP), whereby integration
proceeded on a post by post basis rather than district to
district. Also in the effort to solve the problems caused by
integration, during the early 1980s, HMG elected to pursue a
strateqy of consolidation and slower expansion. For this reason,
only twenty six out of the forty eight districts intended for
integration were integrated. Out of this total, six were fully
integrated while the reminder were only partially integrated.

In July 1987, HMG announced a major reorganization of
bealth services. A separate Public Health Division of the MOH
was established under which vertical projects, such as the FP/MCH
Project and ICHSDP, were to be integrated. 1In addition, a
separate Curative Division was also created which, among other
functions, was to oversee the hospital system. Under the
reorganization plan major responsibility for the implementation
of the plan was to be delegated to the regional health
directorates. At present, the implications for health and family
planning services of this new integration of vertical projects
and delegation of responsibility to the regions remains unclear.
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IV.3 USAID's Involvement in the Integration Process

The Integrated Rural Health/Family Planning Services
(IRH/FP) Grant provided by USAID was designed to support both the
vertical services that satisfied rural health needs and the
longer range transition to the integration strategy. Unlike past
USAID grants to Nepal, which provided funding to only one
component of the MOH, the IRH/FP project provided support for a
variety of components including the regular health services of
the DHS, the vertical projects, and the integration effort. As a
result, the project was reported to have been flexible in
responding to the changing needs and schedules across all
activities of the MOH, while moving wherever possible toward the
longer range structural changes which HMG is striving to
implement. (Refer to chapter III for a description of the IRH/FP
project.)

The midterm evaluation report addressed a number of
issues relating to the integration process. For example, it
reported that the GON regqularly adjusted the schedule and
strateqgy for the integration process. It also reviewed the issue
of waning donor funding in the health and population sectors in
spite of the limited ability of HMG to itself fund the continuing
expansion of service needs. Unfortunately, the section of the
report that covers these important topics was not available to
the POPTECH project. As a result, the findings of midterm
evaluation on these topics could not be presented in this
background document. However, a copy of the evaluation report
will made available to the team by USAID in Nepal.

IV.4 Recommendations Made within the 1985 Integration
Report

Iv.4.1 Model for Absorption of Vertical Projects

The 1985 Integration Report indicated that the ideal
model of integration was one ir which nearly all servicer were
delivered through health posts. The report also provided a
series of model plans for integrating the various ver* 'cal
projects. (Refer to Annex 8 for a summary of these models.) 1In
developing these models, the complexity and size of the project
was taken into consideration. 1In addition, a number of governing
principles were used, including the following:

10peview of the Delivery of Health Services for Improving
Integrated Services Including Family Planning and Maternal child

Health, HMG Task Force, October 1985.
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o "Place requlatory roles in the Ministry and RDHs or DHOs
depending on the extent of decentralization and delegation
of authority:

o Place planning and budgeting functions in the Ministry, PRDs
and DHOs by having projects' rationale, objectives and
strategies safequarded by the Ministry by their
incorporation as Divisions therein but as specialized
functions in the DHOs and RDHs.

o Place all highly professional level and commercially
oriented functions outside the civil service system (e.g.,
create HERCTI, construction company, etc.):

o Use strengths of each project to benefit the integration
process (e.g., NMEO's planning, programming, administrative
system, etc.):

o Seek checks and balances between
- political and administrative authority,
- developmental and regulatory roles,
- line and staff functions and their professionalization,
and
- household and societal interests.
o Reorganize existing project boards to work in the manner of

boards of management with the chair being taken by the
concerned Project Chief and consisting of his Deputy Chiefs
and senior functional executives. Outside professional
representation may also be indicted if needed."

IV.4.2 The 1985 Integration Report's Proposed Plan of Actinn
for the Seventh Five-Year Plan

The Integration Report's proposed plan of action rfor
integration for the seventh Five-Year Plan is summarized as
follows:

By the end of 1985, there were twenty six partially and
fully integrated districts. As part of the Seventh Five Year
Plan, efforts are to be made to integrate health activities in an
additional twenty new districts, and to complete the integration
already under way in seven districts. If achieved, the total
number of integrated districts will be forty six by the year
1990. Factors determining whether this number can be reached
include the management and administrative capacity of ICHSDP;
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cooperation of the different vertical projects; leadership by the
Director General of the Department of Health Services; guidance
by the Ministry of Finance, the Planning Commission, etc.

To carry out the integrated health program, a mechanism
is needed whereby trained, experienced, and qualified personnel
from the vertical projects can be absorbed into Integrated Health
Services (see Models for Absorption of Vertical Projects). One
suggestion is that integrated districts should have only one type
of health service, not the mixture of 0ld Type, E-Type and I-Type
health posts. Converting the 0l1d Type and E-Type health posts
into I-Type means that more staff have to be recruited. 1In such
cases, only the personnel from the vertical projects who are
already qualified for the vacant posts or who will be eligible to
occupy those posts after training for a certain period of time
(twelve to eighteen months) should be hired on a permanent basis.
For the interim period, if necessary, the posts should be filled
only on a temporary basis. In the already integrated districts,
there are 12 0l1ld Type and 206 E-Type health posts. Out of the
744 health posts in the country there are 306 E-Type and 294 0ld
Type health posts. If the health posts are all converted to the
I-Type, many personnel from different vertical projects can be
absorbed the in course of time. (Refer to Annex 3 for a
description of the I, E and 0ld Type of health posts.)

Per the policy of decentralization of HMG, the Minister
of Health has already established a regional directorate's office
in two regions, western and midwestern. This may be an
opportunity for ICHSDP to improve the integrated activities. The
old and well-established integrated districts should k2 handed
over to the regional directorates when the regional offices are
fully staffed and equipped. ICHSDP should have an integration
section in the regional office to supervise and guide the
integrated activities in the region. This is suggested to
strengthen the integrated health activities, to provide direct
administration, and stronger supervision, and to take any action
needed to improve performance. From the Center, ICHSDP should
provide technical and logistic support to the regional offices.
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V. DECENTRALIZATION

V.1 Definition

As part of the Seventh Plan (1985-1990), the government
emphasized the importance of decentralization. With respect to
the local panchaya*s, the following description was made within
the plan: "To try to satisfy all the wants and requirements,
whether big or small, of all the village and town panchayats
scattered all over the kingdom cannot be regarded as a practical
proposition. The appropriate thing would be for the local
panchayat units functioning as the representatives of the local
people to take in hand those small development works which have
great importance in the local context. Decentralization Act 1943
has also been planned on the statute book. The aim of the act is
to speed up the process of development by entrusting the local
panchayats with the task of local development. In order to
realize this objective it is of utmost importance that the
administration of the local panchayat units be strengthened and
stored up and that their competence to mobilize local means and
resources be geared up. Institutionalized development is not a
matter that can be achieved at a stroke. It must be built from
the bottom up. It calls for a good deal of time and energy.
During the Seventh Plan period, concrete steps will be taken to
develop in the village, town, and district panchayats the ability
to formulate and execute development projects and to mobilize
resources. The policX of decentralization will be put into
effect step by step." 1

V.2 Decentralization Context12

Until recently Nepal has had a highly centralized
government system. Thus the power, fiscal resources, and program
development capacity remained at the national level, while
participation at the district and village level was limited.
Beginning in 1980, a new dimension was added to local development
through the provision of a policy of gradual decentralization.
During this time, it was recognized that for of climatic,
geographical, and monetary reasons, the country could not be
adequately run from the Kathmandu Valley. The change called for
the formulation of annual integrated multisectoral plans at the

1llgxcerpt for the document entitled "Basic Principles of The
Seventh Plan (1985-1990)."

l21nformation for this section came from a John Snow report
entitled "Health Financing and Cost Recovery in Nepal" and the
"Nepal Report of Second Mission on Needs Assessment for
Population Assistance'" (UNFPA, 1987).
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village and district panchayat levels. The objective of the
decentralization policy was to encourage increased "bottom-up"
planning. In addition, the plan attempted to delegate much of
the responsibility for project planning and implementation to the
local panchayats.

Financial and material support for the district
development plans were to come from three principal sources: a)
block grants, b) grant-in-aid funds from the HMG (MPLD) block
grants and c) funds from HMG line agencies allocated for
district-level sectoral activities. 1In addition, the 1980
Decentralization Act empowered village and district panchayats to
levy taxes, including the Panchayat Development Land Tax (PDLT).
The proceeds from these taxes were to be retained locally, thus
allowing local panchayats to have more direct control over their
own resources. The PDLT also provided a means of generating
revenue to support local health projects. The enactment of
Decentralization Act 2039 (1982) gave the village/town panchayats
and the district panchayats clear-cut responsibility and adequate
authority to formulate, implement, and supervise village/town and
district development plans to synchronize with the Five-Year
Developnent Plans for the whole country. The Seventh Plan (1985-
90) provides for continuing these procedures through socio-
economic development at the local level.

Since the establishment of the decentralization policy,
service centers have been established in the districts, providing
support to local panchayats and user groups for preparing,
implementing, and evaluating projects. Projects proposed by the
village panchayats (with assistance from the service centers) are
forwarded to the district- and region-level panchayats, where
they are matched with the budgetary provisions of the line
ministries.

One advantage of this plan is that decentralized
activities will gain both political and economic strength through
increasing local participation. At the most peripheral level,
village panchayats will become the focal point for the
implementation of development projects. Since the introduction
of the decentralization plan, user groups have already been
formed in some areas for managing the implementation of community
development projects, including school committees, drinking water
committees, and health committees. A possible disadvantage of
the approach is that because it is up to each district to carry
out its own plan, local health services may result in programs of
varying standards depending on the effort put into them.
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vV.2.1 Health Program Decentralization

As a part of the decentralization process, structural
changes were made within the Ministry of Health. For example, by
August 1986, five regional health directorates had been
established. These directorates were set up in accordance with
the Long-Term Health Plan and the regional Administration Plan of
HMG within regional development centers. The main responsibility
of the directorates was to inspect, supervise, and implement all
health programs in the region in accordance with central policies
and directives. The directorates were also to improve and
evaluate the work of the district health offices, and assist them
in planning and executing the rural health service program.

At the district level, plans are under way for the
district health offices to become the most important agencies in
health administration, coordination, and funding for the entire
health program at this level. To oversee these offices, a
medical officer is to be posted at this level.

v.2.1.1 Conclusion and Recommendations Made during
UNFPA Needs Assessment Mission. The report of the UNFPA Needs
Assessment assignment carried -out in 1987 made reference to
Decentralization. According to the authors, "decentralization
and regionalization are paramount in HMG's primary health care
strategy. As a consequence of decentralization, the district
health office will become the key institution for planning and
implementing health services, based on the needs of local
people."

The UNFPA Needs Assessment document also made a number
of recommendations stemming from the authors' views on project
administration. According to the team members, "The central
administration should provide the overall services in all
regions, leaving the district more autonomy for implementing the
program. This might improve the administration of health
projects." They went on to say that '"this approach
(decentralization) [was] fully compatible with the primary health
care strategy and ([(was] recommend support by UNFPA where
appropriate."

vV.2.1.2 Recommendations Made in the 1985 Integration
Report.l4 The 1985 Integration Report indicated that certair

distinctions in power should be made between the district health

13yNFPA Needs Assessment Report, 1987.

lipeview of the Delivery of Health Services for Improving

Inteqrated Health Services Including Family Planning and Maternal
Child Health, October 1985.
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offices and the Ministry in order to make decentralization work
effectively. For example, the report recommended that the
District Health Officer should have complete authority over
personnel management within a district. 1In addition, the report
advised that the authority to spend the budget be vested in the
District Health Office (DHO) once the budget had been reviewed
and approved by the Ministry and Regional Directorate of Health

Services.
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VI. INSTITUTIONALIZATION OF VOLUNTARY SURGICAL CONTRACEPTION

VI.1 Institutionalization Assessmentl13

In August/September 1987, a team of representatives
from HMG's FP/MCH Project, USAID, and consultants from JSI and
AVSC carried out an assessment of the voluntary surgical
contraceptive (VSC) program in Nepal. The assessment report for
this assignment provided a detailed discussion of the efforts
belng made to carry out institutionalization of family planning
services within Nepal, with emphasis on the VSC component. Below
is a summary of the main points brought up within the report.

VI.1l.1 Definition of Institutionalization

The definition for institutionalization ef family
planning services that emerged from the 1987 VSC assessment was
as follows: "In Nepal, institutionalization happens when a
district has the ability to provide quality family planning and
VSC (male and female) services reqularly, routinely and on demand
through the effective utilization and coordination of local
(district) resources and institutions." This statement followed
a less focused definition provided in the scope of work for the
aSSLgnment defining institutionalization as "the provision of VSC
services on a routine, year-round basis in government
facilities." It was felt that the original definition needed
more clarity in the following areas to fully describe the concept
of institutionalization: a) the importance of quality of care; b)
the importance of offering temporary birth control methods and
VSC together; and c) the desirability of creating a framework for
resources, coorcination, and cooperation among local governmental
and NGO units.

VI.1l.2 Objectives and Expected Outcomes of Institutional-
ization

o "Improved contraceptive availability and use
through year-round, on-demand provision of a range
of contraceptive options suited to the needs and
desires of contracepting couples at different
stages of their reproductive cycles.

151n August/September 1987, Terrence W. Jezowski and Alison
Ellis (AVSC) carried out an assessment of the
"Institutionalization of Family Planning and Voluntary Surgical
Contraception Services in Nepal." The findings of this
assessment were used ac the basis for this segment of the paper.

16a11 quoted material is from the assessment report.
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Improved viabilivy and sustainability of services
as a result of integration with and utilization of
existing local institutions and resources to the
maximum extent possible.

Improved cost-effectiveness as a result of
utilizing existing local resources, routinizing
service delivery, use of appropriate low cost
technology, and expected increases in caseload.

Increasingly less reliance on external donors as a
result of 2. and 3., above.

Minimal disruption of other curative and public
health services and programs; less peak period
stress on provider personnel, and facilities.

Improvements in the quality of services, including
both medical safety and voluntarism.

Better client satisfaction with services."

Requirements for Institutionalization

At the local level, the assessment team determined that
the necessary reguirements for institutionalization should be as

0o0O0O0

"Local commitment, support, coordination and
cooperation;

continuous and sufficient numbers of FP and VSC
clients:;

trained resources from the district;

adequate faciljties and equipment;

sufficient supplies of expandable materials; and

quality assurance systems."

At the central level it was recommended that support
provided in several ways, including:

o

o]
o]

"Affirmative policies, administrative commitment,
supportive program guidelines and management;
financial resources;

quality training for local personnel;

provision of equipment and expendable supplies;
and

supervision and monitoring."
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VI.2 Instjtutjonalization of the VSC Program
VI.2.1 History

One of the unique characteristics of "Nepal's VSC
program was its seasonality and use of short-term camps for
providing services." This seasonal approach was established in
the late 1960s for the delivery of vasectomy services and in the
early 1970s for the delivery of laparoscopy services. The reason
for this seasonal schedule was based primarily on the climatic,
geographic, and infrastructural characteristics of the country.

During the late 1970s, HMG began discussing the
development of year-round "static" service sites with various
donors. By early 1980, the first program was initiated to
construct operating theaters (0Ts) to carry out VSC year round.
At this time, both UNFPA and USAID provided funding for this
purpose. UNFPA financed the construction of thirty two 0Ts at
district and zonal hospitals, and USAID provided funds to
construct five family planning service centers, which were
completed in 1982. 1In addition, with assistance from AVSC, FPAN
established VSC services at selected district branches.

Despite the investment made by donors and HMG alike,
the "static" approach has not changed the seasonal distribution
of VSC patterns. With the exception of the Kathmandu Valley
facilities, in many cases these services are not being provided
on a year-round basis. If used for VSC, more often than not they
serve only as bases for seasonal camps.

VI.2.2 Assessment Findings for the Voluntary Surgical
Contraceptive Program

VI.2.2.1 Referral Approach. As part of the present VSC
program, outreach and client referral for family planning methods
were conducted by a variety of community-based workers (CBW).
These workers included panchayat-based health workers (PBHW)
(FP/MCH project), village health workers (VHW) (ICHSDP), and
clinic-based heath aides. With regard to VCS activities,
referrals were often made on a seasonal basis, usually during the
dry, winter months. Field workers were asked to have interested
clients assemble at a given time and location for the mobile
surgical team (camps) or for transport to a static facility.
Clients receive Rs. 100 compensation for the procedure. In
addition, for each person who acts on the referral, the CBW
received Rs. 5. In the summer of 1986, donor support for this
compensation was discontinued. However, the GON still provides
funding for these incentives.
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The assessment team felt that this present referral
approach was counterproductive for a number of reasons, including
the following: 1) Information and education was sporadic; 2)
during the seasonal acceleration for VSC, other work carried out
by the field workers was disrupted, including the distribution of
temporary methods; and 3) because the time frame was short,
inappropriate clients were sometimes referred. Furthermore, this
approach was found to be expensive in terms of vehicles, fuel,
travel, and daily amount of time taken away from other
activities. For example, during the camp periods, many medical
personnel would often leave their regular duties behind, which
greatly interrupted their reqular service delivery. The
assessment team indicated that if institutionalization were to
take place, the present referral system would have to be
reoriented.

As for the possibility of static VSC sites, it was
noted that the use of camps was necessary in some areas,
particularly in the mountainous and hilly districts because of
their inhospitable topography and remoteness. However, in other
districts such as the Terai and in some hilly areas, it was felt
that VSC could be provided on a year-round basis where staff and
facilities were available. This was already happening in the
Kathmandu Valley.

VI.2.2.2 Manpower and Training. In order for temporary

FP and the voluntary surgical contraception project to be year
round, enough trained personnel must be available to provide
these services. 1In order to determine the present need for the
services, the AVSC assessment team collected information on the
number of doctors trained in VSC methods and the number of nurses
trained to insert IUDs. The team found that very few nurses were
trained in IUD insertion and that the number of doctors trained
to perform VSC was only slightly greater. As might be expected,
there were fewer trained doctors in the hills and mountainous
areas than in the Terai. The report also noted that the frequent
reassignment of government medical personnel and the lack of
cooperation in using the skilled manpower resources available in
some of the local areas hampered the efficient provision of FP.

One of the priority areas discussed in the report was
training. The authors indicated that reqular training in the use
of VSC techniques was especially needed throughout the country.
At present, FPAN provides both vasectomy and minilaparotomy
training while the university medical school provides none.
Furthermore, training was often provided on an ad hoc basis (only
a few trained at a time), with no standard curriculum or trainee
certification criteria. To institutionalize the program, it was
felt that a standard curriculum was needed in the medical school,
and that eligible doctors in outside districts should be trained.
Possible sites for this training include the FP/MCH Central



-52-

Clinic, Bir Hospital, the Maternity Hospital, and the FPAN
Central Clinic (favored). To coordinate such an effort, it was
suggested that a program management unit be established to manage
a decentralized and dispersed training program.

VI.2.2.3 Facjilities, Equipment and Supplies. The team
felt that adequate facilities, equipment, and supplies were
essential for the institutionalization of VSC. As part of their
assignment, the team visited a number of VSC sites including two
USAID-funded centers, three UNFPA-funded centers, nine MCH/FP
clinics, three FPAN clinics, and ten zonal and district
hospitals. "The service sites were assessed with regard to their
physical condition, the availability of functional space for FP
and VSC activities, the allocation of space in terms of logical
client flow, client and staff comfort, and isolation of surgical
area and the availability of equipment and supplies."l7

The team members concluded that the visited sites
presented a wide variety of conditions with respect to
"preparedness," potential, and suitability for the provision of
year-round VSC services. Several recommendations were made for
possible future activities: 1) Priority should be given first to
service sites in the Kathmandu Valley where the institutional-
ization process has already begun and where adequate serviceable
facilities exist; 2) priority should be given to the USAID-funded
FPS centers and UNFPA-funded centers; 3) all sites should be
revisited to assess equipment needs, the functioning of available
equipment, and the adequacy of functional space; and 4) in a few
cases, space should be reallocated to improve safety and working
conditions. In addition, some common observations were noted for
all of the facilities:

o "None reported significant problems with the
availability of expendable surgical supplies;

o most of the sites did not have designated areas
where counseling could be conducted;

o most of the sites had neither space designated for
lab tests nor the capability to perform them;

o most of the service sites had the full complement
of emergency equipment; and

17The report emphasized that this assessment exercise was by
no means definitive in nature and the results should be
considered with some caution.
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o in the central district area, all service sites
visited had supplies of pills, condoms, and
depoprovera, and some of the sites had (UDs."

VI.2.2.4 Counseling and Informed Consen'.. Effective

and thorough counseling of those who requested VSC was found to
be limited in the national program. The team felt that the
system's orientation toward motivation of the client for VSC at
the field level and documentation of informed consent at the
clinic level, with little counseling offered, might result in
inadequately informed clients. The present situation appeared to
be recognized by the FP/MCH project. As part of their future
activities, plans were under way to initiate a counseling program
during the next fiscal year. Staff involved in VSC efforts were
to be identified, trained, and posted at service sites to provide
better VSC counseling. On a larger scale, the team recommended
that HMG develop a national counseling training program for both
the camp and institutionalized VSC efforts. To assist in the
development of this training, it was recommended that FPAN be
consulted because of its experience with counselor training.

With regard to the topic of informed consent, the team
found that the forms used were being signed and marked correctly
within the clinics. During the summer of 1987, a revised
informed consent form was sent to the FP/MCH and ICHSDP projects.
This form was to bring the Nepal VCS into compliance with AID
regqulations. (Refer to Annex 8 for a summary of AID's policy
concerning informed consent.)

VI.2.2.5 Policies and Program Management. The team

felt that supportive policies and management practices were
needed to assist in the institutionalization process. Although
HMG had provided guidelines to institutionalize VSC services,
recommending that such actions be taken as increasing the
availability and use of temporary methods and deemphasizing
camps, the team found that there were a number of other practices
that appeared to conflict with these goals. For example, special
payments were still being provided for VSC operations. 1In
addition, VSC continued to be encouraged at the expense of the
year-round methods, and more emphasis was placed on reaching
sterilization targets than on reaching targets for other methods.
Another practice that hindered the year-round efforts was the
preference for laparoscopy methods over minilaparotomy methods.
There were fewer doctors trained in the former, specialized
procedure than in the latter procedure, and most of them were
based in the Kathmandu area. Furthermore, the doctors trained in
the minilaparotomy procedure were not allowed to offer the
service. The lucrativeness of the short-term seasonal approach
for the specialized doctors was another factor hindering the
institutionalization of VSC.
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VI.2.2.6 MCH/FP Project. As part of the current FP/MCH

project workplan, several objectives and activities were outlined
which had direct relevance to the institutionalization of quality
family planning and VSC services. They included:

o "Training of counselors and initiation of first
phase counseling programs in six sites (VSC
Workplan, Subactivity 1); orientation of
intermediate supervisors in counseling and
informed consent (VSC Workplan, Subactivity 7.C);

o Implementation of a VSC quality surveillance
program (VSC Workplan, Subactivity 3); training of
nurses in aseptic techniques and routine
surveillance (VSC Workplan, Subactivity 7.B);

o Implementation of a VSC complications treatment,
reporting and investigation system (VSC Workplan,
Subactivity 4); and

o Full utilization of the FPS centers (VSC Workplan,
Subactivity 5)."

VI.2.2.7 Conclusjons and Recommendations made in the
Assessment Report.

o

Status of Institutionalization - The report's principal.

conclusion was that there was good potential for
institutionalizing FP and VSC services in Nepal. At
present the process of institutionalization appears to
be moving forward; however, some locations were further
along than others. At the national level, some
essential central support systems (see above) were in
place and work was under way to develop other support
systems such as general training in the provision of
services, training in counseling and supervision, and
monitoring systems. The assessment team stated that
"for the future, planning for institutionalization
should be a process of assessing the unique situation
in each district and developing programs tailored to
each district's needs."

Preferred VSC Sites - Although zonal and district

hospitals could provide the manpower to perform VSC,
because of their overcrowding, poor conditions, and
focus on curative services, they might not be ideal.
Instead, the assessment report recommended that HMG
"give priority to improving and fully exploiting the
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existing clinic and OT facilities that have already
been created for VSC service delivery at district
FP/MCH centers and district health offices. (In recent
years nearly thirty five such clinics/OTs have been
constructed with UNFPA and USAID funding.) In a few
districts, FPAN has VSC facilities and may be viable
options."

Camps - Whereas the "camp" approach was still required
in the hilly and mountainous areas, it was recommended
that it be discontinued in the districts where regular,
routine service delivery was available. The report
pointed out that the camps were costly, disruptive to
other services, stressful to staff and clients, and
difficult to maintain in terms of the quality of
service offered.

Institutjonalization Initjative - "The team proposes

that HMG consider an institutionalization initiative in
a selected sample of districts. The purpose of this
initiative would be to test a) whether camp-style
mobilization can be completely eliminated without
reducing achievement, b) whether the dramatic peaks in
seasonal performance can be reduced to more manageable
proportions, and c) whether temporary contraceptive
acceptance/prevalence can be significantly improved."

Priority Programs and Support Systems - "The team

recommended that HMG move ahead to put in place new and
improved national-level support systems required for
local (district) level program implementation."

Kathmandu Valley Programs - "Considering [that]

district programs in the Kathmandu Valley were a)
farthest along in the institutionalization process, b)
closest to the national nerve center, and c) play a
leading role in setting the pace and standards for the
national program--special efforts should be made to
accelerate the institutionalization process in this
area."

VSC Training Program - To establish a year-round VSC
service delivery program, it was "imperative that a
coordinated national VSC training program be
established." This includes placing emphasis on
curriculum development, and training in vasectomy and
minilaparotomy.
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VI.2.2.8 Next Stepsl8

o

VI.3

Implement key components of the current FP/MCH Project
workplans.

Conduct a comprehensive review of medical quality.
Conduct a comprehensive review of VSC client
satisfaction and voluntarism issues.

Survey central, regional, and district stores to
identify existing equipment and supplies.

Develop a pilot postpartum project at the maternity
hospital in Kathmandu.

Conduct a study of costs and cost-benefits in the Nepal
family planning program.

Institutionalization of Temporary Contraceptive Methods

Refer to section II.3.2 for a summary of the present

organizations providing temporary family planning services. 1In
addition, the next chapter provides a description of Nepal's use
of temporary contraceptive methods, including a discussion of
attitudes toward them by the general public.

18Refer to report for a more detailed description of "Next
Steps" section.
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VII. TEMPORARY CONTRACEPTIVE FAMILY PLANNING METHODS

VII.1 Attitudes Toward Temporary Contraceptive Methods

The use of some form of contraceptive increased from 9
percent to 19 percent from 1981 to 1985. Despite this rise, only
2.3 percent was for temporary methods, while the remaining 16.7
percent was for sterilization procedures. At present, most of
those going ror sterilization operations are older parents who
have already produced their desired number of children (average
5-6) and therefore want to terminate their fertility. Thus, this
trend has had only a limited impact on population growth because
most of those undergoing sterilization have already produced a
large family. Furthermore, while there has been success in
controlling fertility in older women, this effort has been
counterbalanced by higher fertility in younger women who are
presently entering the reproductive period.

Part of the reason for the low acceptance of temporary
methods is that the population does not feel that a small family
is necessary. In fact, one survey indicated that two-thirds of
the parents interviewed chose not to use contraceptives because
they wanted a large family. Other factors cited which appear to
influence a couple's decision to use birth control include; the
status of the woman, location in either an urban or rural area,
the number of sons that had been born, and knowledge of available
methods.

Between January and June 1986, a research study was
carried out by a SOMARC consultant "to investigate the
opportunities for and constraints facing the Contraceptive Retail
Sales Company's efforts to increase market penetration in remote,
off-road areas of the country."l® Dpuring this field-based
activity, which took place in an isolated rural setting, the
author found that temporary contraceptive methods were not well
understood or popular among villagers. This resulted from the
combination of deep cultural biases along with the absence of an
aggressive IEC campaign to dispel myths associated with temporary
methods. Some of the biases included shyness about sexuality,
lack of positive incentives to practice temporary contraception,
and what appears to be a lack of concern for pregnancy-related
risk factors.

Another reason for not using contraception was that
many women indicated that they were not fertile after giving

19rinal Report of Findings and Recommendations: Village

Marketing Study Nepal, SOMARC Research Visit, January - June,
1986.
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birth or after reaching their late twenties; therefore, there was
no need for contraception. A possible explanation for this was
that because of their poor diet, hard work, and prolonged
lactation, extended amenorrhea was common. This contributed to
their feelings of being no longer fertile. It was further
pointed out that the concept of family planning was more often
than not associated with terminating fertility because the
concept of child spacing was not readily understood or
recognized.

In addition to the general objections raised by the
villagers, a number of method-related biases were also
discovered. For example, condoms were associated with illegal or
extramarital sex. Other objections to the condom included
decreased sexual pleasure, dirtiness, having no place to dispose
of them, and unreliability due to bursting. The pill on the
other hand, was most often associated with negative side effects.
Since Nepalese women were often reluctant to approach male health
workers or medical shop owners, the husband often obtained the
Pills. As a result, many Nepalese women never receive a medical
exam or any form of supervision while on the pill. In addition,
in many cases the husband does not accurately convey the
information provided to him concerning the pill's use and side
effects. Thus, many women either use the pill improperly or are
uriaware of the side effects. The author felt that this improper
use of the pill and its use by women who shotld not be on it for
medical reasons, may contribute to the high failure rates and
abnormally severe side effects.

In addition to the above-mentioned study, another study
was carried out in 1987, which also focused on attitudes toward
temporary methods. As part of this effort, a focus group study
was carried out by New ERA to determine why contraceptive methods
were not being used by Nepalese women.20 as part of the study, a
mix of women from the hills and the Terai areas was selected.

The groups were further subdivided into rural and urban sectors.
In total, sixteen focus group discussions, containing between
five and eight participants, took place. The major question
posed to the groups was "What are the reasons for non-use of
contraceptives?" The findings of this study were similar to
those described above.

For example, with respect to the pill, the researchers
found that most of the women indicated that they would not use
this method because of health concerns. Many associated the pill
with severe side effects such as headaches, weakness, nausea,

20Report entitled "Reasons for the Non-Use of
Contraceptives" (New ERA, 1987).


http:women.As

-59-

weight loss, and bleeding. Another common belief was that the
pill would dry up their breast milk. The IUD method was found to
be less known than the pill. The reasons for non-use of this
method were also related to potential physiological complications
including bleeding, an uneasy feeling during intercourse, a
burning sensation, fear of losing it within their bodies, and
death. Although few side effects were cited with the condonm,
some women were concerned that it fall off and become lost inside
them. oOther reasons given for non-use of this method were that
their husbands felt that it interrupted intercourse and that the
negative social image imparted by buying condoms caused
embarrassment. The main reason for non-use of sterilization was
that the operation made the recipients weak and unable to work.
Others felt that they had insufficient money to purchase the
nutritious foods they believed were necessary to maintain their
health following the operation.

The report concluded that many of the women were
misinformed about the various methods. For example, a number of
women thought that most contraceptives would kill their youngest
child because their breasts would stop producing milk. Others
were unaware that the pill was a temporary method. In fact, some
women were unaware that any temporary method existed. A possible
reason for this was that family planning workers did not place
much emphasis on temporary-methods. To improve this situation,
the authors of the study recommended that strong IEC be provided
to educate the public, and that this effort be complemented by
service providers who are effective in their motivational follow-
up activities. It was further recommended that more emphasis be
placed on temporary methods.

VII.2 Temporary Contraceptive Method Strategy within the
Long-Term Health Plan (1983)

Within the 1983 Long-Term Health Plan (1983), emphasis
was placed on the need for more serious efforts toward
popularizing the acceptance of temporary methods of family
planning. This was in light of the fact that most sterilization
acceptors were generally those who had already passed through the
most fertile period, as was explained above. Thus, before the
present fertility level could be lowered, it was felt that more
emphasis was needed to convince younger couples to adopt
temporary family planning methods. With this in mind, the
following strategy was to be pursued:

o "Information, education and communication activities in
the popularization of temporary methods of family
planning will be stepped up through development of an
appropriate communication strategy:



-60—

Such strategies should help improve both prevalence and
continuation rates; the follow-up system, which is
almost nonexistent at present, has also to be
strengthened through adoption of appropriate programs
in areas of maternal and child health;

Special emphasis, in addition to condom and pill
distribution, will be given to the expansion of
deproprovera injection and IUD services; and

The National Commission on Population will serve as a
Clearing House for all data related to family planning.
All organizations concerned with such activities will
submit to the Commission, every quarter, statistics on
occupation, education and economic status of family
planning acceptors. Information which can be derived
from the records of family planning acceptors will then
be analyzed for use in policy and program
development."21

21

Information quoted from HMG lLong-Term Health Plan, 1983.
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VIII. HEALTH PLANNING DIVISION

Limited information concerning the Health Planning
Division was available in the documents provided to POPTECH to
prepare this background paper. As a result, this chapter is
limited to a description of the Division's structure and
objectives for FY 2041/42 (1984). This information is presented
to provide an example of the type of work carried out by the
Division. More recent information relating to the Health
Planning Division will be provided to the evaluation team while

in Nepal.

VIII.1 Structure and Functions of the Health Planning Division
(2041/42)

In FY 2041/42 1984, th: Health Planning Division was
divided into four sections; n~iely, Program, Health and
Management Information, Evaluation and Research, and
Administration. The functions and responsibilities of each of
these sections are summarized below.

a. Program Section

The major responsibilities of this division were as
follows:

i) Health program review and analysis,

ii) Health program development,

iii) Planning and management training,

iv) Coordination and support for NGO's,

v) Development of women's programs,

vi) Technical cooperation and coordination, and

vii) Preparation of regular (annual, five-year, and
long-term) plans.

This section was divided into three subsections: Health
Systems Development, Programing, and Technical Coordination. In
1984, it was proposed that a Women's Development subsection be
added to the Program Section.

b. The Health and Management Information Section

The Health and Management Information Section had
major responsibility for accumulation, storage, retrieval, and

22Information for this chapter came from a briefing paper
prepared by JSI in preparation for the 1984 midterm evaluation of
the IRH/FPS Project.
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dissemination of health and management information. 1Its major
responsibilities were:

i)
ii)
iii)
iv)
V)

Operating the data bank,
Establishment of a National Health Information

Clearinghouse,
Planning and management illustration,
Production of the Health Information B'. -in, and

Preparation of country and district heai.n
profiles.

The Health and Management Information Section consisted
of the three subsections, including the clearinghouse, data bank
and cartography. The information provided by this section

included:

i)
ii)
iii)
iv)
V)

Program budgeting data,
Program/budgeting monitoring data,
Health manpower data,

Health facilities data, and
Nursing manpower data.

c. The Evaluation and Research Section

The Evaluation and Research Section was responsible for
the following activities:

i)
ii)
iii)
iv)
V)

Project/program review,

Health resources analysis,
Computerized data processing,
Health services coordination, and
Research coordination.

The Evaluation and Research division was composed of
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Program Objectives for the NFY 2041/42

The major program objectives cf the Health Planning

Division for FY 2041/42 were as follows:

al

To examine financial and technical appropriateness of
periodic plans, annual programs, and budgets in order
to increase the implementability of the plans and the
absorptive capacity of the MOH. This objective
required an in-depth examination and discussion of
annual plans and budgets with all the service-providing
agencies within the Ministry.

To analyze the programs and budgets of the various
health organizations outside the Ministry.

To hold approximately twelve seminars/workshops on
planning procedures, health management issues, and the
various vertical projects' annual plans, including
staff at the district and panchayat levels. This
objective aimed at assisting in coordinating efforts in
plan formulation for future years.

To upgrade the Health Planning Division Data Bank.

To further develop and administer the national Health
Library and Literature Information System, including an
information diffusion service with the capacity to
reproduce documents.

To further develop and administer the Nepal Medical
Research Committee, and to review proposals and publish
findings of the various studies it undertakes.

To strengthen the automated data processing capacity of
the HPD. To continue and expand the current manpower
analysis, and begin development of a data base for
health institutions.

To conduct various field studies of health institutions
as appropriate.

To assist in coordination of primary health care
activities between HMG and the various NGOs who provide
health services in Nepal.

To establish a Women's Development Unit within the
Program Section to develop and coordinate programs for
improvement of women's status as related to hezlth
activities.
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ANNEX 1

List of documents reviewed for background paper

Copy of the new MOH organization and names of relevant
officials;

Peter Shipp's report, "The Potential Application of
Personnel Management Technology in the Gov't. Health
Services in Nepal."

New Era report, "Fertility and Mortality Rates in
Nepal" (June 1986);

JSI/Nepal report, "Health Financing and Cost Recovery
in Nepal" (April 1987);

CDC/Atlanta report, "Nepal: Logistics Assistance"
(January 1986);

CDC/JSI report, "Contraceptives Logistics Management"
(March 1987);

USC/FP-MCH/USAID, "Assessment of the Institutional-
ization of Family Planning and Voluntary Surgical
Contraception Services in Nepal" (October 1987);

National Commission on Population, "National Population
Strategy" (1983), (Note: Read this with care, because
there is a real gap in Nepal between stated/written
policy and that which has/has not been implemented):

New Era/Population Council/FP-MCH study, "Factors
Related to Non-Use of Contraception among Couples With
an Unmet Need for Family Planning in Nepal" (October
1987), "Summary and Conclusions" section only;

MOH, Nepal, "Health Information Bulletin" Vol. 3, 1987;

SOMARC trip report (selected portions), "Village
Marketing Survey: Final Report of Findings and
Recommendations: (January - June 1986), prepared by
Katharine A. Coon for the Nepal CRS Co.;

HMG/Central Bureau of Statistics, "Population Monograph
of Nepal" (°987);

FP/MCH, "Nepal: Fertility and Family Planning Survey
Report (1986):;
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MOH/Planning Division report, "Review of the Delivery
of Health Services for Improving Integrated Services
Including FP and MCH" (October 1985);

Kathmandu cable #04884 on "Nepal's Program to Meet
Basic Needs by the Year 2000" (6/29/87);

HMG/National Planning Commission, "Basic Principles of
the Seventh Plan: 1985 - 1990%;

Rising Nepal newspaper articles on Basic Minimum Needs.
NOTE: Basic Minimum Needs is now a major development
theme from now to the year 2000, and one that has
improved focus on some neglected service delivery
issues in the MOH;

WHO Project, "Report of the Joint HMG
Nepal/UNICEF/USAID/WHO Comprehensive Review of the
National Control of Diarrhoeal Diseases Programme in
Nepal" (April 1986);

JSI background paper, "Status of Key Indicators
Selected for the IRH/FPS Project 367-0135" (August
1984) ;

JSI background paper, "Integration: A Historical and
Conceptual Review" (1984);

JSI background paper, "Integration and the Integrated
Rural Health/Family Planning Service Project"
(10/29/84) ;

JSI background paper, "Nepal Health System Summary"
(September, 1985):;

JSI background paper, "Structure and Functions of the
Health Planning Divisions" (7/31/84); and

JSI summary report, "End of Tour Report: November 1981
-December 1985" (12/85).
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ANNEX 2

Description of the Material Child Health/Family Planning Project

A. Proiject Obijectijves

i) Reduce infant mortality rate from 200 per 1,000 live
births to 150.

ii) Reduce crude birth rate from 40 to 38 per 1,000
population.

iii) Reduce total fertility rate from 6.3 to 5.0.

B. Activities Carried out as Part of the Project

i) Child health: BCG, DPT, polio immunization,
rehydration, and nutrition education.

ii) Maternal health: home delivery service, pre- and
postnatal clinical services, and menstrual regqulation
promotion.

iii) Family planning: condom, pill, deproprovera, IUD
distribution; vasectomy and laproscopy operations.

iv) Manpower development: in~service training for
sterilization camp and field personnel.

V) Information, education, and communication.

vi) Planning, research, and evaluation.

C. Description of Project

The Nepal Family Planning and Maternal/Child Health Project
(FP/MCH) was first established in 1968 after family planning
services were integrated into an existing Department of Health
MCH program. There were two main reasons for the integration of
the FP component into the MCH program: (1) Because of Nepal's
high child mortality, a need existed to provide services for
surviving children and to provide ways to prevent future births;
and (2) it was felt that the MCH activities might help to develop
rapport for the promotion of family planning among MCH clients.

Over the years, a number of changes took place in the
services provided by the FP/MCH project. Until 1975, the service
delivery took place in static sites where MCH care and
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sterilization were provided in clinics within sixty four of the
seventy five administrative districts. (The number of districts
fell following the introduction of the Integrated Community
Health Services Development Project (ICHSDP)). After 1975, an
outreach strategy was initiated whereby panchayat-based health
workers (PBHW) were recruited to provide additional door-to-door
services. Furthermore, during the late 1970s a nutrition
education component was added to the program by the government.
Finally, in 1980, emphasis shifted from temporary methods to
sterilization because it was felt that the latter method was the
only one that appeared to work in Nepal.

To oversee the activities of the project, a semiautonomous
FP/MCH Board was established to set guidelines for the
implementation of program activities. From 1968-77, the
chairmanship of this board was held first by the Minister of
Health, then by a full-time chairman, and finally by the Director
General of the Department of Health. In 1978, the board was
reorganized and subsequently renamed the Family Planning Service
Board.

At present, the Nepal Family Planning and Maternal child
Health (FP/MCH) Project provides FP and MCH services and
information to fifty two of the seventy five districts. The
organizational structure of the project is decentralized on a
four-tier system, including 1) the central office, 2) five
regional offices, 3) forty district offices, and 4) 258 clinics,
and 2,596 panchayat-based centers. As of November 1985, the
staff consisted of 4,568 people, of which 36 percent are regular
staff while the remainder are under contract. (Refer to Chart 4
for a summary of the organizational structure of the FP/MCH
project.)

Three different service approaches are provided by the
project: stationary, mobile, and door-to-door. For the
stationary services, FP/MCH centers are attached to an existing
health institution, such as health posts, health centers, or
hospitals. As of July 1986, there were 256 FP/MCH centers of
this type. The centers attached to the health posts usually
employ two family planning workers (male and female) in addition
to the existing institution staff, while the hospital-based
centers may have as many as five or more extra staff including
auxiliary nurse-midwifes, auxiliary workers, and public health
nurses.

Depending upon the availability of trained medical doctors
and equipment, the hospital FP/MCH centers sometimes provide
additional services such as male and females sterilization, IUD
insertion, and depoprovera. The FP/MCH centers attached to
health posts distribute condoms and oral pills to those who come
to the center. The center also provides maternal and child
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health services including diagnosis, nutrition, and environmental
health care. Some of the FP/MCH centers, particularly district
offices, operate satellite clinics in nearby areas. These
clinics sometimes distribute oral pills and condoms, provide
family planning education, and offer maternal child health
services. As part of their work, FP/MCH personnel are required
to provide follow-up visits to an acceptor's home and motivation
to potential acceptors within a radius of three miles from the
center.

A second service provided by the project is mobile
sterilization camps. These camps are divided into two
categories: laparoscopy or minilaparotomy camps (staffed with
central office medical doctors from hospitals and the FP/MCH
central clinic), or vasectomy camps (organized and run by the
district personnel). During the first quarter of a fiscal year
(July-September), district plans for a sterilization camp
(vasectomy, laparoscopy, and minilaparotomy) are made in
consultation with the central office. Once the budget and supply
requirements are established, the plan is submitted to the
central office for approval. While the camps are in progress
(November-February), there is often plenty of help from community
organizations, including local village panchayat members and
volunteers from Women's Organizations, the Red Cross, and Youth
Clubs. In addition, district and central staff often conduct
motivation and education campaigns. Finally, nearly all of the
sterilization camps are assisted by a district-level steering
committee, which consists of the local elite. These committees
help in getting the public's participation and in bringing
potential acceptors to the campsite.

The third service is the panchayat-based center. This
service was created in 1975, when it was discovered that most
villagers were not willing to come to the FP/M(.Jd center to obtain
family planning services. Under an area system, a family
planning worker spends one or two days per week in a FP/MCH
center and the remaining four to five days in the field making
door-to-door visits in order to motivate, educate, and distribute
condoms and oral pills to couples at home.

Between 1975 and 1986, the number of panchayat workers has
increased from 190 to 2,500. At present, a panchayat-based
worker 1is expected to provide the following door-to-door
services: 1) maintain a ward register which identities potential
acceptors in his/her village panchayat; 2) motivate and educate
on family planning; 3) provide information on various family
planning methods; 4) distribute condoms and oral pills; 5)
distribute RD-Sol (Oral Rehydration Solution) for the treatment
of dehydration; 6) distribute iron tablets to mothers; 7) provide
education on sanitary hygiene; 8) refer sick children and mothers
to a health post, health center, or hospital; and 9) disseminate
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information about sterilization camps. In order to gain
community support for the program, district-level Family Planning
and Maternal Child Health Coordinating Committees were
established. These committees assist the project by drawing up a
tentative program in connection with the FP/MCH mobilizing local
resources to run the sterilization camps and by selecting village
workers (panchayats) for a panchayat-based center.

In order to monitor the field-level activities, four
regional and forty district offices were established. Each
regional office is headed by a senior medical officer who is
assisted by a senior public health nurse, a statistical
assistant, an IEC assistant, and additional administrative staff.
Sole respon51b111ty for carrying out the district family planning
and maternal child health activities lies with the district
officer. To supervise clinics and panchayat -based centers, there
are a number of intermediate supervisors. Approximately one
intermediate supervisor controls four to se~n panchayat-based
workers. Technical assistance needed by the regional offices and
district offices is provided by the six divisions located at the

control office.



D/E. Project Strengths and Weaknesses

Strengths

FP/IICH received wide support and participation from all
levels, from the grassroots up.

A capacity had been created to generate indigenous strategic
manpowsr: i.e., training officers, health aides, etc.

The project has proven campetence in carrying out surveys
within acceptable standards; e.g., Nepal Fertility Survey,
Contraceptive Prevalence Survey, national papers, etc.

The project has effectively developed linkages with a large
number of government and nongovernment organizations.

Knowledge and awareness gains regarding the benefits of small
fanilies have been made at the community level.

Planning targets vere being set for each district and clinic.

An ample supply of funds was available for project
activities.

National leadership was conscious of the grave econamic,
political, and environmental consequences of the population

progran.

A long-tern population policy was available, with targets set
for intervals of every five years.

Weaknesses

Because the FP/MCH Program was a development project, most of
the employees were not regular HMG staff. As a result, the
attrition rate for employees was high due to uncertainty over
their future status and a lack of pramotion opportunities.

Insecurity among the FP/MCH staff has arisen because of a
feeling that the integration process will not be able to
absorb all the staff from the FP/MCH vertical project.

The FP/MCH Project was heavily dependent on foreign aid
because no attempts had been undertaken to make the project
self-reliant. In addition, mwost strategy or camponent
changes were externally induced, whick limited the managerial
effectiveness.

The use of temporary birth control methods was very low.

PBHYs (outreach workers) lacked motivation and knowledge of
their role.

Supply shortages existed because of logistics shortcamings.
Delays existed in the release of funds because of faulty
programming, nonreconciliation of accounts, and excessive
centralization.

Involvement of local community in planning was insignificant.

Preventive services such as immunization and matcrnal care
were rudimentary.

Low cammunity awareness and use of family planning and
maternal child health services existed.

Relationship between training curriculum and job descripticn
was vague.

There were no penalties for those workers who failed to
perform and no rewards for those workers who did.

—OL-
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§gmmg;¥ of the Recommendatjons Made jin the 1985 Inteqration
Report

feport

i)

ii)

iii)

iv)

vi)

Increase effective outreach of field workers by
increasing motivational training, increasing supply
availability, generating more community participation,
reducing individual worker's case load, and increasing
extent, purpose, and quality of supervision.

Place emphasis on developing an effective training
program; i.e. developing an operational manual for
PBHWs, providing refresher training periodically,
giving instruction on the pill and its side effects,
etc.

Develop criteria to evaluate the work performance of
the staff.

Give permanent status to the FP/MCH Project and
regularize all staff as civil service personnel.

Make the promotion of aggressive population control,
including increased FP education and distribution of
materials for temporary contraceptives (especially for
younger age groups), an essential component of future
health care planning.

USAID should assign the highest priority to the
population situation in Nepal.

23yMG Task Force report entitled "Review of the Delivery of
Health Services for Improving Integrated Services Including
Family Planning and Maternal Child Health" (November 1985).
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ANNEX 3

Description of the Integrated Community Health Services
Development Project (ICHSDP)

A.

Project Objectives

i)

ii)

iii)

iv)

Eliminate the present duplication of effort and
investment in the field of preventive health care by
absorbing all rural health services into a unified
system of management at the village level.

Coordinate health care activities by developing an
adequate system of referrals to the district- and
regional-level hospitals from the village-level health
posts. :

Build and establish health posts and district health
offices in the districts selected for integration in
order to speed up the delivery of health services,
especially to the poor, and improve the quality of the
services so delivered..

Create a dynamic outreach service based on door-to-door
visitations by health workers.

Absorb the field-based personnel of all the vertical
projects and ensure their optimum use as multipurpose
health workers.

Activities Carried out as Part of the Project

i)

ii)

iii)

iv)

vi)

vii)

Family planning: motivation, organization of
sterilization camps, distribution of pills and condoms
for temporary methods.

Health education: rehydration and nutrition.
Immunization: BCG, DPT, polio, TT, and measles.

Nutrition monitoring: measurement of arm circumference.

Case locating, treatment and holding: TB, leprosy,
malaria, and diarrheal diseases.

Treatment of common illnesses: worms, headaches, skin,
minor injuries, eye problems, measles, diarrhea.

Recording of vital statistics: birth, death, migration.
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viii) Referral services: to district, regional hospitals.

ix) Construction: health posts, district health offices.

X) Training: local health volunteers, traditional birth
attendants.

xi) Malaria surveillance: identification, treatment, and
follow-up of confirmed cases.

xii) Prenatal and postnatal care: at home, in health posts.

xiii) Supply logistics: pills, condoms, vaccines, drugs,
insecticides, medical aids and equipment, RD-Sol, and
blood smears.

xiv) Integration of vertical projects.
xv) Finance, auditing, and budgeting.

xvi) General management: planning, evaluating, reporting.

C. Description of Project

The "Integrated Community Health Services Development
Project® (ICHSDP) was established following two successful pilot
activities: 1) the Kaski district project, which was set up in
1971 to create additional services for malaria workers; and 2)
the Bara district project, which was set up in 1972 to centrally
manage the health services provided by multifarious institutions.

The concept of integration for public health services had
two fundamental policy elements: 1) integration of all the
vertical, single-purpose projects under a common administrative
structure for each of the levels of health infrastructure,
namely, village, district, regional and ministerial; and 2)
integration of preventive and curative medicines in a least-cost
manner. Its evolution was based on the experiences gained from
pilot projects and on experimentation with various policy
decisions.

Although the conceptualization of the integration process
can be traced to the early 1960s, the first real policy impetus
for this process was laid down clearly at the time of the Fifth
Five Year Plan in 1975. As part of a long-term health plan
initiated by his Majesty the King, the integration of the
vertical programs was to be completed by 1985, and involve the
establishment of 1,052 fully integrated health posts in all of
the 75 districts. In addition, fifteen districts and four
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regional hospitals were to be established within the same time
frame. The process was to be gradual with respect to the
integration of the vertical projects, and was to follow a five-
stage model.

Prior to this event, six districts were already providing
comprehensive rural health services through 62 integrated and 289
nonintegrated health posts as a result of earlier efforts. Of
the 351 health posts, 62 were fully integrated or said to be of
the I-type, while none were partially integrated or of the E-

type.

The chief organization responsible for this innovation was
the Integration Board, which was founded in 1970 to launch the
pilot projects. The board was supported in its functioning by
the Community Health and Integration Division, which was
established in 1969 to execute the program of integrated
community health. 1In 1971 Integration Working Group (IWG) was
also set up which lasted until 1977. The IWG met periodically to
review progress and identify and solve problems.

A major development, which took place in 1977, was the
dissolution of the Integration Board and its Working Group and
their replacement by a Central Integration Board. The new board
was chaired by the Secretary of the Ministry of Health. Other
members included top health personnel, chiefs of all vertical
projects, and representatives from WHO and USAID (who act as
advisors). The primary purpose of the Board was to coordinate
the integration of the vertical projects into the Community
Health and Integration Division. 1In 1980, the division was
dissolved and the ICHSDP was established in its place as a
development project under "Development Board Act 2013." The
Central Integration Board was also discontinued as the execution
organ responsible for integration.

At present, the ICHSDP is governed by an eleven-member board
of directors and is chaired by the Secretary of Health. The main
function of the board is to formulate policies for the execution
of the project, approve plans and review project performance,
control the operations of the project, and coordinate the inter-
and intraministerial decisions concerning the functioning of the
project.

The project was organized on a decentralized, area-based
plan consisting of forty eight district offices which oversee 744
health posts (HPs). These HPs are spread over all the seven five
districts. As of November 1985, the status of the 744 iPs with
respect to their integration was as follows: i) seven four fully
integrated (I-type) HPs 1ii) 376 partially integrated (E-type)
HPs and 1iii) 294 non-integrated (O-type) HPs. Within the forty
eight districts, ten districts were fully integrated, which meant
that they provided curative services together with the absorption
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of all of the services of the five vertical projects. Another
sixteen districts were "partially integrated" (having the
curative medicine component, but with four or less of the
services of the five vertical projects being absorbed). Finally,
twenty two districts provided no integration services. Delays in
integrating more of the districts resulted from administration
difficulties, including an inability to resolve interproject
rivalries and conflicts, reluctance by the vertical projects to
hand over resources, weaknesses in project management at the
level of the district health offices, and severe sicains in
coordination in the wake of ministerial and secretarial
leadership changes.

Within the forty eight districts, the family planning and
maternal child health activities were fully served under the
Integrated Community Health Development Project using stationary,
mobile, and door-to-door approaches. Although the FP/MCH Project
had no responsibility in the "fully integrated" districts with
regard to service delivery, the project did provide commodities,
particularly oral pills and condoms, and facilities fecr
sterilization and other special campaigns.

The chief executive officer for the project (CEO) oversees
four functions: i) planning and training, ii) family planning,
iii) communicable diseases, and iv) administration. 1In addition,
this person is also responsible for four regional training
centers and the forty eight district health offices, which are
line authorities. ...e total staff strength was 3,700 as of
November 1985. (Refer to chart 5 for a summary of the
organizational setup.)

The district health offices were each to have a team of
eight different personnel including: i) health inspector, ii)
family planning assistant, iii) health education technician, iv)
statistical assistant, v) subaccountant, vi) assistant health
worker, vii) health assistant, and viii) assistant nursing
midwife (ANM). At t.e health post level, the ~‘affing pattern
for the fully integrated posts we. . ... _.ae on health
assistant; two auxiliary health workers, two ANM< six village
health workers; one Mukhiya, and three peons (fift =»:n posts in
all).

As part of the organizational structure, cach health post
under the integrated program served four to six veks (one and a
half panchayats). A village health worker (VHW) was assigned to
serve one vek. It was reported that the VHW made two visits a
year in each household in the mountains and six visits a year in
the plains and hills. Wherever the ICHSDP had a responsibility
for malaria surveillance and containment, each household was
supposed to be visited monthly.



D/E. Project Strengths and Weaknesses

Strengths

Strong political support emanating from all levels of the
government and embodiment in the long-term health strategy.

Good financial backing from multilateral and bilateral
agencies.

Community participation through the provision of land and
labor to the project.

Broad-based organization and vast outreach activities.

Government service status was provided to the project staff,
which broadened their chances for career progression and

pension rights.

A major capacity for manpower development had been
established.

Weaknesses

The rationale and objectives of the project were not firmly
laid down, leaving too much room for interpretation.

The board of directors was found to be basically non-
functional, partly because the autoncmy of development
projects fram ministerial authority was not a reality.

Decision-making was found to be made without research or
baseline support.

The inability of the .eadership to explain to staff the
policy changes relating to objectives, targets, strategies,
ard job duscriptions has led to role confnsion.

The project is not able to spend all the moncy it has been .

allocated, wvhich causes project delays.

Leadership had not been exercised in this project because
most of the personnel were under the Department of Health
Services instead of the Project Chief. Thus, staff transfers
were often made without project consultation, which in tumn
strained the project management.

No formal organization was responsible for ensuring that
integration took place within a definite period of time.

Delays, graft, and corruption were not dealt with by forceful
political and bureaucratic sanctions to correct malpractice.

Logistic management had been unable to solve the problem of
continuity and timeliness in the supply of medicines and
other materials.

There were no management-oriented and relevant plans of
action to implement given policy decisions in line with given
priorities.

The involvement of so many donors, interesi groups, levels of
administration and centers of power meant that policy-making
was severely fragmented. This fragmentation prevented the
project fron taking an overall view of and coordinating
sectoral needs, aims, and strategies.

Same health posts were busy only as long as the medicines
held out, which in most cases was for 3-4 months of the year.

—LL—
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Summary of the Recommendations Made_ in the 1985 Integqration

Report

i)

ii)

iii)

iv)

V)

vi)

vii)

viii)

ix)

Authority should be located in one chain of command.
The authority to transfer or retain personnel working
in the integrated districts should be delegated to the
ICHSDP.

There should be clear-cut criteria regarding the
transferring of personnel from one district to another.
Trained and experienced personnel in the Integrated
Health Services should be transferred only to other
integrated districts.

Personnel should not be allowed to go for prolonged
leave and should not be transferred to another place
unless arrangements are made to provide a substitute.

In integrated districts, health posts of E-type and O-
type should be upgraded to I-type by providing a full
complement of staff for the purpose.

There should be sufficient trained staff and capable
manpower within the ICHSDP central office to check,
record, analyze, evaluate, and respond to the reports
received from the periphery.

For all the personnel working in the Integrated Health
Service, there should be well-defined job expectations
and a job analysis for each individual in terms of his
or her job objectives, key result areas, authority,
accountability, and the required minimum standard of
performance. There should also be a system of reward
and punishment for good and bad performance based on an
evaluation by the immediate supervisors concerned.

The ICHSDP should have regional offices outside
Kathmandu to supervise the field activities.

A definite action plan should be laid down to convert
all HPs to I-type by 1990, with knowr: standards and
norms for service delivery levels. Experienced and
qualified personnel in the district from the vertical
projects should be appropriately absorbed. Those found
below par in terms of education and experience should
be trained and hired on probation.

An intensive program of supervision development should
be introduced in ICHSDP whereby all frontline
supervisors would be required to show initiative,
drive, and commitment in their area of responsibility.
Those key personnel should be evaluated for their
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performance as supervisors under a system of evaluation
that is fair, open, and results-oriented. Model
organizational manuals and standard operating
procedures and systems should be developed.
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ANNEX 4

Description of the Nepal Malaria Eradication Organization (NMEO)

A.

Objectives

i)

ii)
iii)
iv)
V)
vi)

vii)

Maintain the level of malaria control already achieved
and reduce morbidity from malaria.

Stop spraying in hilly areas where transmission is low.

Transfer low risk districts of the Terai where malaria
control has been achieved for integration.

Control the spread of chloroquine-resistant P
Falciparum.

Adopt alternative methods of malaria control.
Strengthen the Research and Training Center.

Ensure better coordination between sectors and
departments.

Activities

i)

ii)

iii)

vi)

vii)

Spraying: mapping, field inspection, and use of
insecticides.

Surveillance: field inspection, reporting, and program
budgeting.

Parasitology and entomology research.

Health education: development of education materials
and bulletins.

Training: primarily of field workers (entomology,
spraying, logistics).

General administration: personnel management,
organizational planning, statistical work, reporting,
accounting, auwditing, budgeting, and fund disbursement.

Description of Proiczcct

In 1954 and 1956, HMG/USO initiated two pilot projects to
help reduce the malaria prevalence in Nepal. The first was to
set up control of insect-borne diseases, and the second studied
the feasibility of eradicating malaria within the country. Two
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years later (1958), the Nepal Malaria Eradication Organization
(NMEO) was established as a direct result of these efforts.

The NMEO began providing malaria eradication services first
to central areas, then to the eastern region in 1962, and finally
to the western region in 1964. By 1965, all of the malaria-
infested areas were covered (50 percent of the country).

In 1966, the government devised a plan to eradicate malaria
by the year 1973, using a four-phase system. The phases were 1)
preparatory, 2) attack, 3) consolidation, and 4) maintenance.
The last phase was to be carried out by the Department of Health
as part of its regular duties. Although the project's original
intent was to completely eradicate malaria, in 1975 the
government came to realize that it was not possible to eliminate
the disease completely. Thus, the NMEO changed its goal from
eradication to "[controlling] the occurrence of malaria to an
Annual Parasitic Incidence of 0.5 cases per 1000 population."

During the 1970s, the government began experimenting with
the idea of integrating malaria workers into the basic health
system at "pilot" locations. After a series of successful
integration attempts, a primary health care development strategy
for the country was initiated in 1975. As of 1985, fourteen out
the thirty nine malaria districts have been integrated, while
twenty five remain non-integrated.

To oversee the operation of the project, a Nepal Malaria
Eradication Board (NMEB) was established in 1958. The board is
an autonomous public institution worker the supervision of the
Ministry of Health and has as its chairman the Secretary of the
Department of Health. The day-to-day activities of the NMEO are
coordinated by the chief execv*ive officer (CEO) who oversees
administration, fiscal managemernt, technical program operations,
and the planning, research, and training activities of the
project.

The internal management structure is organized using an
"area-based decentralized form" that includes four regional
offices, twenty six district offices, 145 units, and 764
localities. 1In all, there are nine line and staff authorities
that are directly supervised by the CEO. The total staff
strength of the NMEO was 2,661 in October 1985, of which 30
percent are regular post holders. The labor force consisted of
1,125 malaria field workers, 450 service aid providers 295,
malaria field inspectors, and 192 malaria assistants. (Refer to
Chart 6 for a summary of the organizational structure of the
project.)
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Strengths

o

The project's budget had been increasing annually at a
rate of 17 percent.

o The project's supervision and leadership were
effective.

(o} Manpower was trained, experienced, motivated and
committed to the project.

o Organizational systems and processes were well
established.

o High professional standards of safety had been
maintained in spraying DDT and Malathion.

o The project had years of experience in the
decentralization of managerial authority and had
developed a fairly advanced system of planning,
monitoring, and evaluating.

Weaknesses

o Research capacity was absent for indigenous socio-
economic, epidemiologic, and technological activities.

o Supply lead times were exceedingly long.

o The rate of integration had been slow because of
budgetary limitations within the HMG and continued
innovation changes made toward decentralization.

o The current rationale and objectives for the project
were not always well known or recognized.

o The salary and allowances provided to the staff were
often insufficient to provide for their needs,
especially in light of their excessive workload.

o Within communities, misconceptions existed concerning
the spraying process, e.g., some thought that the
spraying caused bugs.

o Many problems existed, including inadequate

coordination and management, inadequate physical
facilities such as training centers, lack of field
supervision, lack of regular sanctioned posts, shortage
of feedback betweer integrated health posts and
district malaria offices, staff absenteeism, and high
prevalence of inexperienced personnel.
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Summary of the Recommendations Made in the 1985 Integration

Report

i) A clear policy needs to be confirmed and established
that outlines the role of district offices in planning
or target preparation.

ii) The development staff should be regularized as civil
service personnel.

iii) Since the laboratory technicians have to stay indoors,
they should be given some kind of incentive to
compensate them for the travel benefits offered to
other staff.

iv) Adequate local financial support, with timely release
of NMEO funds, should be assured by HMG.

V) HMG should seek donor suppcrt in providing necessary
insecticides and other commodities.

vi) NMEO should be given regular government status under
the Ministry of Health as a directorate.

vii) Plans are needed to integrate NMEO districts into the
ICHSDP Project. The required number of sanctioned
posts should be established prior to integration, and
provision should be made for all NMEO personnel to be
provided with posts within the integrated project.
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ANNEX 5

Description of the Expanded Immunization Project (EIP)

A. Objectives

i) Reduce morbidity and mortality among children between
the ages of 0-3 years old.

ii) Protect the health of expectant mothers and prevent
neonatal tetanus.

iii) Reinforce the national population policy to bring down
the overall fertility rate.

B. Activities

i) Vaccination of children below the age of five all over
the kingdom. Provision of immunization measles,
poliomyelitis, diphtheria, and pertussis.

ii) Injection services for pregnant mothers and children
below the age of five years, throughout the country.

iii) In-service training to reorient smallpox vaccinators,
newly recruited vaccinators, and supervisors.
Curriculum design to facilitate this training.

iv) Technical supervision of the vaccination and
immunization procedures provided by the ICHSDP project.

V) Working out of the logistics to supply service delivery
points better. Ceneral management, including record
keeping, reporting, and standardization of cold chains.

C. Description of Project

Beginning in 1968, BCG and smallpox vaccines were
provided cn a limited scale in an attempt to eliminate these
diseases. 1In 1972 diphtheria treatment (DPT) was also added.
Following the success of the smallpox eradication effort which
rid the country of smallpox three years ahead of schedule, the
Expanded Immunization Project (EIP) was initiated in 1978. The
factor that made the EIP effort different from earlier
immunization projects was that it provided a "package" of
services through clinics, health posts, and hospitals to children
and expectant mothers instead of just one specific intervention.
From the beginning, the program's integration into the existing
health systems progressed gradually, from two Terai districts and
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one hill district in 1978 (pilot test) to eighteen districts in
1980. By the end of 1985, the project planned to extend its
activities into sixty three of the seventy five districts. One
of the advantages of the project was that it provided the
government with an opportunity to use already available trained
manpower from the smallpox campaign to help consolidate the
policy of integrated health services.

The EIP project represented a departmental program
executed as a separate line agency within the Department of
Health Services. Thus, the project chief was directly under the
Director General. This person supervised six central staff
functions, along with five regional, thirty five district, and
six unit offices. As of 1985, the total manpower for the project
numbered nearly 2,0CC. Of this total 98.2 percent were of the
nongazetted class, with the dominant position being held by
technical occupations. With regard to the project's budget (FY
1983-84), the following funding percentages were used in each
area: DPT vaccine (25 percent), BCG vaccine (10 percent), TT
vaccine (20 percent), Polio vaccine (25 percent), measles (10
percent), aad evaluation and supervision (10 percent).

At present, the program maintains a network of linkages
with ICHSDP (training of health post staff); the Planning
Division, MOH (program review and monitoring); UNICEF (supplies
and storage); WHO, AID (fellowships, technical assistance,
vehicles and refrigerators); and the Department of Health
Services (facilities and staff). (Refer to Chart 7 for a summary
of the project's organizational structure.)

D. Strengths
o The program's departmental form of organization was
working well.
o Growing budgetary allocations were provided by HMG.
o Skilled and experienced field level staff were
available to the program.
o Integration was progressing rapidly.
E. Weaknesses
o Because the Nepalese health administration was unable

to integrate bilateral and multilateral aid donors, EIP
functions were being duplicated by the FP/MCH project.

o Little vital baseline epidemiology data were available
to the project.

o) There was Excessive staff turnover.
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Difficulties with respect to the supply situation
resulted from problems relating to supply storage, the
amounts received, and the timeliness of the deliveries.

Public awareness of the benefits of immunization had
not reached significant levels.

Motivation was low because EPI staff were not regular
service staff for tl.e HMG.

The program was hampered by a lack of adequate
supervision, transportation, and target setting.

Summary of the Recommendations Made in the 1985 Integratijion

Report

i)

ii)

iii)

Increase supplies in district offices/health posts,
investigate local supply purchase options, and review
the present supply distribution policies.

Establish an immunization policy and plan for the
district offices.

Establish a basic surveillance system in the Department
to ensure constant monitoring of the immunization
progress. Measles, pertussis, neonatal tetanus, and
polio should be given consideration as major priority
areas for monitoring.
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ANNEX 6

Description of the Tuberculosis Control Project (TBCP)

Obiectives

i)

ii)

iii)

iv)

~4
~—

vi)

Offer permanent tuberculosis services to the people in
consonance with the limited resources and prevailing
socioeconomic conditions.

Initiate case finding on an active door-to-door basis
and refer those infected with TB to health posts for
treatment (identify at least 75 percent of all
prevailing cases in each community).

Periodically assess, monitor, and coordinate
tuberculosis control methods used by all governmental
and nongovernmental agencies.

Train staff and all concerned health institutions in
the methodology of TB control.

Do sample surveys in all development regions of the
country in order to obtain precise information on the

incidence of TB.

Change the status of at least 75 percent of all those
identified as infectious to noninfectious through
effective and adequate chemotherapy.

Activities

i)

ii)

1id)

Case finding: During household visits, locate those
members cf the household who are fifteen years of age
and older who show TB symptisms. Collect spot sputum
specimens and diagnose illness.

Treatment: Visit positive cases in their own houses,
motivate patients to undergo treatment through
counseling and the provision of drugs (sufficient for
thirty days' requirement), and ref:r the case to the
health post for continued treatment.

Assessment: Eight weeks following the BCG campaign in a
given district, make an assessment consisting of random
sampling of children below fifteen years of age to
determine the extent of BCG scarring. This is done to
ascertain the campaign's results versus targeted
coverage.
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iv) Supply: The program aims tc provide DCG vaccines and
anti-TB drugs to hospitals, health posts, and other
agencies providing treatment.

V) Manpower development: Health personnel training
covering vaccination techniques, screening, diagnosis,
and treatment of symptoms is provided to the
supervisors of all the ICHSDP districts.

C. Description of Project

In 1965, the Tuberculosis Control Project (TBCP) was
initiated in the Kathmandu area. (Other projects also provided
TB services to other regions, particularly the British Nepal
Medical Trust.) When the project began, BCG vaccinations were
given only to those children who showed negative reactions to the
Mantoux test, but in 1967 the program was expanded and door-to-
door visitations were introduced to vaccinate all children
between the ages of 0-14 years. In 1973, the program was further
extended to areas outside Kathmandu. Because of the magnitude of
effort required to vaccinate all those 0-14 years old, the TBCP
collaborated with the Smallpox Eradication Project (SEP) to
integrate their functions by having smallpox vaccinators do the
BCG vaccinations. By using this strategy, BCG vaccination
coverage rose significantly from fourteen districts to sixty four
districts (90 percent of the eligible populatien) in a short
time.

In 1976, the TBCP enlarged its strategy to include
"case finding" on a door-to-door basis. Once cases had been
located, treatment was to be provided at local health posts in
the area. Between 1980-85, the project again expanded its scope
by launching a new strategy seeking to integrate "maintenance"
vaccination services into all of the health posts.

The TBCP represents a specialized "functional" program
within the Department of Health Services. Because this project
is directly attached to the government, all of the 161 (1985)
employees were part of HMG. Out of this total, 82 percent were
technical staff, whereas 4.3 percent were gazetted. At present
the project leadership consists of a project chief, who is under
the Health Department Services Director General, and a deputy
project chief. These two persons oversee six sections of the
project including administratiion, accounts, statistics and
planning, medical, training, and stores. With regard to the
budget (FY 83/84), the largest portion went to the treatment of
TB (54.8 percent), followed by case holding and case finding (40
percent). Less than 3 percent went for training and land
acquisition for a regional training center. (Refer to Chart 8 for
a summary of the project's organizational structure.)



-92-

The TBCP supports a fairly weak system of linkages,
while minor relationships have been developed with several other
service providers including United Mission Nepal, Nepal TA
Association, and the Nepal Red Cross Society. However, the
project supplies some anti-tuberculosis drugs to ICHSDP and
provides limited training at their integrated health posts. As a
result of the program, it has been estimated that the TB
incid nce may have been lowered from one percent to a half of a
percent.

D. Strengths

o Budgetary provision has been increasing annually
because the project has a strong absorptive capacity.

o Project staffing was small and compact, and turnover
was low.

o The project had a rapid rate of penetration into

registered households.

E. Weaknesses

o The project was not effective in recording data and
information on TB prevalence.

o The system for supplying drugs and vaccines was
inadequate.

o Unreliable recording and reporting was pervasive.

o Too much reliance was placed on "campaigns" instead of

on full-time, intensive community participation in
control and prevention efforts.

o The project's rationale, objectives, and priorities
were unclear, and consequently its future was
uncertain.

o ICHSDP participated insufficiently in TB control
activities.

o There was a high defaulter rate and insufficient

recourse to sputum testing for diagnosis.

o Getting people to believe that TB could be cured and to
motivate others to abandon their apathetic attitudes
toward the victims of the disease had not been
achieved.
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F. Summary of the Recommendations Made in 1985 Integration
Report

i) Enhance the participation of ICHSDP in TB activities.
A joint TBCP-ICHSDP action plan should be developed for
the 1985-90 period.

ii) Motivate heaith workers to increase their productivity,
particularly in the area of promoting sputum testing.
iii) Modernize purcaasing and storage methods, procedures

and policies at health posts and hospitals.

iv) Educate the community on basic TB control and
prevention.
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ANNEX 7

Description of the Leprosy Control Project (LCP)

A. Objectives

i) Obtain correct information on the prevalence of
leprosy.

ii) Assist in the rehabilitation of the disabled.

iii) Train health post staff to detect, diagnose, and treat
leprosy cases.

iv) Strengthen the system of supervision in the delivery of
services to patients.

v) Educate every school and panchayat.

vi) Create five regional referral centers and nine sub-
regional centers in the remaining nine zones.

B. Activities
i) Case holding.

ii) Education: Inform people on causes and cures of
leprosy, help to eradicate prejudices, and promote
detection and voluntary submission for treatment.

iii) Provide training for preventive, curative, and
rehabilitative functions.

iv) Improve existing rehabilitation facilities.

V) Management: Stimulate and expand community
participation, strengthen logistics systems, improve
quality of service, and encourage research.

C. Description of Project

The first health service for leprosy victims was
started in 1958. This service was provided through a dispensary
set up by "Mission International" in Chapagaon. Four years
later, a 100-bed leprosy hospital was established in Anandaban by
the same organization. This referral hospital was equipped with
laboratory testing, a reconstructive surgery capability, nursing
services, physiotherapy, a pharmacy, and a training and research
capacity.
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In 1963, the government took its first step in
recognizing the leprosy problem when it passed an annulment of an
act that restricted those suffering from this illness to
leprosaria. Two years later, WHO carried out a joint leprosy-
tuberculosis pilot project. However, because of administrative
and medical problems, the program was terminated. 1In 1967, an
"Expanded Leprosy Project" was initiated by the government with
donor support. This project, which was centered in the Bagmati
and Narayani zones, was one of the chief contributors to the
establishment of a Central Leprosy Clinic in 1970. During the
1970-75 period, five more zones were targeted to provide leprosy
control services. The treatment strategy adopted involved visits
to hospital sites by mobile teams from the Central Leprosy
Clinic.

The present Leprosy Control Project (LCP) was
established in 1978 to protect the healthy population, reduce
prejudices against those who were infected, and integrate leprosy
into the basic health service treatment strateqgy. One of the
project's main activities was vigorous district-wide surveys for
case finding (see listing above for a summary of additional
activities). As of 1981, these surveys recorded over 26,000
cases (1.87 percent of the population). At present, the project
delivers services to 48 districts throughout Nepal.

To oversee the project, a Leprosy Service Development
Board (LSDB) was established in 1978. The board was chaired by
the MOH Secretary and its members included the Director of the
Department of Health Services; the Chief of the MOH, Planning
Division; the Secretary of the Foreign Aid Division; and the
Project Chief. The chief executive officer of the project heads
five regional offices and four staff authorities organized to
provide administrative, financial, planning, and clinic services.
As of 1985, 358 people were employ:d by the project. A total of
62.2 percent of the workforce are senior paramedical workers,
junior paramedical workers, and leprosy supervisors.

During the 1984/85 fiscal year, 56.8 percent of the
budget was spent on case holding, followed by health education
(22.2 percent), health services (17.8 percent), and training (3.2
percent). Since the project began, it has enjoyed consistent
budgetary growth due in part to its absorptive capacity.

Although the project does not have extensive system
linkages, it was pointed out that ICHSDP health post staff
received training in techniques of caring for leprosy victims.

In 1985, the project achieved all of its case holding and mobile
clinic targets, and overshot its multidrug therapy, health
education, and training targets. Despite this achievement level,
the impact of the program was still uncertain.
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In addition to the LCP, a number of other organizations

provide leprosy services including the International Nepal
Fellowship, United Mission Nepal, the Nepal Leprosy Association,
and the British Nepal Medical Trust.

D. Strengths

(o]

o

Clear objectives exist, which result in a committed and
dedicated leadership.

HMG has been providing the budget support.

E. Weaknesses

o

No more than 25 percent of the 26,000 cases were
receiving treatment.

The defaulter rate varied between 20-30 percent, while
follow-up programs were not being implemented.

No strategy for making referrals to subregional centers
had been implemented.

Annual targets for case holding, mobile clinics, and
multidrug therapy were erroneously set and often had no
bearing on the project's objectives.

The project often suffered from supply shortages.

Workers in the field suffered from a lack of
incentives.

F. Summary of the Recommendations Made in the 1985 Integration
Report

i)

ii)

iii)

iv)

Improve linkage between LCP and ICHSDP for co-
ordination of defection and follow-up programs.

Investigate local supplementary supply purchase
schemes.

Confirm and establish a policy regarding the role of
regional and subregional oftices in planning, and
formally establish a procedure to undertake the
preparation.

Give more attention tc taking into account differences
in tribes, local languages, technical limitations, etc.
in preparing health education materials for wide
circulation.
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v) Make more use of mass media, particularly radio, to
provide health education on leprosy. Prepare
announcements for TV as an additional medium.
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ANNEX 8

AID'S Policy Regarding Informed Choice’4

AID's policy regarding informed choice is clearly enunciated

in its 1982 AID Policy Paper on Population Assistance, which

states:

AID support for family planning service programs is
based on two fundamental principles: voluntarism and
informed choice. AID does not support programs in
which there is any element of coercion of individuals
to practice family planning or to accept any particular
method of contraception. In fact, AID supported
programs must include a descrlptlon of the effective-
ness and risks of all major methods of family planning
and an agreement either to provide other family
planning methods if requested or to refer couples to
programs offering other methods, as appropriate.

The Policy Paper states that one of the major objectives of
AID's populatlon assistance program is "to enhance the freedom of
individuals in LDCs to choose voluntarily t:he number and spacing
of their children."

Particular attention has been paid to the issue of voluntary
surgical contraception, since it is considered irreversible.
AID's Pollcy Paper requires fully informed consent in the
provision of voluntary surgical contraception services:

An explanation must be made to the client in his or her
own language of the nature of the procedure, its risks
and benefits, and its irreversibility. The client's
witnessed signature or mark is required on the consent
document, which must be retained for three years. . .
Other famlly planning methods must be readily available
to ensure that the client has a free choice of approved
methods.

The Policy Paper also provides a definition of informed
consent: "An individual's consent is considered voluntary if it
is based upon the exercise of free choice and is not obtained by
any special inducements or any element of force, fraud, deceit,
duress or other forms of coercion or misrepresentation."

24Report of the Informed Choice Task Force of the Bureau for
Science and Technology/Office of Population. Awaiting
publication, December 1987.
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Voluntarism has been the basis of AID's population program
since its inception in 1961. AID's policy on informed choice has
its origins in the 1967 Foreign Assistance Act, which authorized
the U.S. government to support "voluntary family planning
programs to provide individual couples with the knowledge and
medical facilities to plan their family size in accordance with
their own moral convictions and the latest medical information."
Similar language was repeated in congressional reports issued in
1968, 1973, 1974, 1978, and 1979.

AID's policy of informing clients about a range of methods
and requiring agencies to refer clients for services they
themselves do not provide was reaffirmed in the FY 1986
Continuing Resolution passed by Congress (see Appendix B), which
included language introduced by Senator DeConcini stating that:

... funds shall be available only to voluntary family
planning projects which offer, either directly or

through referral to or information about access to, a
broad range of family planning methods and services...

The FY 1987 foreign assistance appropriations bill
specifically required all recipients of AID funding for natural
family planning (NFP) to comply with its policies regarding
informed choice.

The theme of voluntarism and choice was emphasized in
President Reagan's message to the International Conference on
Population, held in Mexico City in August 1984:

We believe population programs can and must be truly
voluntary, cognizant of the rights and responsibilities
of individuals and families, and respectful of
religious and cultural values.

The President's statement was underscored by Ambassador
James Buckley, head of the official U.S. delegation to the
conference, who called for "ready access to the knowledge and
services that will enable couples to exercise their right to
determine when they will conceive a child."
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ANNEX 9
Status of Key Indicators for the IRH/FPS Project 367-0135

This paper was prepared by JSI in August 1984 as a
briefing paper for the midterm evaluation. The indicators listed
on the following papers were drawn from the PROJECT OUTPUTS
section of the April 1980 Nepal Project Paper entitled
"Integrated Rural Health/Family Planning Services," No. 367-0135.

Each of the indicators were addressed in terms of their
status as of July 1984, along with additional comments,
clarifications, and considerations as appropriate.
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. INTECRATED PLANNING AND MANAGEMENT OF EFFECTIVE SFRVICES

A. EFFECTIVE FUNCTICNING OF CPERATIONAL PLANNING AND
MANAGEMENT FOR DELIVERY GF SERVICES.

Indigator 1. 48 districts under integrated manmacement

svstenm
Status: In addition to the 6 fully integrated 2-d

17 partially integrated districts that existed at the outset of
Project 0135, B8 mecre districts were taken into partijal integra-
tion in 1983. District Public Health Offices haive been created
and minned bty Health Inspectors in all 48 of the districts desig-
nated for integration during the sixth five-year Flan.

Qomment;_lt was clear from the tice of arrival of
'(Ré"ﬁET'FII;'TF“E;bI;iEiF 1981 that the original targets for
integration of additional districts were unrealistically rapid.
No new districts werce integrated for several years because : )
prcblens of managexent in the 23 pPartially integrated districts
cculd no* Ee resolved by the central ICHSDP organization, 2)
Chi:efs of the Vertical Projects have been reluctant to have
districts taken away from their direct authority, and 3) nultizle
acticns of agencies in several different Ministriaeas (i . e. Min:s-
try of General! Administration, Civil Service Cormission, Ministry
of Firance) were required to convert personnel frenm the Vertical
to the Integrated pattern. HMG's current, and more realistic,
Feliecy 15 to integrate at a slcwer pace, beoth to cl!lcw ceneciide~
ticn in already integrated districts, and to zllcw t:e above
difficulties to be addressed.

Indjgator 2. 200 aydd:tional integrated health posts
estab ished during project pericod fcr
4 total of atout £090

Statys: A total of 744 health posts were
established by 1981/82, of which 450 were “integrated". This is
149 more than the 595 health posts established by HMGC as of
fiscal vear 1980, dcco:ding to the Project Piper. During 1982-84¢
a list of 99 additiona. health posts was dpproved, and SO0 rmore
have been proposed for 1984/85. Apprecval of personnel for health
posts on both of these lists is still in process.

) Comment: The need to improve management of already
existing health posts has led the National Planning Commission to
emphasize consolidation and improvement of such management as
being more important than rapid expansion beyond the existing
facilitias.
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Indjcator 3. Adeguate :.d tinely staft and tucdcet

allzcsticns to districte

Stlatys: Sanctiorned Pests at the district level
have been reascnably adequate exceépt for the lack of Futlie
Health Nurses and Malaria Assistants in ihe newly integrated
districts. Twenty-three dccountants have been recruited and
trairned for district Service. Cozzon guudanco/tr&ininq Saenveals
for 2ccounting have been Ceveloped in €onjunction with the FF/MCH
Project. In 1983 HMG decentrulized the budget offices to the
district level, and Health Insrecters have since zpplied Cirect!y
to the local distriet office of the Ministry of Finance fer therr
budget releases. Delayed receipt of approved tudget, Rcvever,
continues to be a Froblem for the several projects, Farticularly
ICEEDP.

Cerrent: Cetting pcets sanctioned in the Newly
integrated districts Fas been s]low. Capturing for ICKELF the
t¥perrenced-pergsonned whv—ﬁtf—tetﬂ—working"inmtﬁe'?erticzl'pro;
jects in a district just prior to integration has Leen cdiff:cult.
In scre ‘nstances, becauses of the cenfounding ultiple liyers of
duthority over personnel, Ciwil Surgeons have recruitec new per-
sonnel before the iocal vertical preject workers could e eccnsi-
dered for change of ctatus from Tezporary to Regular ez lcyees.
The greatest Probiem in percsonnel Tanagement, generaliy reccg-
nized tut gtill “nrecolved, is that cf tbksence cof :n dctual]
worrer frem o Fest that is Eoth sinctioned &nd filled Eet rnever-
theless vacant due to transfer, or special Jeave._ Curing the
Menacenent Feview of Integrated Heaith Services, for erzn;yle,
Croup Two found that the follewing rercentaces of crnctizned
FOsts 1n partly integrated districts dctuvally had etatt In plece
Health kssigtant or Eenior Auxziljary Health Worker (924,
Avriliary Health Worker (S0%), Auriliary Nurse Midwife (33%) zn¢
Village Health qukg;.(gﬁ%). ﬁiq;{i1qmrqqu55ﬁs_torm}ra:sfer

consunes a'lirai amcunt of the time «f central adeministraters .

Financial management capacity hus izprovaed signific&ntly in
FP/MCH, ICHSDP &nd HPD from 1560 to 1vE4. Elocked multi-year
backlogs ot unsatisfactorily accounted erpenditures were firmally
resclved. In 1983-84, howevar, an extraordinury Frolitical event
ccmplicated financijal mznagercent f{or all the Projects. Curing
four months ot more of that —vear, bud . ets were frozen in the wike
of a change of government at a crucial time for tiscal allot-.
nnents. All budgets were frozan until they could be thoroughly
rescutinized and debated by the new government, which acecounts
for lower expenditure rates and delayed schedules in sone prec-
jects in the just-ended Nepali fiscal year.
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Indicator 4, Planning ard manacement control
effectjvely gecentralized to districts
sie 1o Kealth Flannirg Unjt aecictence.

Statug: WHO spons:red workshcp on health plan-
ning for the training of district level personnel was corducted
by the Health Planning Unit in Pok%ara in Dezember 1581 with JSI
adssistance. District Jevel pPlanning for the training of Perscn-
nel was increased with the creation of the fouyr regional ICKSTP
training centers in 1982, District planning for and minacemwent
of sterilization camps was strengthened through the annual meet-
inges, for this purpose, of Health Inspectcrs with Family Flarnning
Cfficers that was begun in 1982, Frior to 1983/84, hewever, the
Health Planning Unit had too little manpower and influence to be
of significant practical dssistance to district level planning
and management.

During that Nepali fiscal Year, 2 s=2nior gublic heaith
administrator was dppointed as Chief of an upgraded Health Plan-
ning RDivistfon with a larqge increase in budget, sanctioned man-
.Fower, and_influence on the_several « ervices and prcjects in the
Ministry of Health. A strategy for increasing the credibility and
usefulness of the KPD was develcped, and a National Workshop for
imprevezent of district managers' planning and mandgement ckills
wais planned for August/Septenber 1564. The Decentralizatizn Act
of 1923 provides the policy basis of expanded contrcl over plan-
ning and management at district level, but the srecifics of its
dfFplicaticn have been debeted naticnally fer a2 vear and ceide-
lines have not yet Leen iesued.

Comment: Dewnward delegation of Power and
c¢utheority that would be necessacy to ircrease control of Flanning
3nd minagement of ICHSDP fservices at the district level ewaite
clarificaticn of the implezentation guidelines and tegulations
for the Decentralization Act, as well as clarificaticn of the
duthsrity over health Perscnnel between tre ICHEDF's Eeaith
Inspector 2mnd-the Department of-MHezlth--Sevices! Ceomiar Medical
Cfficer. In the meantime, effective steps are Heing taken
through annual workshops to increase the skills and capacity of
Health Inspectors and Family Planning Officers for pianning and
mdnagement at the district level. In the integrated districts
the Health Inspectors are responsible for the marage=ment of all
fural health facilities and services belcw the hcspital ievel.

Indjcator S Effective 2fcdram evajuvation capabilijty.

Status: Indicators and feormats for evaluation of
the pregress and effectiveness of each project in the MOH were
develored by the National Flanning Commission and the MOH in -

1981. Using them, reports are prepared by each of the services

and projects every four months. These are reviewed by ard dis-

"'ssed with the Health Flanning Division, and then the Natioral
inning Commission. The annual conjoint workshop of HI's and

"'s has become an effective instruzent for evaluating VEC
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Pregriz capability. With regard to capacity cf parsonnel,
Severa. senior public health administrators, who actively parti-
Cizgated in the Management Review of ntegrated K:alth Services,
¢nd wke are now in decision—making Fesitions in MOH agencies, czre
Quite cipible of conducting prograc evaluation, as are a number
of other MOH senior administrators and section chiefs. Current-
ly, the cperation of integrated health services in Nuwakot dis-
trict s being thoroughly evaluated by all-Nepali teams fielded
by ICHSCP, with technical assistance from WHO and JSI.

Comment: A siteable number of MOH personnel have
the cizability of judging whether programs are frnctioning effec-
tively c¢r not, and what might be decre to :imprecve them. Hewever,
these trained and experienced personnel are frequently 1) over-
burdered by many routine administrative tasks, and 2) aware that
mary c¢rxtions for improving services are no:t feasible due to
multipie constraints in the system. The best ezample of the
Cepidiiity for program evaluation is the excellent internal
dssescent of the National Malaria progrem concucted annually by

N¥zZ Q.

Indjcater 6. Constryction sempleted on 12 new rural
health facijitjes, 3 regjonal warehovces,
2nd the rehtabiljtation of 2t Jezet 20
exjsting realth pcetg.

Status: At the formal request of AID/Nepal, J&1
has n: involvement in construction activ.ties.

=nent:! --

E. HEALTH FLAKNING UNIT FUNCTIONIIGC SFFECTIVELY.

Indjcator 1. E.LLe_:_LLus.:.n.u_c.r_.i.n.q.s.Luu.u.m.m
Rrogress c¢f{ overzll jin'tegrstien.

Status: The Chiefs of ICKSDP and the other pro-
jects and services meet every four nonths with the HFD to review
prcsyress against indicators. Curing the 0135 Grant pericd, to
Cate, 8 additional administrative districts were transferred to
ICKSDF (in July 1983). A review of the prctlems and progress in
integration was conducted in the fall ¢f 1983, the Management
Peview of Integrated Health Services. A Naticnal Workshop of
Health Fersonnel to review the pregress of integration was held,
uncer “HED sponsorship, in 1982; another, to focus on management
and.ye:s at district level, is to be held in August 1984 under
AIL/Ne;al sponsorship. The Health Planning Division in 1983 set
Up 3 system of indicators to monitor the ma jor programs in the
MOH. {t is currently updating Progress against targets every
fcur m:nths with aid of a computer program cesigned, with JSI
ass:.stince, for its now functional Ticrocoz=puter. At the end of
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NFY 1983/84, the HPD conducted an unprececented five-diy review
of the proposed programs and budgets of aj] Services ind projects
in the form of a Plenary of Chiets, their deputies ar| key staft.

Comment: Progress in terrns of additional dis-
tricts teing integrated has been slow dus to the IedsSCNS Mua-
tioned above. In terms ot programs, Eonitoring ;s goed for
several, and minimal for others, and the role of the Health
Planning Division in this monitoring varies frep pregram to
program. Monitoring s excellent for malaria ccatrol because of
the well devised and izplemented annval interna! assesezent of
malaria performed by NMEO with the collaboration of ICHEZ?P. It
is good and improving for family planning because of the znnual
workshop of FPO's-HI's-FPAN officers that looks closely at per-
formance of sterilitations tn all districte, and 1§ begimning to
monitor temporary methods of contracepticn and, frcm 1564,
aspects of waternal and child care. This year, ¢the H22lth Plan-
Ning Division will have an increased role in tr:s Frfocess., Fricre
to 1984, coordination of the ({mmunization Program was not forma-
lized between the Expanded Immuni:atiog Frogra=x and ICHEDP, but

takes place sporadically and informally betwesn the officers of
beth agencies, with some input from the HED. Tulterculosis and
Leprosy control programs in the past Q&vo rrot been well coordi-
Nited with ICHSDP, due to insufficient minpower in ICHSDOP.

The role ot the Heal th Planaing Unit in 2onitoring preogress
either of programs or overall integration was m:imal before
1963, With the increased staff, budget, computerized pregram-
tricking Cazacity, mandate and credibility of thre Healt§ Flarning
Division, however, it should be able to accomplish.effective
monitor:ng of pProgranms and progress of overal| integraticn during
1584/71¢8% .

Indicator 2. Planning/manscerent FeTreve, jrcluedi-s
‘Hid-term (Mjd Plap)-Faviaw -casionad snmd

implepented.

Status: The Maniagement Review of Integrated
Health Services was conducted in 1983 with eollatorat:en cf{ the
HFD. In the same year, the Health Planning Divisicn initiated,
and is now completing, a mdnagecent survey of sanititicn and
infection contrel in hospitals. In 1982 the Fealth Planning Unit
designed a form to 13sess progress and managenaert problems in the
seventeen projects and units of the MGH that rezcrted to the
National Planning Comnission through the HPU. Tte mid-term
health review of the 1980-85 Five-Year Health Plan wis conducted
in 1983/84 by the MOH, and did not involve a major national
Survey as did the 1979 Mid-Tern Review.

Comment: Planning/management surveys of the HPU
in the past have been designed and managed mostly by foreign
advisors due to HPU'sg limited statt, capacity, arnd resources.
This has hindered their use for improvexzent of Folicy and admin-
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istrative decisions. Current developzent of Zanpower and techni-
cal cezpacity of the HPD, and its increasing ccllaberation with
other units and projects in the MOH, encourages hope that it may
in the next several] years have Nepali staff able to design and
implexzent such studies. The just-ccmpleted Five-Year Flan Re-~
vView, which did not utilize outside assistance, is a first major
step in this direction.

Indicator 3. Mealth Sector Input to the 7th (Five-Year)
2l3sn prepsred.

Status: The HPD has provided input to the
Naticnal Plarning Commission in development of the health sector
policy guidelines for development of the 7th Plan, and will
provide continuing assistance in development of the. plan itself.
This process will extend Shrough muck of the coning yvyear. The
HFD is also revising the Long Term (15 vyear) Health Flarn, with
Ascsistance of WHO and JSI.

e _Jummsnii_lhg_sizgsLﬁy_i9_p19yngnguca_a;gijganCQ
did not exist prior to the just-completed Nepali tiscal Year.
The past six months have seen the HPD assume its Frogper role in
the arnual, five-year, and long-term planning processes.

indjcator 4. Decentralired planninag and administration
cperative ip 2]]1 intecrated districts

2tatus: The role of district Health Insgectors,
Féemily Flanning Officers, and officers of the cther vertical
Frojects in decentralized planning is still being def{ined. All

districts have sanctioned posts for such officers, hence t:e
adinistrative structure Necessary for such decentralizaticn has
teen created. A sizeable amount of routine idoinistration is
héndled directly by these district officers. Fegiornai hea'th
cfficex 2re scheduled for-3—5!ow Fhase in ftroczm-1934r8e—— - -

Copment:How to implement the Decen:ralization Act
has been under debate nationally for a year, and srocedures are
still net formalized. The respective rcles of thuse cfticers
togcether with the Civil Surgeons and Senior Medicul Officers ot
the DHS is under active discussion but remains to be clarified.
Although the HPD is an active participant in thesu dis- - yions,
only higher authorities can finalize the respective ro'vv of the
several units.

Jnodicator 5. Disease-specific gurvevs and fiejld
o on studjes performed ynder
BPV supervigsion and menagcezent
Status: No such surveys or studies have bSeen

Performed under HPU supervision and management from 1960-84.
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Gemment: The HPU could not oversee such surveys
ind studies due to lack of manpower. Such surveys and studies
hive been carried out, hcwever, by a number of other organiza-
tions, e.g. the FESHW Survey by New Era, the Health Post team
functioning analysis by the 10M, the study on treatzent c¢f w:oren
in family planning clinics by JSI, the study on wcrzens' measuring
of oral rehydration solution by FP/MCH and JSI, the effactiveness
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, effectiveness of different
kinds and doses of insecticides by NMEQ, etec. A srecial study on
the incidence of Teringococcal meningitis in the Kathmand- eride-
mic was carried cut in 1983 under the auspices of th:e Dezactnent
of Health Services' Epidemiology Divistion, with tha techrical
assistance of the Communicable Disease Centers (Atlanta, Ga.) and
JSI, and the effectiveness of the Dass icmunization of a target
Porulation with a bi-valent A-C polysaccharide vaccine was subse-
guently evaluated.

It is in fact more important for the Health Flanninag
Division tec review the results of the several Surveys and re-
search projects in crder to be able to interpret for the Miristry
of Health lessons and practical applications, and less important
that the KFD itself fupervise or manage such studies. Nezmethe-
less, HPD's objectives for the coming fiscal Year include a

latser and core active role in sueh studies.
v

c. FANAGEMENT SYSTEMS FUNCTIONING EFFECTIVELY

Jnficacer 1. Adecuyate supplv of escsential druge

Statue: Considerable progress hae een ma-e
toward ensuring .adequate supplynoludrugs-nationatly-——Un@éd
Nepali Fiscal Year 2039/40, the drug budget for health pests had
been constant at a low level sufficient only to supply most
heilth posts for three to six months of the year. In I'Y 2C03%/40,
EMC increased the drug budget to 1.5 times its Previcus Jlevel, in
addition to providing monies for "buffer stocks” and eriergency
medicines, This commitment was expanded further in FY 2040/41,
and has been increased again in FY 2041/42. All these additional
funds have been provided by HKMG, not by foreign dorors.

With the assistance of several technical analyses, the MOH
in 1983 forzalized z scaller list of essential drugs for Lealth

posts than had been used for Years. The new list centains
approrizately eighty items, of which half are included in “Class
1. Effective with the annuai delivery which was just ccmpleted,

health posts have been supplied with only “Class (" items, which
will mean larger quantities of a much smaller number of effective
drugs will be available in the health posts. Beginning ir the
Just-cozmpleted fiscal year (2040/41), health posts in the three
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westernmost regions were dllowed to choose Quantities they de-

sired from the standard list within their d3PFroved btudget. In
the current fiscal year, all health posts will have this option
Posts ({ . e. in rtural dreas). Two svstems for better indenting,

storige and distribution of drugs (and potentially fer their
eventual purchase by Peripheral health facilities) were degjigned
in 1582/83 and bégan initial phases of implerentation in 1984
the Regional Medical Stores System and the District Medical

Stores.

Experiments in corunity purchase of d}ugs and first-aijd
itemrs through the Community Health Leader Program begen in 1581,
Results of this CHL Pregram, along with those of NGC-sponecred
health pcst level vuser paynent schemes, were dssesced in an
ICHEDP workshep in 1984¢.

Comnment: Although good Progress has been rade
against this long-term goal, it is a complex challenge that will
fequire the werking out of local tinanecing, control ind purchese
mechanisms as well as izproved organizational efficiency and
flexibility in the indent, proc qrement and supply functicns of

the MOH. Achieving "adegquate Supply” {n Nepal, even in the 4¢
districts with DHO's, will Probably take at Jeast five vears.

The efforts Cescrited above are aimed at improvement nationwide,
not just in the 48 districts targetted by the Project Pacper,;. this
more globtal strategy is more technically ipprepriate as well ;¢

pelitically necessary.

Incicstor 2 Urnified Lethods of distributien,
ms.zﬂfectivelvm&m_quul&u
48 districts.

£tatus: Prcgress toward this geal, through the
Fegicnal and District Medical Stores, is row dized net Suet at
the 48 districts with DHO '« butwat-thenentire-coun!r#;wes
mentioned above. Izplementation is just beginning; werksheps to
develop the rules and procedures for the Regional Medical Etores
began in July 1984. Current plans call for inclusion cf [CHEDP
in the Regional Medical Stores System as Quickly as paeejtie, but
the erzact interface between ICHEDP and the indent and Frocuvrenent
Division of DHS remains to be worked cut.

Cormzent: Considering the complexity'ot the task
and the organizaticnal constraints, progress in this area las
been satisfactory. Civen the communication and logistical ditti-
culties of rural Nepal, general §ood functioning of a tnif:ed
SUpply systemn, hewever, is not likely to be dchieved in lesgy than

five years.
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Ind{cator 3. Svetezs focr lgcal reimburserent for druge
ind gervices bejing teeted

Statys: Tre Drug Resupﬁly Scheme of ICHSLDF':
Community Health Leader Frogram has teen testing, since 198;,
ward level community willingness to pay for drugs and supgpliss.
In the roughly three thousand wards where this approach has teen
tried, about 20-35% of ccoxunities have collected sicnifircan?
funds for local resupply 2f first-ajd naterials and a2 few Ficic

drugs. Approximately a dcren different ways of coliecting funds
have Seen devised locally by cifferent Ward Health Ccmzittees :n
collaiboration with their Comzunity Health Lezaders. Litheugh

precvided only aspirin in their initial stock, CHL's :re all:wed
to add other medicines after the first vyear provided that conmzu-
nities will pay for them and that the local health pcst will
provide training and cversight in their use. Most tecmmunities --
ind especially those that are in areas remote frem the health
post, hospital or other health facility == have chosen to a2dg
additional drugs including antibiotic eye ointment, antj-amectric
drugs, piperazine, sulfad:zidine, etec.

Non-governmental organ¢ziticns Rhave bean testing systems for
local reinbursement of drug zoste at the health Fost Jevel:

- the Urited Miss:ions to Nepal is testing an insurince
scheme using one fixed premium for all errciied h:use-
holds

- the Swiss lgency fcr Technical Agsistance's Intecrated

Hill Cevelognent Freiect is testing both.a fied fece
per heslth fest prescripticn dnd & fee fer ;roscrizsion

- ¢ -l [ s - £ o -
» Y

' - s = e me a
€ i Wy Eellen € i

iten as sllternative =metheds &c

Eraking unnecessary zolypharmacy

- the British Nepai Medical Trust 1s testing f{:xed ¢
per prescription piyments (Zhojpur Drug Screze’ =
weys to encourage :ural, low cost tetarling ¢f ecce
tial medicines <(the Kill Drug Schere).

Comzment: The resuits of this active, irtel:

13 t
testing of ways to recover drug costs at the Feriphecy are te:ng
eximined with considerable interest by both the MOH tnc the
Naticnal Planning Commission.

ndjcator 4 Sugervisory svetems and perscrael jn
Riace at Central, District azns Realth
pcet levels that coerdingte 3 1 hazlith
servigces jin 48 djistricts

Statys: Supervisory systems and sanctioned Fer-
sonnel are in place at certral, district and health post leve. s
in all integrated districts. The staffing is more conplete 11
the ¢ fully integrated than in the 25 partially integrited 2:s-
tricts, and thinner yet ir the 17 districts that have District
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Fublic Health Offices and Health Inspectors but re=zain to :e
integrated. In lerzs of manned pcsts, hcwever, there ire Liny
veacancies, particuviarly in the rotre remcte and difficuii -~-eas.
Transfers and special leave status result in pertaps 20-65% f
Eupervisory pcsts teing vnmanned. :

Despite the ;resence of a reascnably designed Supervicssry
system and the presence of a large numbder of Ferscnnel, it 1s
gernerally recognized that supervision in the integrated districts
is inzdegcate. In an effort to improve ICHSDP supervision, mew
check-lists and szhedules were developed in 1583/E4. To assure
better supervisicr of CHL's, who are visited by their VHWV's cnly

2-I0% of the tize, a new system of centripetal sUrervisicn his
teen intrcZuced in 1984765, CHL's will come in e=all greczre to
Fhealth pcsts at regular intervals for supportive discussicrns with
eich other, with VHW's and with the other health post staff.

In the vert:ca] progrens, as well, superviceicn has been a

Ptcechblem. during the IRH/FPS Froject period techn:cal €ECLervicion
has deteriorated in NMEO seccndary to a siteable percentage of
unf{illed tehntcal stpervisory positions. This is due to the

“relative vndesirability bf'theéi“b&fffTUﬁi’whith’?ift‘?ﬁpck?unity
fer advanzepent.

Co==ent: Even when pcsts are manned, superviscrs
Jnfortunately cfte:x do not travel to find and work with the:r
SUpervicees, sonmetizes due to delaved or unobtairitie trave! end
daily allcwances, scmitires because they themselves are nct
svrervicsel, screl:zéec tecaiuse they hive become Ciezzureaged o

thelir inatility either to discipline or to cbtainm s5Uuprocst at
higker levels for the Freblems they encounter dur:ng supervisory
visitsg NMEC hae proposed, as a solution to cetesizrating fUT €T~
visacn, thal 4l te convertled frem & speciel Jdeéevelctment pre‘ect
L6 @ regular Ministry cf Health Division, thuse cernverting z=eler:a
werkers to regulazized public service ccrmission ec:vii servents
"CHEDF werk suffers most frem the poor furctioning of ite reascn-
tbly well structured Supervisory chain (HI & Assistante ) KFIC

AHW ) VHW ) CHL; FHN ) ANM ) VHW > CHL & TER). This is bezeuee
!ntegrated services require teamrwcrk and Lecause a multiplicity
of tasks rust be Ferformed by multipurpose workers, a Cifficult
sitvation even in ¢eveloped countries.

Indjcater S5 Developrent of unified maracerent
informatjon svetem,

Status: Although the several services and
prolects in the MOK all have their own particular needs for
ménegerial inforrmation, considerable collaboration and unif:ed
efforts have ceveicped during the Project reriod in the areas of
iogistics, training, financial managenent, monitoring indicators,
and reporting formats. The computerized monitoring bty KFD cf
Frogress cf projects and services, and by the DHE's Nursing
Division of percornnel inventories (both developed in 1°53/£84)
heve served to stancdardize reporting and increase the central
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availability of information man;gori&ll% izportant to a number of
sarvices.

Somnent: Curing the period of the IRH/FFS Pro-
ject, the organizational structure and nperation of ICHSDP, the
neture of dqcision-naklnq within it and the MOH, and the prickly
Nature of the relations between TCHEDP and the vertical projects
hive conspired against fuyl} developz=ent, proper functioning, and
¢ilective use of an integrated Services Management Information
Systemnm. Consideratle progress has been made, howevar, in in-
cereasing coordinatien, collaboration, information sharing, and
ccnstensus on commen formats for reporting among functicnal units
within the several projects. [t sheould be noted that develcpment
ot 2 single, Ministry-wide information fsysilem is not a rezcsonakle
obiective: the needs for information of the diverse units of the
MOH require diverse responses. It is reasonable, however, to
dttempt collaction of consistent inforzatjon ascross'the varicus
uinits,

Indicator 6, Inetityticnalization cf specral f::1d
oferations studies 4S8 2 rmeragment tcel

Status: A nuxbnr of special (f(ieild cperations
studies have been conductad (Sae indicators B2 and ES abeve), but
it is not clear exictly what their “institutionalization as a
fiirndgment tocl" should mean. Both ICHEZP? and FP/MCH have ccndue-
te+d fleld studias on the kinds of oral rehydration solutions
miilhers would prepare when given different kinds of instructicn

FIMIE ras cenducted fanily ;lanning climie chkservationa! stud:es

€n the kinde of treatm=ent re:ejived by clients of ditferent castes
Or &pparent economic status. FP/MCH hes also studied the effect
ct decentralizing planning svthority to district or Fanchezyat
cimnitleee (Deaantrzlizatior Pifat Proisct). ICUEDP s svilieating
the results at cem=unity le- el of estibiishing a pelicy and

training perscnnel for a wa:d drug -resupply schemne. NKMED is
testing the effects on vectecrs of using different areal concen-
traticns of sprayed insecticide, of uvsing different i1nsecticides,
¢nd of combining various fornos of larval control with spraying.
FlIl of these studies produce informttion that is useful in
ranigement of the several pragrams and projects.

Corz=ent: “he Project Fiper is not clear en what
lind of “"instituticnalizaticn" of such useful “"specizl field
Creritions studies” might te Possible or meaningful as a "manage-

tent tools" in Nepal. Fieid trials of new technigques or
idministrative procedures befcre they are generalized has cer-
tainly been useful., However, it is the very nature of field

crerations studies that they are devised ad hoc to mace headway
cgiinst a particular, identified problem, or to test in practice
¢ solution that seers feasibie. What is needed to make such
studies "management tools"” is to have their results considered
carefully by those with the ipproprizte cdecision making pcwer.
There is not a sufficient excess of technical ezpertise in 1CKSD?
to make it feasible to constitute a special "operations research
division". Only in NMEO, where there is a sufficient collection
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of appropriate expertise dand also a focussed arena ¢cf discrete
crerational problems in need of field tnvestigation, is there
cogent reason to create a special organizational unit for con=-
cucting "special field operatjons studi:s as a Tiaagnent tool".
A srmall fia2ld investigations/training unit was established in
1579, and proposals for stiengthening the unit to make it ade-
Guate were formulated and submitted to AID/Nepal in 1980781,
Needed field operations studies in the other services and pro-
lects can be adegquately planned, conducted and used on an ad heec
bisis.
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I'l. GCOMMUNITY PARTICIFATICN IN HEALTY SERVICES EST™ABLIEHEID
A. 3% OF DISTRICTS WITH INTESFATED MANAGEMENT KAVE

FUNCTICNING COMMUNITY HEALTH SERVICES, iINCLUDING VILLAGE HEALTH

CCXMITTZIES. (iadicator)

Status: In 13 of the 2¢ integrated districts
there are more than 2,600 Ward Health Com=ittees that fvncticned
2t least to the point of selecting a cimzunity Health Leider.

Cornzent: Whereas Heaith Pest Hedlth Cormmittees
have rarely functicned effectively, irproxircately one third of
Werd Health Cozmmittees have seemed to be 22tivatzble by the CHL

they choss., At least this 2any of them have bSeen .hle to fajise
scne Toney to purchase resupply of drugs and stpplies in the
CHXL's kit,. in more remote areas, many WHC's have shewn active

Taterest in what they c¢an ds {5 i mprcve health ca e thre ©gh their
CHL, and scme %ave been willing to mchilize cexz=vnity effort to
protect health, as in building latrires.

B MCH AND CIMMUNITY LEVEL KEALTH FRQOGRAMS HAVE ETFECTIVE
EVFFLY, REFCATING AND SUPFCRTIVE SUPEFVISION/RETRAINING LINKAGES
ESTAELIZHED (Iagdicator)

Ststig: In half the integratad districte the M3H
linkeage to cesxzunity level pregrams has Seen ertzbliched threousgh
a.mcst three thousard YWard Heelth Cemzittees a2 tne:r chcsen
C:omunity Health Lescers. The CHL's ace tr2:ned ard retrained by
the loecal health pcet staff, and are furerviced by thae hovee-
visiting Village Heilth Werkers attached tc tre health rest.
These VEW'S, in turn, are sucervised Sty thae health Ecst's Aurila
iary Health Worlars and occasionally bty the =ealth Assistants
(Yealth Post In-charge) or the Auxiliary Nurse Midwife Ppresent in
the fully manned, fntegrated health Ecsts. The hezlth peset
s5taff, in turn, are stpervised by visits fror the Distriect Futlie
Health Cfficea o ths Health Inspector, or %is assistant for
fazily planning health education, ete. Curing training the
CHL's receive giidance zanuals and kits centaining a start-up
SUrply of first-aid supplies and aspirin frcm the Regicnal Train-
ing Centers or the ICFSDP Logistics Section sent via the CHO.
Fesupply is up to the WVard Health Comzittee and thke CHL, *oth for
ccilecting coxrmunity funds and for finding ccrmmercial sources of

supply.

FP/MCH has jus: bigun a2 field expericzent in Morang District,
creating CHL's who wil! be supported Lty PEXW's, FP/MCH, in
celiadboration with JS1. has managed a Decentralization Pilot
Project since 1782. This dttempt to increase the involvezent of
both Cistrict and Fanchaiyat ccmmittees in the FP/MCH prsgra= has


http:supervised.by

~116-

Proven to be difficult, time-ccnsumi:;, and only marginally pro-
ductive.

in NMEO in 1983, there were 2,012 CoOmZunity volunteer pcsts,
whcse responsibilities include passive case detecticn, reporting
of fevers, and so forth, organized Ly the NMEO unit officer in

charge. These volunteers collected 764% of the slides, and
detected 40% of the Positive cases in the NMEO program for that
vyear.

Comzent: ICHEDP has discusqed selling lew cost
resupyly items to CHL's, notably at the MRIHS Werkshop in Octeter
1982, tut has decided not to do this. The Regicnal and Cistrict

Mecdi1czal]l stores Tight eventually teccrze scurces for purchese cof
lew-ccst essentjal] drugs and S$uUpplies rneeces by CHL's for their

Drug EResupply Schere. Using a stancard fcr=, the THO is SUpPpceed
to ceport to the ICKEDP central office on t:e CHL Rrogram every
two m:nths, The CHO receives mcnthly reposts for each Fealth

rost, which currently collects information on CHEL/VEC activitijes
thrcugh the VHW's, who dre sUrrosed to vieit and SUrervise them
wonthly, Currently, VHWV'sg enly see ard hernce report on about 20-
0% of their CHKL's. Many CHL's are rnet curiently seen by their
VHW' s teciuse the Tatter ite Toverioited " TEd oo Eu sy checking
cff hcuse visits. Sonetimes neither the VEW nor his SUpervisory
staff at the health post accerd much Friority to S$UPFCrt of the
CHL program. Through the new centrizetal] system of gathering.
CHL's reriodicelly in their health pPcets {in srail grecups it is
heped that 3 lerger Preporticn of the:r dctivities will actuzlly
et rezorted.

Aithkough it is cnly a trinsient feature of this initia]
Fhece cf the CHL Frogram, the presence 0of S-10 Peace Corps Voiun-
teers in particular Feaith pcets or SEO's hae teen very inmzortent
in estetiishing effective iinks between it-e CCRNUNIlY pregrearms
anc the central dcministraticn of the MZH. They have been at'e
to concentrate on the CHL/WH? fprogrer (whizh is vsueily a div:ided
resconeibility of ICHEDP Perscnnel at hoth YO ang central
levels), to send candid three-menth!iv Tedcrts..to . ICHSDP., to
hold arnual reviews of progress and Freblarms in inplerzentation,
and to summarize theijr findings and feccrmnendations in excel-
lently prioritized reports, the last of wiich wis verbally pre-
sen‘ed to the Secretary of Health. The IRH/TFS GC:art SUpport cf
the training of these PCV's ard of 3 few >t their local initje-
tives for developitent of the CHL program, dlong with JUS! assist-
irice to their efforts, have Leen significint project inputs into
the mecrale and quality of the CHL Precgram

The community werkers of the FP/HCk 3Toject, the FEHW's, :zre
Supr-osed to work regularly with the Finchiyat cermmittees that
nocinated them. Hecwever, this dpproach his net been consistently
well izplenented. Whereas the CHKL i« tnszlaried and can erpect
benefits, other than small training stipends, cnly from the VWard
Health Conmittee, the FBHW is a salaried werker of the FP/MCH
project. Also, the CHL/ WHC relates to a Jzcal community of
dbcut SC0 persons while the the FEHW/Fanchayat Committee mus t
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consider a frequently scatterad Population of about 4,500 Five
FEHW's are superiised by one Intermediate Superviscr, who reports
to the Family Planning Officer. These supervisory links were

weak prior to ruforws in the PBHW salary, and the selecticn
criteria and proceduras {n 1983; often personal dfpointees of the
Pradhan Panchas, they werae little accountable to either Fanchayat
comaittees or to FP/MCH supervisors. This accountatility is now
increasing in both directions.

c. AJEGUATE EVALUATION MECHANISM FUNCTICNINS AND INVOLVING
VILLAGE INFUTS AND VILLAGE HEALTH COMMITTEE. (Indizator)

Status: At the ward level precgram fregresse,
needs, and new directions ar-e being evaluated adegrately thrsugh
the existing WHC/CKL mechanism, This is seen in t%a Wwidespread

requests for approval of and training in the use ct*additional
drugs that cemmunities will putchase using the diverse ways of

cellecting =oney that they have vorked out . It 15 2lso seen in
the latrire construction (e.g. Dolakha district) ard otrher »subliec
health pregrams that particular WHC's have lauvneches. Fowever, the

‘essessmentsy Judgenentsi-and evaiuztioms ot WHC's hive rTarely-
been forwacded for censicderation by decisicn makecs at hiaher
levels in [CHSDP or the MOH. Notable excepticns aire 1) t-e
reccnmendations frecmw the assembled CHL's of Kaski Cistrict in
their 1982 warkshop conducted with technical dSssistance cf Feace
Corps Voluntears and the Regional Training Center cf ICHSCF, and
2) the cpintons of WHC rembers, pradhan panchis, a=4 CEL's
Jatherec at the 19£4 werkehep on Local Finincing ¢! Sea!ts Ser-
vices at Fekhkara.
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Il1l. TRAINING AND HEALTH ECUCATICN NEETS MET

A. 80% OF MOH NON-ACADEMIC FARAMEDICAL MANPCWER TRAINING
REQUIREMENTS MET (APPROXIMATELY 1,600 NEW HEALTH AND FAMILY
FLANNING WORKERS TRAINED (Indjcator)

Status: Details of training activities for the
various units of the Ministry of Health are arpended to this
report. In summary, since Negali Fiscal Year 2037738 (1%E0/21),

the following in-country new and refrecher treaining has teen
provided for field staff of the various units:

Initial Refresgher
Training Training
FP/MCH 2,061 2,174
[CHSDP 1,233 545
NMED 144 380
Leprosy Project 2,467
(Combined)
TE Control Project
(Combined) 672
EF! 610
(Comtined)
Health Education 774

(Contined)

Comment: The tirget for new workers trai‘ied has
been exceeded. Effort is still required, hcwever, in impreving
the quality and content of training in several areas, and :1n
eNsUring consistency between the types of training praovidec to
field workers in different units who have similar field

responsibilities.

B. ROUTINE REFRESHER TRAINING FROGRAM FOR ALL FIELD ESTAFF
INSTITUTIONALIZED (Ipdicator)
Status: As indicated by the attached in-country
training statistics, refresher training is a regular part of the
training program of all units of thae Ministry, This indicator

has been met.

Lopment: It is still necessary, howaver, to
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increase thae flexibility and fesponsiveness of the .cefresher
training courses of the varijous units of the MOH, in order to
dllow such courses to be more fesconsive to the individualized
Needs of staft Teceiving the refresher training. This is
rartticularly difficult in light ot the weak comrnunications
thannels between ithe field and Kathrandu.

c. TRAINING FROCESS EFFECTIVELY FLANNED, SUFFCATED, AND
IMFLEMEINTED (indicator)

Statys: Training celis of the various units of
the Ministry of Health now routinely prepara dnrual training
slans ind schedules. Copies of the current slans fcr the variocus
training units arae attached. WVhile charges in these schedyles as
the yesr pProgresses are inevitable, training cells 1 general
eet their training targets. In terms of stpport, the training

effort suffers from the same bHudget delays and adeinistrative
difficulties as other activities of the Ministry.

omrzent . There is still a need for more effective
ind freguent collaboration anong the various training cells. JSI
Ras attempted to foster such collaboration in its technical
ESiTktahéd“TEtTVTTii?T'Iﬁd']TDYNoﬁii"Eﬁiﬁb:?"hﬁéii”tﬁf'G{Tﬁf”hif‘
tlso furthered this effort. For example, the current training
effort for lcgistics staft will include t:ainers (and trzinees)
from viricus vertical projects, in additi,n to rejular CHS staff.

D. HEXLTH FOSTS AND VILLAGE HEALT:H WCRKERS SUPFL
AT LZIAET tiw Crf RECTHMMENDED EAS:C HEALTE EZZUCATICN NYATE

lndicatar)

Status: There is not a standardized "feccmrended"
ist of tasi. health education matlerlals; for eithe: Lea!tll Fuesis
St v:illace health workers, sc this ind:cator cannst te measvtred
s writtien. Significant progress in tl:is regard -ae been ceen
Sver the pas. several Years: audio viruval tquisrent, slide

Ffojecter-s, {ilm stripg, slides, and m::e basij-: ‘raining mater=-
tals such as charts and markers, pads, rencils, and so forth have
teen distributed and set up a1t regional treinirg centers. JSI
Nis assisted with significant revisiors to various field worker
training manuals (PBHW, Hospital Sanitation, Fizznecial Manage-
=ent, Lojistics) in coordination with AlD/Negal and otker donor
igencies. Training materials produced ty other donors (e.g.
UNICEF Nepali version of "Where There Is No Dector”) have been
distributed to training centers and health posts and from there
to the field workers themse]ves.

Comment: Considerable effort in this area is

Still reguired. The current collaboration between the various
treining cells of the MOH, JSI, and other donor tecknical
dssistance personnel is effective. Important at this stage is
Setter collaborstion with Agencies outside of the MOH . for

exicple, coordination of the Institute of Medicine curriculun and
training materials with the MOH job descriptions and training
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efforts for .ts field workers. As a2 "reccmmended” Jist of
health eduvcation materials weould charge continuvously, this
indicator needs to te rewritten in a measurable fecrm.

E. 75% OF PARTICIPANTS (U.S. AND THIED COUNTRY TRAIKED) AND

ASSICNED (Indicator)

Status: Of fifteen long~-terns U.S. participants to
be trained under the Crant through JSI, all have teen Flaced in
U.S. institutions. As of June, 1964, eight had returned frem
treaining and resumed their duties in the Ministry; the other
ceven are expected to return within the vyear. Of the eighteen
short-term U.S. training elcts, fifteen had Lteen uced as of Jurne,
and ternative acsignments had teen mede for the remaining three.
It ie expected that this activity will be completed Ey the fall
of 1%€84. Of 80 short~term third-country participants scheduled
under the Crant, S8 had complieted training by June 1964, and
tenatjive plans haid Eeen made for an additional] nirne lrteirnees,
most of these third-country training slots hive been used in
Asia.

Ccrmme : This activity is ahkead of schecdule. Ey
the fall of this year, no out-of-country treining slotls will
remain, except fer ipproximately thirteen slots for third-country
training.
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IV. HEALTH AND EAMILY BLANNING SEEVICES [EL IVERED EFFICTIVELY

A FAMILY PLANNING TAFGETS

Incicator f. $00,0¢Q seatinuing accestore of tecirrary
ggnt:;;ggg;vg tethocds

Status: Terporarcy contraceptive =gtrhod csecvice
statistics for 1562/84 dre not yet availatle. While the exact

TeinNing ¢f this indicator is not clear, the intent is clearly to
demonstrate the success of the pregram in Promoting the vse of
tezpeorary coentraceptive methods by a sizatle Fepulatizn, g one
me2sure of such success, the following dtlenmptly t: calculate the
tetal courle-vears of protection afforded during 1583 =y all the
different temzorary methods. This resultant appreximate total
-current protection in 198 3_from_ all forrs of tezpsrary ccniracep-
tion prozoted during the Froject Period is Sased cn the reported
Fills, condoms, and foaming tablets dispensed that Year, *n the
nunter of wormen protected that year by Depoprovera, an< €2 the
woen under protection frem IUD's inserted during 195C-8:.

FF/MCH ICHEDP FPAN CRE TOTAL
Cotple-yerrs of 35,600 5,519 3,240 5.1:2. 32,471
protecticn (CY?F) by : ;
“tal contraceptives
CYF by condons 38,¢12 7,207 16,650 26,5072 246,481
C¥F bty fzimiug - - - oG 1,618
titlaets SRR et PR ek '
Woren protected by 9,939 - - - 4,519
Cepcprovera
iUD acceptors 9,045 - 324 - §,3E7
('60-582)
TOTAL COUFLE 83,016 12,726 18,214 35,242 149,898
YEARS OF

FROTECTION

In the first three years cf the IRH/FP Project, cver 700,000
dcceptors of tenporary nethods were repocrted by the several
services. Continuation rates of pills and condoms are kn:swn to
be very lcw in Nepal . Implied one-year continuation rates in
1781 were esticated by IERD to be: 16% fcr pills, 3% for ccnders,
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24% for IUD's, and 39% for Depcprovera. However, a centinuaticn
study Sone by the FP/MCH Evaluation Division in 197%/74 showed
the following one-~year continuvation rates, accecrding to the
Deputy Chief of FP/MCH: 36% for pills, 66% for IUD's, arnd B80-50%

for Deroprovera. The table above shcws that, during 1§63, the
Eaxicun total couple-years protection for all temperary methods
rose to about 150,000. This is a confiderable (300%) rise frcco

the estimation made by ISRD of the nucber of couples protected by
temporary wmethods in 1581, which was less than £0,C630.

Conzent: EBetween 19€0 and 1984 there wis a conm-
sicerable rise in the distritution of temporary contriceptive
nethods. Their impact eon fertility is stil]l quite limited cue te
high diccontinvation rates. Many person-hours are required to
promote them. It has Leen estimated that temporary methods ac-
couvnt for 50% of program expenditures in Nepal, but_that they

account for only 30% of births prevent :d. It is not krown what
the additional cost wculd be in this envirornment to decuble theee
continuation rates. Cf course, temporary methods require con-

tinued promotion for younger couples who wish to space their
pregrancies.

The return in bSirths prevented, however, is consiceralbly
gTeater for additional e¥penditures cn voluntary sterilizetion at
the current ages and parities of VSC ahceptors. The zcst pro-
mising temporary methed in terms cf Fotential for rapid expan-
sicn, ¢good acceptance in the ruyral pcpulation and good protecticn

2gainst pregnancy, is Depoprovera. This would require a reinfecr-
Cec mecicsl referral backup, hcwever, if the cccasicral cexplice-
tions 2re not to e mishandled,. It such backup is estetlistazad

through the Fazily Planning Service (ernters built under the
IRK/FPS Crant, then it is likely to Le possible te rejiin cred:-

(XX Y

Liiitly end increased ¢cceptaince c¢f the 1UD.

Indicator 2 230,000 volyntery surgice] cortracept . ve
Rerjod.
Status: During 1980-84 there were 164,180 velurn-
tary surglcal contraceptions performed in Nepal. Teta! sterili-

zations have expanded rapidly in each c¢f the Fest fcur years (ty
SB%, 34%, 47%, and 44%) . In 1983784 a surprisingly kigh ¢5,773
were done. It the same number were performed in 1584/85, the
plan period total to date would be almost exactly 230,¢00. Hew-
ever, although the national target for 1984/85 is formally set at
65,000, current discussions are being held regarding the pos-
gibility of raising the target to 1£0,600. l1f this were
dchieved, the 1980-8%5 total would be 2¢4,160,

Comment: Since budget for the high target of
'64/85, which was based on further dugzentation of the unexpect-
edly high VSC performiance of the past three years, {s not cur-
rently 2vailable, it Is likely that the indicator will be met but

not exceeded.
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B. MALARIA ANNUAL PARASITE INCIDENCE (API) IS 1.0 EER

1,000 OR LESS (JIndjcator)

Statys: The tota: API in districts controlled by
ICHSEDP dropped from 1.6 in 1981 to 1.00 in 1983, In the more
hyperenderic areas ccntroiled by NMEO the total AP! was held to
slightly over 2, varying from 2.02 in 1981, to 2.44 in 1982, to
2.17 in 1983,

Gomment : These results were ecbtained despite ron-
delivery to Nepal in 1963 of malathion ordered by NMEO, and a
sharp fall-cff in anti-rmalaria control activity, especially
Spraying, in the 8 additional districts that passed frem NMED to
ICHSDP centrol on ¢ vuly 1983. The latter was cue to poor cccr-
dination, preparaticon and managex=ent of districts dbruptly integ-
rated for ralaria. In the face of these set-backs, the sur-
Fisingly favorable cutcere in terms of totai AFl's is dve, :n
part, to toth drought and then prolonged, larvicidal tains, and
dlsec to increased ezthasis on detection and treatTent cf czces.

Thesa tota!l APl'sg, Rcwever, mask the alarming increzse in

Flesmodiym falcipary= malaria, tha killer form that develurs

rTesistance to thae cheaper anti-malarial drugs From 1981 te

1$83, P_ feiciparym indigenous cases in NMEQ areas rose alpast
cseven-fold, while icported cases rose 2.5 tirccs.

Colleitoration tatween ICHEZP and NMEC hus increzsed cir:a
1980, Efecific nechaniscs fcr consultation between the servis
dre reing worked ocut, e.g. the recoz=mendation submitted gt 'k
July 1764 Malairia Beard meeting, that provides foer avtomatic
fereultrtien hetween the NMEQD Regional Office 274 the dietrise uy
when Nis reported AEER falls below a pre-igr2:d mininum perfz:-
r2nce level for that integrated district.

The nijor problems for malaria control i1 1564/55 will te 1)
the exhaustion of the last suppiies ot DDT, the least toxiec and
lezst expensive of the effective insecticides, z) the lack of
budsetary support for insecticide beyond 1985, and 3) lack ¢t zn
adequate unit to mount a strong tield reseacch pregram to test
alternative and cheaper approaches to vector ecntrol and treat-
Lent of registant cases. Ancther protler is the relatively lcw
political priority accorced to the contrel of malaria, Perthaiss
Lecause no dramatic malaria epidemic crisis has occurred ir
fecent years, and because the services have Leen successful in
maintaining reascnatbly lcw prevalence levels of maiaria. This
may put the azpensive Gains of the malaria centrol pregran in

jecpardy.
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C. ORAL REHYDRATICN FOR L:ARRHEA--30% OF ALL CASEES OF
PEDIATRIC DIARRHEA IN DiSTRICTS CCVERED BY INTEGRATED CR TF/MCH
FROJECT SERVICES TREATED WITH REHYZRATION SOLUTICN (R.D. £0L).

(Ingicatg;)

Status: Trhere are no reliable naticn-wide figures
for the coverage of chilcdhood diarrheas with oral reh;dration
therapy. In the ORT KAP survey conducted by ICHED? ir. Fckhara in
1981 ORT had been Ptepared in less than 5% of households. Sever-
il experts working in the control of diarrheal diseacns goess
that the national use of ORT for csevere diarrheas in the hore is
surely less than 15%, and probably less then 5%. COf chilzkcod
fiarrhess presented for ‘reatzent in EMG health fecilitjes, row-
€ever, prelably mere than 0% currently receive edvcation and
instructicn in the usce of CRT. In 1983/84 ICHSDP received Teports
ef 269,146 "persons teught” ORT in an area with a 0-5 age porula-
tion of about 700,000; this might be cptinistically cerstrued to
indicate that 3E% of chilZren %ad Farents who were :instructed in
<RT. However, there is rot 7Yy TECeSSArY connecticn tetween this
report on the number of persons "educated", with the nunmter of
children treated for diarchea, or with the number who had "pedija-
»{rit~diarrh¢a“'und‘were'Thu:"Tn‘:eed—b!“eﬁbcli?én?”?n“the'FF/HZH
Frogrem, FPO's rezort »mernthly nucters under “"rehydration"; this,
tco is vaiguely defined, a=ad not rcutinely tctalled by the FF/MCH
stetistical service, In Sorkha distriet, for example, 3,002
“rehydrations" were reported in [$£3/84 in a populaticn with
abocut 40,000 children 0-% vears cld. Assuming an average of one
cehydrating diarrhea per thild per year, this would nean a COVET=
ice of rocugzhly

Comzent: Sespite active radio prozot:on tf{ ORT
ind large nunbers of workers in &!. districts armed w.th design-
—en'e, Job daczrizticne, aind training fer CRT cut:iéeach (i e

1,EC00 FEXEWV's in 52 cistr:zts, 2,E(2 CHL's in 13 €.estricts, ang
4,000+ VEW's, AHW's, ANM's in 26 districts) the irgec¢: en popula-
ticn krowledge, attitudes arnd practices regarding CRT in ciarrhea
rezz2iny minimal. Qutreach work for ORT by front-.ine heaith
workers, edlthough "part ¢t the program”, has rece:ved che:rt
shrift. In 1983/64, in response to the apparent —eed te ctevita-
lize this litfe-saving prcgram, a =~tzber of new initiatives were
lavnched: ICHSDP, supported by \EZ, launched a nitienel zrecran
for control of diarrheal diseases, starting the training ct
physicians and other service provizZers from the tosp cdown;

FP/MCH, with the assistarce of JEI, examined the 2RT Ferfcrzance
of its PEHW's and developed a strategy for improving it; the
Cecnmercial Retail Sales Ltd. crgarization began the commercial
merketing of ORS packets,; field studies were done to delernine
the most effective, safe wiys to instruct mothers for "pinch and
scoop” home preparation of sugar-salt ORS; and FP/MCH, with UNFPA
help, tackled the problexm of Ccevelioping a National Strategcy for
MCH with appropriate enphasis cn CRT. Hence, although ORT use in
the population rermains very low, promising initatives for improve
ing it and for improving CAT services within the exisiting MOH
infrastructure were begun in the last 1 1/2 years. Through the
IRH/FFS Crant, effective consultation on improvement of the CRT
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Frogram was provided by Dr. N. Hicsehhorn (JsI) and William
Sowers (Hesperisn Foundation), with continuing follow-up by
JSI/Nepal,

D. RUDIMENTARY PRENATAL CARE

Indicator 1. 40% @i preqgnant wsmen recejving iron 224
&mmmm%t"ru d :tr
EB/MCH govered districts

Statvus: This informatisn s not renported for
ICHSD? districts, "Anemia" g reported from FEF/MCH districts,
but these statistics dre only vaguely defired and have not bean
toutinely totalled. According to the FP/MCH Supply Division,
dpproximately 3,000,600 tablets (farrous sulphate 200 =g. plus
foiic acid B.P. g0, 0.25 =g) have been distributed frem the
centreal supply depot to the 250 family Planning clinies during
tach of the last several yezrs. Assuring the usval perscripticn
of 28 tablets to each Pregnant woman. this would represent ap-
Froxinately 100,000 women covered. In th ¢ _PEHW evaluation of
1981, only 11% of PBHW's actually had iron tablets in their kits,
4 shortccming which has probably not iaproved.

noent: Since both m(lnutrition and arexzia a-e
widespread in rural Nepal, greater ' attention shauld be given te
Ffcoviding this service. These blood building fortifiers ire

currently provided in the health posts and hospitals, But are ret
Seing as widely distributed by front-line heajth workers (: e ‘the
FEEW, CEL, VHW, ANM, ARKW), 4s they might be.

lnejcator 2. 2C% 9of wez=en 2G0¢ 15-44 receivins recuviaco
ly sqghedyled letanus iZzunicaticns ir.
Integrsted er FP/MCH govered Zistrice

&LLng+-~Ln-'ES-E4, the tpprorimately one miliiam
wemen of reproductive 4ge (in a populatijon of 5,034,060 ir the
integrated services districts) recejved 89,3446 first teteinue

toxoid and 51,500 second tetanus toxoid im=unizations. Thus
ibout S% of women 15-44 years old received a secend tetanus
toxoid immunization in one year. The ICHSDP achievement .n

tetanus toxoid 2 had progressed from 8,585 in 80/81 and 6",324 in
61/82. In Expanded Immunization Program districts the 8283
tetanus tozoid 2 totalled 238,144 against a targetted $42 000, up
from 138,284 in 81/82 and 102,060 in 80/81. Tetanus toxoid has
not bteen supplied in the FP/MCH districts, thus coverage of
feproductive 3ges women has been close to ow,

Comment: Current rates of tetanus immunizaiticn ot
women of reproductive 2ge fall far short of targets, but 2overaige
and vojlume of service is increasing. In 1984/8%5 increased colla-

boration between EIP and ICHSDF has been planned. Also, FP/MCH
has reached an accord with EIP to provide tetanus toxoid in atou-
twenty of its districts starting in 1964/85.
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E.  TUBERCULOSIS AND LEFRSSY: 4C% OF THE ESTIMATED ACTIVE
CASES DETECTED AND UNDER ACTIVE TREATMEINT AND FOLLOV-UP IN

INTEGRATED DISTRICTS. (Indicator)

Ststus: In 63/84 the number of dctive cases
treated in integrated Zistricts wiasg 7,764 for tubercvlosis. Cue
to the Joint effort of Leprosy Project and ICHSDP staff, 3,578
Active cases of leprosy were under treatment. Assuz=ing an anrual

incidence of smear positive of tuberculosis of 9,061 new Cases,
and a prevalence of 18,324 persons with active TE in ICHEDE
2reas, 42% of active cases would have been under treatrment Jzst
Year, as reported. AsSuning a prevalence of 2bcut 35,240 caces
of leprosy in the integrated 2reas, about 1i% were under treat-
ment .

Comzent: In ICKSDP districts, it dprears that
Greiter pregress has Leen achieved fer control! cf tuberculoce:s
than for leprosy. In fact, ICHSDP Tinusgenment cf beth these
service components is hampered by insufficiency of technicaliy
cc:;etent-centrrr'stiff“To“nversee'thtm:'“there s enl'vione
senior fubliec health administrator tc cover malaria, csntrel cof
diarrkeal and other cezrmunicable diseases, izmunizaticns, tuter-
culosis and leprosy. These Frevalen', ‘'ubiquitous, €ieabling and
lethal diseases thus cannot receive .he orgenizatioral attenticn
they m=erit. Aralysis ¢f the roje of the control c¢f there dicezces
In the dJdJevelopzent of Primary heait:l cars unde, ICHELP is ccpe
Fierm, Lbut it is amalyzed 1n the J&3 regert fer HMI, "Tultercuiieis
and Leprosy Services in Integreted lJistrizts", Prepered by Tt
Arndrew Cassels in July 1983.

2 KEY PEDIATRIC IMMUNIZATI NS

dndicstor 1. In 48 intecrated districts, £2% of chil-
dren recejve LET, Lezsles, sni ECC
iERUrizaticrs on gcheculed tacig

Statue: In ICHSDF districte in 1952/84 the
fol .owing immunizations were given to children under cne year of
age

C?T 1--79,41¢ BCGC--99%,804
DPT 2--4%,807 MEASLES~-9,950 (only in disrict
DPT 2--26,674 centers, ages 9-35 mecnthe)

Assuming a crude birth rate of 42/1000 population and and infant
moertality rate of 120 deaths/1000 livebirths, approximately
190,300 children aged 0-1 years received these izxaunizations.
Hen:e 42% :received a ftirst DFT, and 14% completed the DPT seties.
BCS was received by 52% in the first year of life, while the
costly ind fragile measles vaccine was miade available to less
than % of infants and yound children.



Cogpment : Problems of refrigerater and cold chain
mainterance have hampered ICHSDP, and there has been finadequate
central staff to manage the district effort for immuization.
Wher districts have been taken by ICHEZF from EIP there has
freguently been a rupture in the resvcztion of imnturizations.
Increased collaboration Flanned between EIP and ICKSDP in '‘'84/85
hopefully will upgrade achievement in rediatric imcunization.
[CRZDP recently communiczted immunization targets for its dis-

tricts to EIP for the first time . Meisles is a feared major
killer cf children in Nepal, many of whom are ride fragile Ey
mainutrition; extension of measles iczunization would effective-

ly iower infant mortality. The definitizn of Fepulaticns tarcet-
ted for immunizatien in Nepal las (sensibly) changed since lhe

Frciect paper was written: from '77-£02 it was ¢ § years, then in
'€1-87 it became ( 1% months, and since 82/83 rtas teen ¢ 1 year
for OFT, and at %irth for BCG. For meisles it is 9-:5 months,
Indicator 2 !n EP/MCH coverzsd sistricte, 20% cf ehil-
dren recejve I8T, ECS, ord meacles

jmreunizati-ns

Statusg: In 11 of the £I FP/MCH districts 2rpre-
c:a-le immunization work has been carried sut Ly FF/MCH. In
these i1 districts, with a 1981 Fepulation ¢# 3,112,128, the
following total irmurnizations were given in 1%&35/84%: DPT1 -=-
18,¢37, "old UFT" (LPT2 + DET3) -- 15,654, ECC -- 18,214. Thus,
less than 12% cf 0-1 vear olds received ccmplete DFT i=m=vniza-
ticns, and abeout 14% ¢f newborns got ECC lest year frem FE/MCH
in the Zi% of its districts where imnunizatione were ;raffded.
In the 41 other districts, FF/MCH CCveiage wWis ciose to C%™ for
te:1k TFT and ECGC.

cerzent: In nost FP/MCZK distrizats izmunizaticns
dre given either by EIF or scarcely at all. FF.MCE negectiates
with EIF for limited stppiies of vaceine, ind &as Frocvided imnmu-
nizaticns threough 2 faew of the larger 'slinics, kud nmes YREEsR 8%
ovtreach effort in the cormunity., FF/MCH Ras reneqgctiated with

EIF to cbtain larger amounts of vaccine for [§54/8%5, however, end
has planned to increase consicerably the areis ccvered aind the
ne=Zer of immunizations.
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ANNEX 10

Integration Models

As part of the report entitled "Review of the Delivery of
Health Services for Improving Integrated Services Including
Family Planning and Maternal Child Health", the authors came up
with integration schedules for each of the six vertical projects
into the Ministry of Health Infrastructure. Annex 10 provides a
summary of these proposed integration timetables for each of the
projects.
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Annex 10:

Cont.

PLAN OF ACTION FOR FP/MCH PROJECT

Activities/Year

1986

‘1987

1988

,1989

1990

Remarks

Board

Project Chief

Planning, Research and
Evaluation Division

Training Division
Information, Education &
Communication Division

Service Division
Surgical Division
Administration Division

Supply. & Procurément Sec.

Addministration Section
Eastern Regional Office

Central Regional Office
Western kegional Office
Mid-Western Reg. Office

Far-Western Reg. Office

Regional Training Centres
Districts

Clinics

PBHWSs

Umhrella Board of
MOH.

Division Chief, MOH

National Commi-
ssion on Population.

As part of HERCTI

As part of HERCTI
hs part of Hospitals
Ls part of Hospitals

Administration
Division, MOH

Indent & Procurement
Division, MOH

Fiscal Div., MOH

Eastern Regional
Directorate

Central Reg. Direc.
Westarn Reg. Direc.

Mid-Western Reg.
Directorate

Far-Western .Reqg.
Directorate

As part of HERCII

Absorbed as
Sections in DHO

Absorbed by
Health Posts

Absorbed by
Health Posts.




INTEGRATION MODEL:
INTO THE MINISTRY

Annex
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10:

Cont.

PLAN OF ACTION FOR INTEGRATION OF ICHSDP

hctivities/Year

1986

1987

logs

1989

1920

Remarks

ICHSDP Board
ICHSDP Chief

Planning, Evaluation and
Statistical Section
Training Section

Immunization Section

Finance & Audit Section

Admihistrative Section

Family Health Section

Malaria Sectior

Supervision Section
Transport Section
Supply + Procurement Sec.

Regional Training Centrc
Eastern Region

Ragional Training Centre
Central Region

Regional Training Centre
Western Region

Regional Training Centre
Mid-Western Region

Umbrella Board in MOE
Division Chief
(Primary Health Care)
in MOH

Absorbed in MO
Planning Division

Will be absorbed by
HERCTI '

Will be absorbed in
IEPI Division in MOH
Will be merged in
Fiscal Division in
MOH

Absorbed in Adminis-
trative Division in
MOR

Will be merged in ko
Division, Div. in MOH

Will be merged in

| Malaria or preventa-

tive Div.

Will be merged in
HERCTI

Will be merged in
TEMO

Indent & Procurement
Div. in MOH

Will be merged in
HERCTI

Will b2 merged in
HERCTI

Will be mersai in
HERCTI

Will be merged in
HERCTI
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Annex 10:

Cont.

INTEGRATION MODEL: PLAN OF ACTION. FOR INTEGRATION OF NMEO
Activities/Year 1966 1987 1988 1989 1990 Remarks
NMEO Board - Create an Umbre-~

1la Board in MOH
for integration
NMEO Chief -

Planning and Evaluation

Training and Research
Centre

Administrative Services
Fiscal Management
Programme Operations
Division

Eastern Region‘Office
Western Region Office

Mid Western Region Office

Health Education

Digstrict Offices

Peripheral Workers

Terminate Project Status

Re-Examine the Impact on
Project Objectives as a
result of Integration

Place as Divi-
sional Chief in
MOH -

Absorbed by
Planping Divi-
sion/MOH

Absorbed by
HERCTI

Decentralized
to RHD

As a section in
RHD

Ns a section in
RHD

As a section in
RHD

Absorbed by
HERCTI

As a section in
each District
Health Office

Absorbed in
Health Posts

All accounts to
be reconciled
and completed

Redesign the

structural para-
meters for effec-
tive organization
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Annex 10: Cont.

PLAN OF ACTION FOR INTEGRATION OF EIP

Activities/Year 1986 1987 1988 1989 1990 Remarks

Board - Umbrella Board of
Ministry of Health

Project Chief - ‘ Section Chief in
Ministry of Health

Evaluation, Planning

As a section in

and Statistics - respective RHD offices

Training Section - - As part of HERCTI

Education - Health education
section in HERCTI

Administration - Absorb by Administra-
tive Division MOH

Finance - Ibsorb in Finance
Division, MOH

CDR - - RHD

_EDR 4 - RHD

FWDR RHD

MEWDR - RHD

District Office - - - - As a section in _
District Health Office
(DHO)

Units - - -

- As a section in Healtu
Posts (HP's)




-133-

Annex 10:

Cont.

PLAN OF ACIION FOR INTEGRATION OF TUBERCULOSIS CONTROL PROJECT

Activities/Year

1986

1987

1988

1989

1990

Remarks

Project Chief

Project Chief
Planning
Administration
Accounts
Statistics
Follow-up Clinics

Training

Store

Field

Raesearch

Nominate Project

.|-Chief as Member,

Umbrella Bozxrd of MOH
for Integration

Transfer as Section
Chief in MOH from DHS

As paris of Planning
Division, MOH

As part of Adminis-
tration, MOH

Merged with MOH,
Accounts Section

As part of Planning
Division, MOH

Under district
hospital

As part of HERCTI

Marged into RHD,
Indent & Procurement

' Section or New Company

to undertake supplies
function

As sections in Health
Posats

As part of HERCTI
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10: Cont.

PLAN OF ACTION FOR INTEGRATiON OF LEPROSY CONTROL PROJECT

Activities/Year 1986

1987

1988

1989

1990

Remarks

Leprosy Board -
Project Chief -

Administration,
Finance, Statistics
and Clinic -

Regional Offices

Field

Umbrella Board of
Ministry of Health

Section Chief in
Ministry of Health

As a unit in respec-
tive RHD Offices

Iis sections of RHD's
with hospitals and
leprosoriums being
incorporated as auto-
nomous institutions
under development
board act.:

As units in health
posts






