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I. INTRODUCTION
 

1.1 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.
 

1.2 OrQanization of Background Document
 

This background paper is divided into seven chapters
 
(excluding this chapter). In 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.
 

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 also 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):
 

1.3.1 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?
 

1.3.2 Decentralization
 

While decentralization and institutionalization are
 
akin to each other, mission is interested in addressing
 
decentralization separately. 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 really 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? if so, 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?
 

1.3.3 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 (GON), donors, and at the local level (e.g. community
 
support, user fees)? Are there organizational or operational
 
efficiencies that 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?
 

1.3.4 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 objective 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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1.3.5 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
 

II.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. In 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 flowi:ig 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 (couiicils) 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-Nepaler;e (Sherpas, Newars, Gurungs, and
 
Magers) and Indo-Nepalese (Brahmans, Kshatriyas, and Chhetris).
 
The Indo-Nepales group tend to inhabit the Terhi and low hill
 
region, while the 'ribeto-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 brcome 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."
 

11.2 Nepal's Health Context 

11.2.1 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
 
moderni7ation 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. In 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.:,e
 
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. In 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. In
 
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 Services 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.
 

11.2.2 Nepal's Present Health Status
1
 

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.
 

UNFPA Needs Assessment Report. 1987.
1 
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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 19852
 

Institution/Post 


A. 	HEALTH FACILITIES:
 

Hospitals 


Beds 


Beds/population ratio 


Health centers 


Ayurvedic dispensaries 


Health posts 


Health post/population 

ratio
 

B. 	PERSONNEL
 

Doctors 


Doctors/population 

ratio
 

Nurses 


Midlevel/other 

technicians
 

1980 

End 	of Fifth Plan 


73 


2,586 


1:5,515 


26 


85 


586 


1:24,463 


442 


1:32,277 


445 


1:2,678 


1985
 
End 	of Sixth Plan
 

80
 

3,522
 

4,661
 

26
 

125
 

794
 

20,677
 

602
 

27,271
 

600
 

3,919
 

2UNFPA Needs Assessment Report, 1987
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11.2.3 The Health Sector Institutional System 3
 

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

11.2.3.1 National 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).
 

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

11.2.3.3 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. In accordance with the
 
objectives of the Decentralization Act, HMG emphasized management
 
more and more at the district level.
 

11.2.3.4 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. In 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.
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List I: 

MINISTRY OF IIEAITII
 

LIST OF OFFI(CIALS
 

1. 	Minister - Mr. Gunjeswori Prasad Sinlgh 

2. 	 Secretary - Mr. Basudcv Pradhan (Acting Secretary), 

3. 	 Additional Sccretary (Administration) - MR. Basudev Pradhan*
 

4. 	 Additional Secretary (Technical) - Dr. Indra Bahadur Khatry 

S. 	 Administrative Division - Mr. Harihar Sharma Wagle (Joint
 

Secretary)
 

6. 	 Manpower Development and Training Division - Dr. Shyam
 

Prasad Bhattarai (Joint Secretary)
 

7. 	 Policy, Planning, Monitoring and Supervision Division -

Dr. Yogendra Man Singh Pradhan (Joint Secretary) 

8. 	 Public Health Division - Dr. Dwarika Nath Regmi
 

9. 	 Communicable Disease and Vector Control 
Division -


Dr. Megh Bahadur Parajuli
 

10. 	Curative Division - Dr. Fatte Bahadur Malla 

11. 	Nursing Division Dr. Rukmini Charan Shrestha
 

12. 	Ayurved Department - Mr. Ram Prasad Mishra
 

13. 	Drug Administratioq Department - Dr. Gokul Das Shrestha
 

14. 	Eastern Regional Director - Dr. Kalyan Raj Panday
 

15. 	Central Regional Director - Dr. Kokila Vaidya
 

16. 	Western Regional Director - Dr. Badri Lal Shrestha 

17. 	Mid-Western Regional Director 
- Dr. Hari Nath Acharya
 

18. 	Far-Western Regional Director - Dr. Keshab Bahadur Singh 
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11.2.4 Health Care Facilities
 

11.2.4.1 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.
 

11.2.4.2 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.
 

11.3 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 a 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 If 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).
 

Population Monograph of Nepal, 1987.
 4 
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CeOiographic Facts 

population by sox Population density (/sKq. km.) .......... 117
 

Total (in 1000) ..................... 16,482 Avorago annual change
 

Male (in 1000) ...................... 8,453 Population increase (in 1000) ......... 397
 
Fornalo (in 1000 .................... 8,030 Births (in I000) ..................... 689
 
Sux ratio (/ 100 femalos) ............. 105.3 Deaths (in 1000) .................... 292
 

population in year 2000 (in 1000) ........ 23,048 Not migration (in 1000) .............. 0
 

Population by ago group Rate of annual change
 

Age 0-14 (in 1000) .................. 7,136 Population change total (%)......... 2.28
 
Ago 15-64 (in 1000) ................. 8,874 Urban (%) ...................... 6.7
 
Age 65 + (in 1000) .................. 473 Rural (%) ....................... 1.9
 

Ago 0-14 (percentage) .............. 43.3 Crude birth rate (/1000) ............. 39.4
 
Ago 15-64 (percentage) ............. 53.8 Crude death rate (/ 1000) ............ 16.7
 

Ago 65+ (percentage) .............. 2.9 Natural increase (/1000) ............ 22.7
 
Ago indicators Net migration (/1000) ............... 0.0
 

Modian age ........................ 18.3 Fertility and mortality
 

Dependency: ago 0-14 .............. 80.4 Total fertility rate ................... 5.84
 
Dependency: ago 65 +. ....... ....... 5.3 Completed family size ............... ,5.77
 
Dependoncy: total .................. 85.7 Gross reproduction rate ............. 2.85
 
Youth: 15-24 (in 1000) .............. 3,112 Not reproduction rate ............... . 1.96
 
Women: 15-49 (in 1000) ............ 3,659 General fertility rate (100.) ......... 176
 

Uiban-rural population Child-woman ratio .................. N/A
 
Urban population (in 1000) ........... 1,270 Infant mortality rate (/1000) ......... .128
 
Rural population (in 1000) .......... .. 5,213 Life expectancy: male ............... 48.6
 

Per cent urban (%) ................. 7.7 Lifo expectancy: female ............. 47.1
 
Par cent rural (% ................. 92.3 Life expectancy: total ............... 47.9
 

A•ticultural population density GNP per capita 
(I hectare of arable land) ............ 5.61 (U.S. dollars, 1984) ................. 160 

Some o |iuq ae figules may differ somewhat horn those gown fit to Fogui as too.ponulatson by soa. popultlO"these $ies a slmatas Gov*inmeni 
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SOURCE: Inventory of Population Projects in Developing Countries around the World 1984/85
 



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 distribution 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.

5
 

5Nepal Contraceptive Prevalence Survey, 1981.
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Table 3: 	 Current Use of Specific Methods of Contraception among
 
Currently Married and Nonpregnant Women.

6
 

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 ste-ilization 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
 

11.3.1 	 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. In 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 membiers 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 plans
 
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 government 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, aind 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 1,00O 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. In its
 
place, the National Commission on Population (NCP) was formed in
 
1978 under the chairmanship of the Prime minister. In 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 population 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."
 

11.3.2 Present Family Planning Programs
 

11.3.2.1 Temporary Family PlanninQ 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 also 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.)
 



Institution 


I. FP/MCH 


II. ICHSDP 


III. CRS 


IV. FPAN 

V. Other 

Commerical 

TOTAL 


SOURCE: 


Table 5: Temporary Methods Contraceptive Distribution By Institution
 

Condom 


Units Distributed 


2,525,475 


674,926 


3,327,840 


602,963 


NA 


7,131,204 


Share 


35 


10 


47 


8 


NA 


100 


(1984)
 

Oral Pill 


Cycles Distributed 


289,480 


66,753 


111,575 


25,814 


6,947 


505,570 


Share 


58 


13 


22 


5 


2 


100 


Foaming Tablet
 

Tablets Distributed Share
 

NA
 

NA ­

165,312 100
 

NA -


NA ­

165,312 100
 

Foreign Trip Report (AID/RSSA): Nepal, Logistics Assistance, January 8-29, 1986.
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11.3.2.2 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.)
 

11.3.2.3 National Commission on Population. In 1982
 
the National Commission on Population (NPC) was institutionalized
 
as a policy fomnulating 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. In addition, List 2 provides a summary of
 
Ministry of health officials.
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List 2: 


SECRETARIATE OF NATIONAL COMMISSION ON 
POPULATION
 

LIST OF OFFICIALS
 

1. Chairperson 
- Priminister (ex-offico)
 

2. Vice-Chairperson 
- Mr. Shanker Raj Pathak
 

3. Secretary 
- Mrs. Chandra Kala Kiran
 

4. Program and 
Evaluation Division 
- Dr. Raghab Dev Panta
 

S. Population Analysis and 
Evaluation Division 
-

Dr. Pushpa Lal Joshee
 

6. 
 Information, Education and Communication Division 
-

Mr. Dhruba Lal 
Shrestha
 

7. Administrative Division 
- Mrs. Sugandha K. Shrestha
 

8. 
Population and Development Integration Section 
Dr. Som Pudasaini 

-

FP/MCH Section
9. - Mrs. Panch Kumari Manandhar
 

10. Population Education Section 
-

-
 Miss Hasina Shrestha
 
- Mr. Markandaya Upadhyaya
 

11. Wome and Non-Govt. Activities 
- Miss Syanja Prasai 

12. Research and Evaluation and Analysis Section 
-

Uttam Shrestha
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III. INTEGRATED RURAL/HEALTH FAMILY PLANNING SERVICES
 

III.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).
 

III.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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O 	 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
 

o 	 Special field operations studies.
 

111.1.2 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,
 

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

o 	 improve the drug procurement situation in rural
 
health centers,
 

o 	 strengthen the logistics management within the
 
Ministry of Health,
 

o 	 provide support needed to construct three regional
 
warehouses,
 

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

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

111.1.3 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);
 

o 	 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.
 

111.1.4 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.

8
 

111.2 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.
 

111.2.1 USAID Inputs for the 1980-85 Period
 

a. 	 Technical Assistance:
 

o 	 Five lonQ-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 TraininQ:
 

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,
 

8 1nformation 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).
 

c. 	 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.
 

d. 	 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.
 

e. 	 Support to Rural Health Operations:
 

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

111.3 	 Expected Outputs of the Project
 

111.3.1 	 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
 
system.
 
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. 

b. 	 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. 

c. 	 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.
 

111.3.2 	 Community Participation in Health Services
 
Established
 

a. 	 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 village health 
committees. 

111.3.3 Training and Health 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.
 

111.4 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 US!V D/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.
 

111.5 	 Donor Assistance Provided to the Health and Population
 
ProQrams in Nepal
 

111.5.1 	 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
 
concerning 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.
 

111.5.2 Bilateral Assistance
 

a. Japan International Cooperation Agency (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. 	 The United States Agency for International Development
 
(USAID)
 

USAID is assisting Nepal through John Snow, Inc. (see

Chapter III, section III.1), and through centrally funded
 
projects (see Table 8). The table shows the grantee, title of
 
the project, host institution, beginning and ending date, fisr-l
 
year budget totals through 1987, and total expenditures over the
 
life of the project.
 



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

Population Pro).cts Funded by USAID, UHFPA, and IPPF
 
funding Information for Life of Project (LOP). FY1984 - FY1987, and Prior Years (in 1,000st
 

Date: 11/17/87
 

Country: Nepal
 

Giant.e 	 Titl. Host Institution Begin Date End Data Prior Yra FY 'e5 FY 66 F¥ 187 LOP 

AID mlssicn 	 AID BILATERAL PROJ. HA 
 $0 $0 $2,100 $1,229 $0
 
INTGTD RURAL HLTH/rP SERVICES MHO $2,300 $2,600 s0 $0 $0
 
PVo CO-rINANCING HA 
 $100 $0 $o $0 so
 

AVSC 	 HATL ILE CAMPAIGN FPAN 12/01/82 01/31/84 
 $30 $0 $0 $0 $30
 
VSC SERVICE PROG FPPA 07/01/82 01/31/14 $747 
 $0 $0 $0 $747
 
MULTI-YR VSC PRoG OF rPAN FPAN 05/01/55 03/31/67 $0 $323 $123 $118 $564
 
MULTI-YR VSC PROG OF PFAN FPAN 02/01/64 04/30/85 $298 $0 $0 $0 $298
 
MULTI YR VSC PROG FPAN FPAN 04/01/87 03/31/18 $0 $0 $0 $167 $167
 
NATL I&E CAMPAIGN rpAN 05/01/81 11/30/12 $162 $0 $0 $0 $162
 
REPAIR & MAINTENANCE PROG FPMA 07/01/82 10/31/83 $195 $0 $0 $0 $198
 

Battelle 	 WOMEN'S EMPLOYMENT L PERT IDS INC 09/16/11 12/31/82 $31 $0 
 $0 $0 $31
 

CEDPA 	 COMMUNITY BASED FP & NUTRITION FPAN 11/01/86 10/31/69 $0 $0 $0 $41 $62
 

fill 	 CONTRACEPTIVE RETAIL SALES NEPAL CRS CO LTD 08/01/1S 11/30/86 $0 $13 $9 $1 $23
 

FPIA 	 NEPAL RED CROSS FP PRIM HLTH NEPAL RED CROSS SOCIETY 04/15/85 04/14/SI $0 $111 $0 $115 $226
 
EX-SERVICENEN ORG FP PROJECT NEPAL EsO rP PROJECT 01/15/13 05/14/S1 $231 $0 $139 $157 $527
 
NEPAL. RED CROSS FAM & HLTHCAPRE NEPAL R C SOC HLTN SRV COOR 01/15/80 04/14/84 $302 
 $0 $0 $0 $302
 
YOUTH CLUB fP PROJECT YACC 01/15/80 11/14/83 $102 $0 
 $0 $0 $102
 
MOTIERS CLUB-BASED fP PROJECT SOC SERVICES NATL COOR COUNC 01/15/60 05/14/85 $218 $14 $46 $82 $360
 
WOM DEV SEC FP PROGRAM WOM DEV SEC IG OF NEPAL 12/16/85 11/t5/87 $0 $18 
 so $2 $20
 

Futures 	 CSM PROJECT - TECHNICAL ASST NEPAL CBS CO 01/08/16 09/30/86 $0 $0 so $0 $0 
CSH PROJECT - TECHNICAL A.SST NEPAL CRS CO 09/01/55 11/01/85 $0 $0 $0 $0 $0 
RAPID HEPAL 	 POPCOMSECRETARY 11/01/9 11/30/82 $42 $0 $0 $0 $42 

IFF 	 VPA NEPAL NA 
 $1,690 $791 $511 $0 $3,292
 

JHU-PCS 	 FINANCIAI, KWIN rP/MCH PROJECT DORC 04/01/84 07/31/86 $2 $2 $1 $0 $5
 
FILH SPOTS FOR CINEhA HALLS COiQ.AT INC 12/01/84 05/31/86 $0 $14 $15 so $29
 
PRINT MATERIALS FP NEPAL-MCH PROJ-NN 04/01/84 06/30/86 $3 $24 $17 $0 $44
 

Pop Council 	 COST-EFFECTIVCHESS PP PLAN PGN NA 06/01/84 09/30/85 $24 $0 $0 $0 $24
 

RTI 	 COST BENEFIT FERTILITY DECLINE INTEGRATED DEV SYSTEMS 04/01/81 05/31/83 $59 $0 $0 $0 $59
 

UNC INTRAH 	 ADUtFISC.AL SVCS-NEPALI FP PROJ NA 07/01/65 06/30/87 $0 $4 $0 $0 $4 
FP/MCH TRN-FOR TBAS-5 DISTRICT HA 09/01/85 08/31/88 $0 $95 $0 $0 $95 
fP/MCfi-INTRAlI DIST LEVEL TRN-2 NA 08/01/65 12/01/85 $0 $14 $0 $0 $14 
FP TRNG PAC 1I-AFR/A.IA NA 03/01/66 12/31/86 $0 $0 $67 $0 $67 
CBD TRN FOR CI.S PERSONNEL A 07/01/85 07/31/86 $0 $8 so $0 $8 

UlIPA 	 SUPPORT TO Wr"NEN S SERVICES HA 01/01/80 12/31/86 $63 $15 $20 $0 $98
 
ALL OTHER NA 	 12/31/86 $3 $3 $6 $0 $12
 

http:1I-AFR/A.IA
http:ADUtFISC.AL


Table 6: Cont.
 

Population Projects Funded by USAID, UNFPAo and IPPF
 
Fundlng Infornation for Life of Project ILOP), rY1984 - FY1987, and Prior Years (in 1,000s
 
Date: 11/17/S7
 

Country: Nepal
 

Grantee 	 Title Host Institution Begin Date End Date Prior Yrs Fy '85 FY '86 r¥ "87 LOP 

TECINICAL ADV. SERVICES HA 01/01/84 12/31/86 $41 $0 $0 $0 $41 
FAMILY WELFARE EDUCATION KA 01/01/84 12/31/86 $39 $11 $27 $22 $99 
TEACHING AT ION NA 01/01/80 12/31/86 $452 $65 $232 $0 $749 
SRVC. DELIVERY SYSTEM HA 01/01/85 12/31/86 $1,401 $546 $452 $0 $2,399 
ICHP/CENTRAL LEVEL KA 01/01/5 12/31/86 $314 $332 $644 $0 $1,290 

NCH/FP 01/01/85 $31 $48 $89KA 	 12/31/86 $10 $0 

VITAL REGISTRATION lA 01/01/82 12/31/86 $305 $17 $12 $0 $334
 
POPULATION EDUCATION PA 01/01/82 12/31/86 $88 $27 $95 $48 $258
 

FP/PARASITE CONTROEV/IIUTRITION NA 01/01/86 12/31/86 $185 $64 $81 s0 $330
 
HAT. COMISSION ON POP. NA 01/01/15 12/31/86 $112 $11 $35 so $158
 
FPi/I SERVICES NA 01/01/84 12/31/86 $9 $61 $64 $0 $134
 
INTO. ED. AND COMM. SUPORT FP xA 01/01/85 12/31/86, $25 $46 $91 $0 $162
 
POP. EDUC. PROG. NA 01/01/84 12/31/86 $21 $26 $74 $6 $127
 
VP AND FERTILITY SURVEY KA 01/01/84 12/31/86 $0 $42 $59 $5 $106
 
TECOICAL SUPPORT IA 01/01/85 12/31/86 $0 $16 $182 $120 $388
 
POP. ED. THROUGH HORE 1A 01/01/82 12/31/86 $155 $0 $0 $0 $155
 
POP.ED. TmRU MINISTRY or AGRI. A 01/01/80 12/31/86 $134 $0 $0 $0 $134
 
FP ANDrCH PROJECT RA 01/01/85 12/31/86 $176 $147 $536 50 $859
 
ICHSDP HUMAN RESOURCES NA 01/01/80 12/31/86 $409 $84 $382 $0 $377
 
COTTAGE INDUSTRY FOR WO,-'i NA 01/01/81 12/31/86 $373 $11 $37 s0 $421
 
POP. EDUC. TICRU COOPERATIVES A 01/01/82 12/31/86 $102 $49 $110 $10 $271
 

Univ of Hawaii TRNG OF FP GRASS-ROOT VOLU' rPAN 09/11/83 09/28/83 $8 $0 so $0 $8
 
LOGISTICS MANAGEMENT TRAINING DORC 06/01/84 08/31/84 $12 $0 $0 s0 512
 
RECORDING & REPORTING SYSTEM hFP NEPAL-MCH HLT PROJ TRN DIV 06/15/83 02/29/84 $26 $0 $0 $0 $26 
TAN PHNS ANKS IK TRN TBAS DIV NJRSIG-MOH 05/01/83 12/31/83 $9 $0 $0 $0 $9 
FINANCIAL L ADMIN MANAGEMENT NFP NEPAL-CH HLT PROJ TRN DIV 06/01/83 09/30/83 $16 $0 $0 $0 $16 
REF TRAINING FOR TRAI',QS NFP NEPAL--MCH NLT PROJ TRN DIV 11/01/83 11/30/83 $9 $0 $0 $0 $9 
DISBURSEMENT OF FUNDS IN NEPAL DORC 06/30/83 12/31/81 $3 $0 $0 $0 $3 
FINANCIAL MAHNGEMENT TRAINING DOR 05/01/84 08/3)/84 $18 $0 $0 s0 $18 
INST OF TRA TRN RTSA-A SC OF PUB HLTHI 10/31/84 11/02/84 $1 $0 $0 $0 $1 
ADMINISTRATIVE MGT TRAINING DORC 04/01/84 08/31/84 $17 $0 $0 $0 $17 

Westinghouse 	 OEN/HLTH SURVEY NEPAL IN-DEPTH NEW ERA 09/01/86 12/31/87 $0 $0 $89 $0 $89
 
CPS 11 NEPAL VP-MCt PROJECT MOH 08/01/80 08/31/83 $147 $0 $0 $0 $147
 
CRS NEPAL NEPAL MOH FP-MCH PROJECT 01/01/81 07/31/83 $1.422 $0 $0 $0 $1,273
 

$12.665 $5,686 $6,604 $2.123 $18.641 TOTAL
 



-37-


IV. INTEGRATION
 

IV.l Definition
 

In the field of international development, the concept
 
of "integration" means different things to different peoiile. 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 organizations, 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."'9
 

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 workfrs were
 
assisted by other organizations such as NMEO and FP/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 regular 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 regular 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. In 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 Division; 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
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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 aoxiliary
 
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
 
strategy 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. In 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 Intecqration 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 regularly adjusted the schedule and
 
strategy 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 InteQration
 
Report"0
 

IV.4.1 	 Model for Absorption of Vertical Projects
 

The 1985 Integration Report indicated that the ideal
 
model of integration was one in 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.) In
 
developing these models, the complexity and size of the project
 
was taken into consideration. In addition, a number of governing
 
principles were used, including the following:
 

10Review of the Delivery of Health Services for Improvinq
 
Inteqrated Services Including Family Planninq and Maternal Child
 
Health, HMG Task Force, October 1985.
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o 	 "Place regulatory 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 safeguarded 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 Action
 
for the Seventh Five-Year Plan
 

The Integration Report's proposed plan of action ior
 
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 Old Type, E-Type and I-Type
 
health posts. Converting the Old Type and E-Type health posts
 
into I-Type means that more staff have to be recruited. In 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 Old Type and 206 E-Type health posts. Out of the
 
744 health posts in the country there are 306 E-Type and 294 Old
 
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 Old 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 be 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 panchayats, 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 policy 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
 

11Excerpt for the document entitled "Basic Principles of The
 
Seventh Plan (1985-1990)."
 

12 1nformation 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. In 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
 
Development 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,
 
villaae 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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V.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 durinQ
 
UNFPA Needs Assessment Mission.I3 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."
 

V.2.1.2 Recommendations Made in the 1985 InteQration
 
Report. 14 The 1985 Integration Report indicated that certain
 
distinctions in power should be made between the district health
 

13UNFPA Needs Assessment Report, 1987.
 

14Review of the Delivery of Health Services for Improving
 
Integrated Health Services Including Family Planning and Maternal
 
Child Health, October 1985.
 

http:Report.14
http:Mission.I3
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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. In 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 Assessment 15
 

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
 
being 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.1.l Definition of Institutionalization
 

The definition for institutionalization of 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 regularly, 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
 
assignment 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 aualitv of care; b)

the importance of offering temporary birth control methods and
 
VSC together; and c) the desirability of creating a framework for
 
resources, coorination, and cooperation among local governmental
 
and NGO units.
 

VI.l.2 Objectives and Expected Outcomes of Institutional­
16


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.
 

1 51n 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 as the basis for this segment of the paper.
 

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

o 	 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.
 

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

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

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

o 	 Better client satisfaction with services."
 

VI.l.3 Requirements for Institutionalization
 

At the local level, the assessment team determined that
 
the necessary requirements for institutionalization should be as
 
follows:
 

o 	 "Local commitment, support, coordination and
 
cooperation;
 

o 	 continuous and sufficient numbers of FP and VSC
 
clients;
 

o 	 trained resources from the district;
 
o 	 adequate facilities and equipment;
 
o 	 sufficient supplies of expandable materials; and
 
o 	 quality assurance systems."
 

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

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

o 	 financial resources;
 
o 	 quality training for local personnel;
 
o 	 provision of euipment and expendable supplies;
 

and
 
o 	 supervision and monitoring."
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VI.2 institutionalization 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 (OTs) 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 OTs at
 
district and zonal hospitals, and USAID provided funds to
 
construct five family planning service centers, which were
 
completed in 1982. In 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 regular 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. In 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 regular 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
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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 Facilities. Eauipment 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


'17
 
area 	and the availability of equipment and supplies."
 

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 thn 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 IUDs."
 

VI.2.2.4 Counseling and Informed Consent. 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
 
regulations. (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. In
 
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 Conclusions 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."
 

o 	 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."
 

o 	 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.
 

o 	 Institutionalization Initiative - "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."
 

o 	 Priority ProQrams 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."
 

o 	 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. " 

o 	 VSC TraininQ ProQram - 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.22.8 Next Steps 18
 

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

o 	 Conduct a comprehensive review of medical quality.
 
o 	 Conduct a comprehensive review of VSC client
 

satisfaction and voluntarism issues.
 
o 	 Survey central, regional, and district stores to
 

identify existing equipment and supplies.
 
o 	 Develop a pilot postpartum project at the maternity
 

hospital in Kathmandu.
 
o 	 Conduct a study of costs and cost-benefits in the Nepal
 

family planning program.
 

VI.3 Institutionalization of Temporary Contraceptive Methods
 

Refer to section 11.3.2 for a summary of the present

organizations providing temporary family planning services. In
 
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 for 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,
 

'19
off-road areas of the country." During 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
 

1 9Final Report of Findings and Recommendations: VillagLe

Marketincq 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
 
irformation provided to him concerning the pill's use and side
 
effects. Thus, many women either use the pill improperly or are
 
unaware of the side effects. The author felt that this improper
 
use of the pill and its use by women who should 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
 

20
were not being used by Nepalese women. 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,
 

2 0Report entitled "Reasons for the Non-Use of
 
Contraceptives" (New ERA, 1987).
 

http:women.As
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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 condom,
 
some women were concerned that it fall off and become lost inside
 
them. Other 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 StrateQy 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;
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o 	 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;
 

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

o 	 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 Long-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.

22
 

VIII.I 	 Structure and Functions of the Health PlanninQ Division
 
(2041/42)
 

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

a. ProQram 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
 

22 1nformation for this chapter came from a briefing paper
 
prepared by JSI in preparation for the 1984 midterm evaluation of
 
the IRH/FPS Project.
 

http:Nepal.22
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dissemination of health and management information. Its major
 
responsibilities were:
 

i) Operating the data bank,
 
ii) Establishment of a National Health Information
 

Clearinghouse,
 
iii) Planning and management illustration,
 
iv) Production of the Health Information B. in, and
 
v) Preparation of country and district hea1.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) Program budgeting data,
 
ii) Program/budgeting monitoring data,
 
iii) Health manpower data,
 
iv) Health facilities data, and
 
v) Nursing manpower data.
 

c. The Evaluation and Research Section 

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

i) Project/program review,
 
ii) Health resources analysis,
 
iii) Computerized data processing,
 
iv) Health services coordination, and
 
v) Research coordination.
 

The Evaluation and Research division was composed of
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VIII.2 Program Objectives for the NFY 2041/42
 

The major program objectives of the Health Planning
 
Division for FY 2041/42 were as follows:
 

a. 	 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.
 

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

c. 	 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.
 

d. 	 To upgrade the Health Planning Division Data Bank.
 

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

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

g. 	 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.
 

h. 	 To conduct various field studies of health institutions
 
as appropriate.
 

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

j. 	 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 hr'lth
 
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);
 

AVSC/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";
 

RisinQ 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. 	 Project Objectives
 

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 Proiect
 

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

ii) 	 Maternal health: home delivery service, pre- and
 
postnatal clinical services, and menstrual regulation
 
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 panchavat-based center. This
 
service was created in 1975, when it was discovered that most
 
villagers were not willing to come to the FP/MCA 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 is 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 responsibility 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--in panchayat-based

workers. Technical assistance needed by the regional offices and
 
district offices is provided by the six divisions located at the
 
control office.
 



DIE. Project Strengths and Weaknesses
 

Strencgths 


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

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

" 	 The project has proven comnpetence 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, 


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

o 	 Planning targets were being set for each district and clinic. 

o 	 An ample supply of funds was available for project 
activities.
 

o 	 National leadership was conscious of the grave economic,
political, and environrental consequences of the population 
progran. 

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

Weaknesses
 

o 	 Because the FP/IJCH 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 an a lack of promotion opportunities.
 

o 	 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 fron the FP/MICH vertical project. 

o 	 The FP/MCH Project was heavily dependent on foreign aid
because no attempts had been undertaken to make the project 
self-reliant. In addition, most strategy or component

changes were externally induced, which limited the managerial

effectiveness.
 

o 	 The use of temporary birth control methlds was very low. " 

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

o Supply shortages existed because of logistics shortcomings. 

o 	 Delays existed in the release of funds because of faulty
programming, nonrecnciliation of accounts, and excessive 
centralization.
 

o 	 Involvement of local community in planning was insignificant. 

o 	 Preventive services such as immunization and maternal care 
were 	rudimentary. 

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

o 	 Relationship between training curriculum and job descriptiun 
was vague. 

o 	There were no penalties for those workers who failed to
 
perform and no rewards for those workers who did. 
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F. 	 Summary of the Recommendations Made in the 1985 Integration
Report" 3
 

i) 	 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.
 

ii) 	 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.
 

iii) 	Develop criteria to evaluate the work performance of
 
the staff.
 

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

v) 	 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.
 

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

23HMG 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) 	 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.
 

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

iii) 	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..
 

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

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

B. 	 Activities Carried out as Part of the Project
 

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

ii) 	 Health education: rehydration and nutrition.
 

iii) 	Immunization: BCG, DPT, polio, TT, and measles.
 

iv) 	 Nutrition monitoring: measurement of arm circumference.
 

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

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

vii) 	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 ditrict 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. In 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. In 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 HPs with
 
respect to their integration was as follows: i) seven four fully
 
integrated (I-type) HPs ii) 376 partially integrated (E-type)

HPs and iii) 294 non-integrated (0-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 s'dains 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 for
 
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. In addition,
 
this person is also responsible for four regional training
 
centers and the forty eight district health offices, which are
 
line authorities. i.,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 tAe health post level, the 'affing pattern
 
for the fully integrated posts w. .-. or. health
 
assistant; two auxiliary health workers, two ANML six village
 
health workers; one Mukhiya, and three peons (fift in posts in
 
all).
 

As part of the organizational structure, each 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 

o 	 Strong political support emanating from all levels of the 
government and embodiment in the loa4-term health strategy. 

o 	 Good financial backing from multilateral and bilateral 
agencies. 

o 	 Ccmmunity participation through the provision of land and 
labor to the project. 

o 	 Broad-based organization and vast outreach activities. 

o 	 Goverment 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 roam for interpretation. 

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

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

o 	 The inability of the Leadership to explain to staff the 
policy changes relating to objectives, targets, strategies, 
and job dscr iptions has led to role ccintit,-iun. 

o 	 The project is not abl, to spend all the rmy it has been 
allocated, w4hich causes project delays. 

o 	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 withut project consultation, which in turn 
strained the project management. 

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

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

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

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

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

o 	Some health posts were busy only as long as the medicines 
held out, which inmost cases was for 3-4 months of the year. 
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F. 	 Summarv of the Recommendations Made in the 1985 Integration
 
Report
 

i) 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.
 

ii) 	 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.
 

iii) 	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.
 

iv) 	 In integrated districts, health posts of E-type and 0­
type should be upgraded to I-type by providing a full
 
complement of staff for the purpose.
 

v) 	 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.
 

vi) 	 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.
 

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

viii) A definite action plan should be laid down to convert
 
all HPs to I-type by 1990, with knowx' 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.
 

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

ii) Stop spraying in hilly areas where transmission is low.
 

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

iv) Control the spread of chloroquine-resistant P
 
Falciparum.
 

v) Adopt alternative methods of malaria control.
 

vi) Strengthen the Research and Training Center.
 

vii) Ensure better coordination between sectors and
 
departments.
 

B. 	 Activities
 

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

ii) Surveillance: field inspection, reporting, and program
 

budgeting.
 

iii) Parasitology and entomology research.
 

v) Health education: development of education materials
 
and bulletins.
 

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

vii) General administration: personnel management,
 
organizational planning, statistical work, reporting,

accounting, auditing, budgeting, and fund disbursement.
 

C. 	 Description ofPrnj!ct
 

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 execvtive officer (CEO) who oversees
 
administration, fiscal management, 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. In 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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D. 	 StrenQths
 

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.
 

E. 	 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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F. 	 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 support 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. General 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. In 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 piojects 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 2,000. 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. 	 Strengqths
 

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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o Difficulties with respect to the supply situation
 
resulted from problems relating to supply storage, the
 
amounts received, and the timeliness of the deliveries.
 

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

o 	 Motivation was low because EPI staff were not regular
 
service staff for t1,e HMG.
 

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

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

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

ii) 	 Establish an immunization policy and plan for the
 
district offices.
 

iii) 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)
 

A. 	 Objectives
 

i) 	 Offer permanent tuberculosis services to the people in
 
consonance with the limited resources and prevailing
 
socioeconomic cc-ditions.
 

ii) 	 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).
 

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

iv) 	 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.
 

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

B. 	 Activities
 

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

ii) 	 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 refiar the case to the
 
health post for continued treatment.
 

iii) 	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 to 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 Proigct
 

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 population) 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 administration, 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.)
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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 Inteciration
 
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 health workers to increase their productivity,
 
particularly in the area of promoting sputum testing.
 

iii) 	Modernize purc4 asing 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, phyiiotherapy, 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. In 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 strategy. 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 KOH, 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 employed 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 	 Clear objectives exist, which result in a committed and
 
dedicated leadership.
 

o 	 HMG has been providing the budget support.
 

E. 	 Weaknesses
 

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

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

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

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

o 	 The project often suffered from supply shortages.
 

o 	 Workers in the field suffered from a lack of
 
incentives.
 

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

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

ii) 	 Investigate local supplementary supply purchase
 
schemes.
 

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

iv) 	 Give more attention to 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 description 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 population assistance program is "to enhance the freedom of
 
individuals in LDCs to choose voluntarily the 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 Policy 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 family 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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I. I PLA4NING AND MANAGE1,ENT OF EFFECTIVE 
SERV!CE-


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

Ind I.cator
1. 1.8 districts under integrated marace~ent
 
svste,
 

Status: In addition to 
 the 6 fully integrated and
17 partially integrated districts 
that existed at the outset of
Project 0135, 
8 more districts were taken into 
partial integra­tion in 1?83. District Public Health Offices 
have been created
and minned by Health Inspectors in 
all 48 of the districts desig­nated for Integration during 
the sixth five-yei.r Flan.
 

.... ..... o. ent: It was 
clear from the 
time of arrival of
the JS1 team in Septe=ber 1981 
that the original targets'-for

integration of additional districts were 
unrealistically rapid.
No new districts were integrated for several 
years because : i)
prob!ems of management in the 
23 partially integrated districts

could not 
be resolved by thecentral ICHSDP organization, 2)
Chiefs 
of the Vertical Projects have been reluctant to have
districts taken away from 
their direct authority, and 3) =-ult:ple
acticns of agencies in several 
different Ministries 
(i.e. Mir.:s­try of General Administration, Civil 
Service Commission, Ministry
of Finance) were required 
to convert personnel 
frcm the Vertical
to the integrated pattern. 
 FMG's current, 
and mere realistic,

policy is to integrate at a slower pace,

tzcn 

both to ;Ia!w ccnrclida­in already integrated districts, and 
to allcw the above
 
difficulties 
to be addressed.
 

1ndicato
 r L. 200 AiLJdt jnaintegrated posts
I health 
ertab ishe d during project cericd fcr 
.i..L..L L .2-t about 8 00 

Statuz: A total 
of 744 health posts were
established by 1981/82, 
of which 450 were "intkgrated". This is
149 more than the 595 
ialth posts established by HMG as of
fiscal year 1980, acco:ding to the Project Paper. During 
1982-84
 a list of 99 additiona" health posts was 
approved, and 
50 more
have been proposed for 1984/85. 
 Approval of personnel for health
 
posts 
on both of these lists is still in 
process.
 

Commen: 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
 
facilities.
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Indic-ator 
3. A--
 timely ..
staff 
and tudcet
 
al l.catxcns 
to districts
 

Status: Sanctioned posts 
at the
have been reasonably adequate 
district level
 

except for the 
lack of 
Fublic
Health Nurses and Malaria Assistants 

districts. in the newly integrated
Twenty-three 
accountants 
have
trained been recruited
for and
district 
service. 
 Comon guadance/trainig manualS
for accounting 
have been 
developed In 
coniunction with
Project. the FF/"C8
In 1963 
HMC decentrali:ed 
the budget offices
district level, to the
and Health Inspectcrs have 
since
to the local district applied d:rect:y
office 
of the Ministry
budget releases. of Finance for their
Delayed receipt 
of approved budget,
continues a hcv'ever,
to be problem for 
the several project 
; particulzrly

I CHE P. 

.­CA-±nt: Cetting posts
integrated diitricts has been 
sanctioned in the newly
flow. Capturing
eper±-encd for ICHErF the
-pe ro n e 
 -whv--h2 
- v 

iects 
e --. rki ng--in-- e -,eT1cal pro,­in a district 
just prior to integration has been
In scme 'nstances, because diff cult.tf the confounding multiple layers
authority of
over personnel, 
Civil Surgeons have 
recruited
sonnel before new per­the local vertical 
project workers
dered for change could be consi­of status 
from Tdzporary


.he greatest to Regular em;loyees.
problem 
in personnel 
management, 
generally
ni ed 'ut still *.nresolved, recc;­
is that 
cf absence
worker from a post of an act althat 
is both sanctioned 


theless and filled but never.vacant 
due to transfer, or 
special
tanacement leave. ' uring
Review of the
Integrated Health 
Services, for
CrcOup erm-le,
Two found that the 
tolle ing ;ercentage .ffe.. !
posts in partly integrated districts actually 
.... : :
 

had staff
Health -n ;'zce
Assistant 
or Senior Auxiliary Health Worker
Auxi iary Health Worker (9"%),

(50%), Auxiliary Nurse Midwife
Village ( 3%) andHealth Worker 
(30%). Handli 
g requests
consumes for transfer
a large amount 
of the time of central 
administrators
 

Financial 
management 
capacity hits
FP/MCH, improved significantly
ICHSDP in
and HPD 
from L960 
to
backlogs of 1e4. Elocked multi-year
unsatisfactorily accounted 
eypenditures

resolved. were finally
In 1983-84, 
however, 
an extraordinary political
ccmplicated event
financial 
manage'sent

four months 

for all the projects. Curing
or more of that 
year, bud ets 
were frozen
of a change of government a crucial 
in the wake
 

at 

ments, time for fiscal allot-
All budgets 
were frbzen 
until

rescutinized and 

they could be thoroughly
debated by 
the new government, which 
accounts
for lower expenditure 
rates and 
delayed schedules 
in some
jects in the just-ended Nepali 
pro­

fiscal 
year.
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ndicato 
 4.,. Planni 
 and manacemeon 
 control
 
effectivelv decentral-zed 
tU dzstrictS 
-1. .Ut Fealth Flanni _q Vnit ass. tance
 

St aLtus: A .'HO spons:red workshop 
on health plan­ning for the training of district 
level personnel was conducted
by the Health Planning Unit 
in Pokhara 
In De:ember 1981 with ;SI
assistance. 
 District 
level planning for the training of perscn­nel was increased with 
the creation of the 
four regional
training centers ICHS P
in 1982. District planning for 
and management
of sterilization camps 
was strengthened through the 
annual meet­ings, for this purpose, of Health 
Inspectors with Family Planning
Officers that 
was begun in 1982. Prior to 
1983/e4, however, the
Health Planning Unit had too 
little manpower and influence to be
of significant practical 
assistance 
to district 
level pl&nning
 
and management.
 

During that Nepali 
fiscal year, 
a senior ;ublic 
health
administrator 
was appointed 
as Chief of an 
upgraded Health 
Plan­ning Division with 
a large increase 
in budget, sanctioned =an­power,- a'nd"influlen-c'e-on_ 
h-e sA.veral-servi.e.s 
and _p.r j.ects .in _the
r.nistry of 
Health. k strategy for increasing 
the credibility and
usefulness 
of the HD was developed, and 
a National Workshop
improve=ent of 
district managers' p!anning 
for
 

and management skills
was planned for August/September 
1564. The Decentralizaticn Act
of 19e3 provides the policy 
basis of expanded contrcl 
over plan­nino and manacement 
at district level, 
but the sfecifics 
of its
applicatIcn have 
been debated naticnally 
for a year and c0-de­
lines have not yet been 
issued.
 

Comment: 
 Dcwnward de1egAtion of 
pcwer and
zuthcrity that 
would be nacessary to ir.crease control 
of ;anning
and management 
of ICHSDP services 
at the district 
level 
 wa its
c~arification of 
the implementation guidelines 
and regulations
for the Decentralization Act, 
as wall as clarification 
of the
authcrity 
over 
health personnel between 
the IC-SCF's Fea 
th
nrpectcr and'-the 
Depart=ent of-Hea!th--4e-
 cer -SnCr. 
 M e icc
Officer. 
 In the meantime, effective steps are )eing 
taken
through 
annual workshops to Increase 
the skills and capacity of
Health Inspectors 
and Family Planning Officers for planning and
management 
at the district level. 
 In the integrated districts
the Health Inspectors are responsible 
for the managlueent 
of all
rural health facilities and 
services 
belcw the hospital level.
 

-a_
Ind ica Effeczivy :ror ovaluation caoabi I tv.
 

Status: 
 Indicators 
and formats 
for evaluation
the progress and of
effectiveness 
of each project 
in the MOH were
developed by 
the National Planning 
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 and dis­- ssed with the 
Health Planning Division, and then 
the National
inning Commission. The annual conjoint workshop 
of HI's and
%',s has become an effective instrument 
for evaluating VSC
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p:o;rar capability. 'ith 
regard to capacity of personnel,

serera: senior 
public health administrators, who 
actively parti­ci;ated in the Management Review of :ntegrated HF.alth Services,and whc are now in decision-making pcsitions in MOH agencies, arequite capable of 
conducting program evaluation, 
as are a number
of other MOH senior administrators and 
section chiefs. Current­ly, the cperation of integrated health dis­services in Nuwakot 

trict is being thoroughly evaluated by 
all-Nepali teams 
fielded
by ICFZ:P, with technical assistance from % O and JSI. 

Comment: 
 A sizeable 
number of MOH personnel have
the ca;ability of judging whether programs are functioning effec­ti ely cr not, and what might be dene to imprcve them. However,
these trained and experienced personnel 
are frequently 1) 
over­burdened 
by many routine administrative tasks, and 2) aware thi.t 
many c;tions for improving services are not feasible due to mu tlF e constraints 
in the system. The 
best example of the
ci.F l: ty for program evaluation is the excellent internal
assessment of 
the National Malaria 
progran. conducted annually by 

.Indicat 6. Construction com i 
 deA*.n _U n rural 
health ±Lci.tief, I regional warehoyses. 
a the# rehab ijtat on o faIt -Least 2 0 
existinc health c sts.6 

Status: At the 
formal reqliest of AID/Nepal, JSI
has n^ Involvement in construction activi ties. 

Ccmment : --

F. HEALTH FLAN14INC UNIT FUNCTIO-X. EFFECTIVELY. 

Indicator Effoctive mcnitc-r-ng t.. programs an 

progress LL g~vtrtl .LnI-earat ion, 

Status: The Chiefs of ICFBSP
jects and services meet every 
and the other pro­four months with the HFD 
to review
prc;ress against 
indicators. During the 01-5 
Grant period, to
date, 8 additional administrative districts 
were transferred 
to
ICHSDF (in July 1983). A review of the problems and progress in
integration was 
conducted 
in the fall rf 
1923, the Management


Rev:ew of Integrated 
Health Services. A Naticnal 
Workshop of
Health Fersonnel 
to review the progress of integration was 
held,
under '.HF sponsorship, 
in 1982; another, 
to focus on management
ana~yszs at district level, is to be held in August 1984 under
A1ZiNe;al sponsorship. 
 The Health Plannin; Division in 1983 set up a system of indicators to monitor the major 
programs in theMCH. :t is currently updating progress against targets every

four =:nths with aid 
of a computer program designed, with JSIassstance, for 
its now functional microcomputer. 
At the end of
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NFY 1983/84, 
the HPD conducted 
an unprecedented
of the proposed programs 
five-day review


and budgets of all services and protects
in the form of a plenary of 
Chiefs, 
their deputies ani 
key staff.
 

Coment; Progress
tricts being in terms of additional dis­integrated has been 
slow due 
to the reasons mui­tLoned above. 
 In terms of programs, =onitorinq
several, is good for
and minimal for 
others, and 
the role of 
the Health
Planning Division in 
this monitoring varies 
fro= program
program. Monitoring is excellent for malaria control 
to
 

the well devised and because of
implemented annual 
internal 
assess
malaria performed by 
en t of
NEO with the collaboration 
of ICHE:P.is ;ood and improving for It


family planning because of
workshop of FPO's-HI's-FPAN officers 
the Lnnual
 

that looks closely at per­formance 
of sterilizations 
in all districts, 
and is beginning to
monitor temporary methods 
of contraception and, 
 !rcm Iaspects of maternal 84,
and child care. 
 This year, the HeaIth PIan­ning Division will 
have an increased 
role in this process. Fricr
to 1984, coordination of 
the immunization program was
lized between the Ezpanded Immunization Frogram 
not forma­

and CF. P., but
takes place sporadically ..

and informally between 
the officers
both agencies, with of
 some input from the HPD. 
 Tuberculosis
Leprosy and
control programs 
in the past have not 
been well coordi­nated with ICHSDP, due to insufficient manpower 
in ICHSDP.
 

The role of 
the Health Planning Unit 
in ;monitoring progress
either of programs 
 overall integration was 
or m.nimal before
1963. 
 With the increased 
staff, budget, computerized prcgram­tracking capacity, mandate 
and credibility 
of the
Division, however, 
Health Elanning


it should 
be able to acco'mplIsh. effef
monitoring tive
of programs 
and progress of 
overall integration during
 

Irdi ca to[.i, ~ c T c!ne~ent .i -, c ! 1 a 

i 4- t r 42 iLA I qIN JLVv a-Ae
impIemented
 

iat.L us.j: The Management
Health Services was Review of Integrated
conducted in 
1983 with collaorat:cn cf
HFD. the
In the same year, the Health Planning Division 
initi*ated,
and is now completing, 
a management survey 
of sanitat:cn and
infection control 
in hospitals. 
 In 1982 the
designed -oaIth Planning Unit
a form to assess progress and managen.,nt problems in
seventeen projects and the
units of 
the MOH that repcrted to
National the
Planning Commission through 
the HPU. 
 The mid-term
health review of 
the 1980-85 Five-Year Health Plan was 
conducted
in 1983/84 by 
the MOH, and 
did not Involve 
a major national
 survey as 
did the 
1979 Mid-Term Review.
 

Comment: Planning/management 
surveys of
in the Fast have the HPU
been designed and managed mostly by foreign
advisors 
due to HPU's limited staff, 
capacity, and 
resources.
This has hindered their 
use for improvement 
of policy and admin­
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istrative decisions. 
 Current development of manpower and techni­cal capacity of the HPD, and 
its increasing collaboration with

other units and projects In 
the MOH, encourages hope that it may
in the next several 
years have Nepali 
staff able to design and
implement 
such studies. The just-cc=pleted Five-Year 
Plan Re­view, which did not 
utilize outside assistance, is first major
a 

step in this direction.
 

Indicator 
, 
 Health Sector T the L_ (Five-Year)

pl n -repare-d.
 

Status: The 
HPD has provided input to the
Naticnal 
Planning Commission in development of the health sector

policy guidelines for development of 
the 7th Plan, and will
provide continuing assistance 
in devdlopment 
of the. plan itself.
This process will 
extend through much of 
the coming year. The

HFD is also revising the Long Term (15 
year) Health Plan, with
 
assistance 
of WHO and JSZ.
 

Commen t : The capa it to_.polde uc._.as .tanct 

did not exist prior to the just-completed Nepali 
fiscal year.
The past six months have 
seen the HPD assume its proper role in
 
the annual, five-year, and long-term planning 
processes.
 

indicator 4. Decentralized plannino 
and adm nistrat ion
 
operative 
in ail II tegrated districts
 

St atV: The role 
of district Health 
Ins ectors,
Fzmily Planning Officers, and officers 
oJf thi ether vertical

projects in decentralized planning 
is still being defined. All

districts have sanctioned posts 
for such officers, hence the
adinistrative 
structure necessary for 
such decentrali:aticn has
been created. A sizeable 
amount of routine administration 
is

hAnd:ee directly by these 
district officers. Fegional hea'th

cffIcer are --ched-!ed--fo---.iow phase -n 
 -f 

Comment:How 
to implement the Decen:ralization Act
has been under debate nationally for 
a year, and :)rocedure.; are
still not formalized. 
 The respective roles 
of those effi(cers

together with 
the Civil Surgeons and 
Senior Medical Officers 6f
the DHS is under active discussion but 
remains to be clarified.

Although the HPD is an active participant in. thesu di ".w ions,
only higher authorities 
can finalize the respective ro,.,, of the
 
several units.
 

jndjcator j. Disease-soecif c 
 surveys and I lJ 
operational studies performed..L un e
 

14FU supervision Ajnd mnage=ent 

Status: No 
such surveys or studies have 
been
performed under HPU supervision and management 
from 1980-84.
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Ccm=&nt: 
 HPU 	could not oversee
and studies due to 
The 	 such surveys
lack 	of manpower.


have 	
Such surveys and studies
been 	carried 
out, 	hcvoaver, 
by a 	number 
of other organiza­tions, 
e.g. 	the FBHF Survey by New Era, 
the 	Health Post 
team
 

the IOM, the study on treatment 

functioning analysis by 


cf w:men
in family planning clinics 
by JSI, the study 
on wcmens' reasuring
of oral rehydration solution by FPIMCH and JSI, 
the effectiveness
and 	efficiency 
of natural 
family planning by SATA's 
Integrated
Hills Project, operations research on 
different 
ways 	of teaching
oral 	rehydratton 
to mothers by 
ICHSDP, effectiveness of 
different
kinds 	and 
doses 	of insecticides 
by NMEO, etc. 
 A special study on
the 	incidence of meningococcal meningitis 
in the Kathmand- e;ide­mic 	was carried 
cut in 1983 under the auspices of 
the De;aztment
of Health Services' Epidemiology Division, with 
the 	technical
assistance of 
the Communicable Disease Centers 
(Atlanta, Ca.)
JSI, 	 and
and 	the effectiveness 
of the mass i=Jzunzation of 
a 'arget
population with 
a bi-valent 
A-C 	polysaccharide 
vaccine was 
subse­
q en tIy eva I :a ted.
 

It is 	in fact =ore important 
for 	the Health Flannin;
Division 
to review the 
results of 
the 	several surveys and 
re­search-proects"in crdr-to be able to interpret for the Ministry
of Health lessons and practical applications, and 
!ess 	im.ortant
that 	the HFD 
itself supervise or manage such 
stvdie3. 
 Uonethe­less, 	HPD's objectives for the 
coming fiscal 
year 	include

lar;er and 	

a
 
=ore 	active role 
in such studies.
 

C. 	 rANAGEXENT SYSTEMS FUNCTIONING EFFECTIVELY
 

-._dicatcr -. Adecuate supply LL 
 essential 
lric
 
available 
 Al d4itri_n t ,_a 


._tztuw: Considerable progress 
has 	teen =ae
toward ensuring..adequa-e supply.-of -drugs nat-ional-ly
Nepali Fiscal 
Year 	2039140, 
the 	drug budget for health pests had
been 	constant 
at a 	low level sufficient only 
to supply most
health posts for three 
to six months of 
the 	year. 
 In FY 	2039/40,
HrC 	increased 
the 	drug budget 
to 1.5 times its previcui level, in
addition 
to providing monies 
for 	"buffer stocks" 
and 	ertergency
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 HMG, 
not by foreign donors.
 

With the 
assistance 
of several technical analyses, 
the 	1OH
in 1983 formalized 
a smaller 
list 	of essential 
drugs 	for health
posts than had 
been 	used for years. The 
new 	list contains
approxi=ately eighty 
items, of which half 
are 	included 
in "Class
1". 	 Effective with 
the annuai delivery which 
was 	just completed,
health posts have 
been 	supplied with 
only 	"Class I" items, which
will 	mean larger quantities of a 
much 	smaller 
number of effective
drugs 	will be available the health posts.
in 
 Beginning 
in the
lust-co=pleted 
fiscal year (2040/41), health posts 
in the three
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westernmost 
regions 
were allowed 
to 
choose quantities they
sired from de­the standard 
list within 
their appro,'ed budget.
the current In
fiscal 
year, all health posts will
posts (i.e. have this option
in rural areas). Two 
systems

storage for better indenting,
and distribution of 
drugs (and potentially
eventual for their
purchase by peripheral 
health facilities)
in 1982/83 and were designed
began initial phases of 
implementation in
the Regional Medical Stores System and 

1984:
 
the District Medical
 

Stores
 

Experiments 
In community purchase 
of drugs and 
first-aid
items through the Community Health Leader 
Program began
Results in 1921.
of this CHL program, along with

health those of NGC-Eponscred
post level 
user payment 
schemes, 
were assessed 
in an
ICHSDP workshop 
in 1984.
 

-Cm ent : -Although good progress
aoainst has been made
this long-term goal, 
it is a
require complex challenge that
the working out of will

local financing, control
mechanisms and purchase
as well as 
improved organizational efficiency
fIe_ ibiIi ty in the and
indent, _Rocurment 
and supp 1!fun
the MCH. Achieving "adequate supply" 

ticns of
 
in Nepal, even in
districts the 48
with DHO's, will 
probably 
take 
at least five
The efforts described above years.


are 
aimed at improvement nationwide,
not just in the 
48 districts targetted by
more global strategy 
the Project Paper;. this
is more technically appropriate 
as well is
politically necessary.
 

ftorace. 
ue. reorts and .i L . Of 
u effective'I perf =red .-
Lf - j± tt

l districts. 

Statui 
 : Progress toward
Fegicnal and this goal, through the
District Medical 
Stores, 
is 
now aimed
the 48 districts nct 4ust at
..wh DHO'. but--ta-the.-entIre 
-cour
mentioned t .e-..
above. Implementation is 
Just beginning; workshops
develop the t3
rules and procedures

began in July 

for the Regional Medical Stores
1984. Current plans call 
for inclusion of
in the Regional Medical iCHSP
Stores System 
as quickly
the ut
exact interface as e, bssib
between 
ICHEDP and the 
Indent 
and Fr~curement
Division 
of DHS remains 
to be worked 
out.
 

Comment: 
 Considering
and the complexity
the organizational of t~he task
constraints, 
progress
been satisfactory. in this a.rea has
Given the communication and 
1ogistic~L
culties diffi­of rural Nepal, general 
good functioning 
of a unified
supply system, however, 
is not likely 
in
to be achieved 
 lesr, than


five years.
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I-ndlcat9r 3 t. !F f0 r ILLL rL frem ubursement o r d:vcs
 
yervicer being
s*d tested,
 

Status: The Drug Resupply Scheme of ICHSDF'.
 
Community Health Leader 
Program has been testing, since 198;,
 
ward level community willingness to pay for drugs 
and supplies.
 
In the roughly three thousand wards where 
this approach has teen
 
tried, about 20-35% of ccm-unities hivi collected significant
 
funds for local resu;ply cf first-aid materials and a few tas:c
 
drugs. Approximately a 
dczen different ways of col~ecting .*-.ds
 
have been devised locally by different Ward Health Ccrmi ttees :n
 
collaboration with 
their Community Health Leaders. 
 .thcugh

prcvided only aspirin in 
the:r initial stock, CHL's Lre all:':ed
 
to add other medicines after the 
first year provided that com=u­
nities will pay for them and 
that the local health post will
 
provide training and cversight in their use. 
 Most tcmmun~ties -­
and especially 
those that are in areas remote from the health
 
posjt, hospital or other health facility -- have chosen 
to ad.
 
additional drugs including antibiotic 
eye ointment, anti-&=ecbic
 
drugs, piperazine, sulfad!midine, etc.
 

Non-governmental organt:atlens have 
been testing systems for
 
local reimbursement of 
drug costr at the health post level:
 

the United Missions 
to Nepal is testing an insura;nce
 
scheme using 
one fixed premium for all enrrlled h:use­
holds
 

the Swiss Agency fcr Technical Assistance's Irtecrated
 
Hill Development Froe.ct is testing both a 
fi::ed fee 
per health post prescripticn and a fee ;er ;r.-s r-i'-:
 
ite as 
 ethods ri
a terrava 1Q for murrsent £ 
braking unnecessary ;olypharmacy
 

thi British Nepal Medical Trust 
is testing f:ned !se
 
per prescription piyments (Ehojpur Drug Sche e) zn
 
w;.ys to encoura;e rural, cost
low retaLlIng cf efse­
tial medicines cthe Hill Drug Sche=e).
 

Commen : 7he resuits of this active, :rtel1::ent

testing of ways 
to recover drug costs at the periphery are te~ ng

examined with considerable interest by both the MOH 
enc th(:
 
National Planning Comission.
 

Indicator 4 Su-erv:is ry 
systems and rerscrnpl in 
J lace t Central, District and1 health 
rcst Levels that coordinate a.I h zlth 
servces in 48 districts-

Status- Supervisory systems and sanctioned per­
sonnel are in place at central, district 
and health post leve:.s
 
in all 
integrated districts. The staffing is nore complete in 
the 6 fully integrated than in the 25 partially integrited dis­
tricts, and thinner yet 
in the 17 districts that have District
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Public Health 
Offices 
and Health Inspectors but remain to te
integrated. 
 In terms of manned pests, 
hcwever, there are
vacancies, particu:arly -any

in the more remote and difficul* :.-eas.
Transfers and special leave status result 
in perhaps 2C-4% 
 f


supervisory pcsts ;eing 
unmanned.
 

Despite the ;resence of a 
reasonably designed supervisory
system and the 
presence of large
a 
 number of perscnnel, it Isge-,erally recognized 
that supervision 
in the integrated districts
is inade;Sate. In an 
effort to improve ICHSDP supervisIon,

check-lists and 

new

s:hedules 
were developed Inii 
 83/E4. 7o 
assure
better supervislci 
 of CHL's, who are 
visited by their 
'i,-'s cnly
20-c0% of 
the ti=e, a new 
system of centripetal suerv sicn .has
been intrcduced 
in 19E4/65; CHL's will 
come in sma I 
 ;rc ;s to
health 
pasts at regular intervals 
for supportive discussicns with
each other, with VHW's and with 
the other health post staff.
 

In the vert:cal programs, 
as well, supervisicn has 
been a
problem. during the IRH/FPS Project period

has techn:cal szpervision
deteriorated 
in NEO secondary to 
a 
sizeable percentage of
unfilled 
tehnlcal supervisory positions. This is d e to the
 
reIa tie -in i' ra EA itj of thei ~it C bwhi ch ~~Y p cuni tyfcr advan:ement.
 

Co==ent: Even when posts are 
manned, supervisors
unfortunately 
cfte:. do 
not travel to find and work with 
the~r
su;ervisees, 
s:=etm=es 
due to delayed or unobtainblte and
trave:
daily allowances, somatires 
because 
they themselves are nct
s'_;er 
ise , s-ret .=es - eczuse they have b ecom e d ::.:a;ed a
their 
ina ility e::her to discipline or to obtain su ;:rt
h zher le els 
at
 

for the problems they encounter durn*g 
sL erv ,sory
visI ts ;M ZO has ;roposed, as a solution to deterrcrat 
n,; su er­
% iz~c ',a( 1 ic c,t itL urvei t edU.; f rcm a i p*c ia ' %ee.c-I c;,,e-.t prc fec t•.o a regular X.nistry 
of Health Division, 
thus ccnvert' nc = !zrma
wcrkers to 
reg; lari:ed public 
service ccmmission c:vil serv 
nts.
"CHDF work 
suffers most 
from 
the poor functioninc 
of its reascn­.bly well structured supervisory chain 
(HI & Assistants > F2IC )
AHW ) VHW > CHL; FHN ) AKM 
) VHW ) CHL & TEA). This is bezause
:ntegrated services 
require teazwcrk 
and because a multiplicity
of tasks must be 
performed by multipurpose workers, 
a difficult
 
situation 
even 
in developed countries.
 

Indicatcr 
5, Develooment 
o f unified 
manacement
 
inform tion .syste .
 

Status: Although the 
several services and
prolects in 
the ?MO all have their own particular needs
managerial information, 
for
 

considerable collaboration and 
unif:ed
efforts have developed during 
the project period 
in the areas of
logistics, training, 
financial management, monitoring 
indicators,
and reporting formats. 
The computerized monitoring by 
FFD of
 progress 
of projects and services, and 
by the DHE's Nursing
Division of personnel inventories (both developed in 15S 3 /E
have 
 4 )
served to standardi:e reporting 
and increase 
the central
 



availability of 
information LanagerialIy important 
to a number of 
s e rv Ic s. 

Comment: During the 
period of the IlH/FPS Pro­
jcct, the organizational structure 
and operation of rCHSDP, 
the
nature of decision-making within 
it and the 1OH, and the prickly
nature of the relations between ICHs:P 
and the vertical projects

have 	conspired against 
full 	development, proper 
functioning, and

e.fective 
use of an integrated 
Services Management Information

System. Considerable progress has 
been made, however, in in­
creasing coordination, collaboration, information 
sharing, and
 ccnscensus 
on common formats for reporting among functional units
within the several projects. It should 
be noted that development

of a 	single., Ministry-wide information system 
is not a reasonzbIe
obJective: 
 the needs for Information of 
the diverse units of the
MOH require 
diverse responses. It 
is reasonable, however,

attempt collection of 

to
 
consistent information across'the 
varicus
 

units.
 

Tndicato 
 6. 	 nst tut .c.nali:at on of special f:eld
 
ocerat ons 
s dies as a ana-=ent t c
 

Status: A nut=b-r of special 
field operations

studies have 
been 	conducted (Sie indicators 
S2 and E5 above),

it is not clear evactly what 

but
 
their "institutionalization 


r,inacnent 	 as a

tool" should mean. 
 Both 	ICHEZP and FP/MCH have 
conduc­

f*d Uield studies 
on the kinds of oral rehydration solutions
 
*..r ers would prepare when given 
different 
kinds of instructicns.

* /zas ccnducted family ;'anning clinic 
observational 
studies
 
cn the kinds of treatment 
re:eived 
by clients of different. castes
 or zaparent economic 
status FP/MCH has 
also 	studied the ef fect
of dscentrali:ing planning authority 
to district or. panch-yat
 
C:==!I*,Iees ( c n -,!.:at 1 n P c tthe results at community 	 ? c4'e:t). V-S: !r e--:*_"tinle.'el of establishing a policy and
 
training perscnnel for 
a wa:d drug-resupply scheme. _MEO is
testing the effects 
on vectcrs of using 
different areal 
concen­
trat ons of sprayed insecticide, 
of using different insecticides,
and of combining various 
forms of larval 
control with spraying.
All of these 
studies produ:e informition that is useful in
 
r.anzgement of 
the several programs and projects.
 

Com=ent: The Fro~ect Paper is not clear 
on what
I:ind 	of "instituticnalizaticn" 
of suoh useful "special field

c;erations studies" might 
be possible or meaningful as 
a "manage­
tent 	tools" in Nepal. 
 Field trials of new techniques or
;dministrative procedures before 
they are generalized has cer­tainly been useful. However, it is 
the very nature of field

c~erations 
studies that 
they are devised 
ad hoc to made headway

against a particular, identified problem, 
or 
to test in pract:ce
a solution that 
seems feasible. 
 What is needed to make

stuies "management tools" 

such
 
is to have their 
results considered
 

carefully by 
those with the appropriate decision making pcwer.
There 
Is not a sufficient 
excess of technical ezpertise in ICKSDP
 
to viake it feasible to constitute 
a special "operations research
division". Only 
in NMEO, where there 
is a 	sufficient 
collection
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of appropriate *xpertise and 
also a focussed arena 
ef discrete
oerational problems 
in need of field investigation, is there
cogent reason 
to create a 
special organizational 
unit for con­ducting "special field 
operations studifs 
as a =a. ag~ent tool".
A small field investigations/training 
unit was established 
in
1979, and proposals for st:engthening 
the unit to make 
it ade­quate were formulated and 
submitted AID/Nepal in 1980/81.
to 

Needed field operations studies 
in the other services 
and pro­)ects can be adequately planned, 
conducted 
and used on 
an ad hoc
 
bLs is.
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II. COMMUNITY ?ART',_FATr0N XN KEA 
 SEHFg.ICE 5 E--ASL!C4"n
 

A. 50% OF DISTrICTS WITH 
INTEGZATED MANACEXENT HAVE
FUNCTICNING COMMUNITY HEALTH SERVICES, 
iNCLUDING VILLAGE HEALTH
 
CCMMITTEES. 
(n dicator)
 

Status: In 13 of the :6 integrated districts
there are more 
than 2,600 Ward Health Co.m=ittees 
that functioned
at least to the point of 
selecting a C.-mu:nity Health 
Leader.
 

Conment: Whereas Health Pcst Health 
Committees
have rarely 
functicned effectively, &;proximately one 
th:rd of
a'ard Health Co=sittees have seemed to 
be a:tivatab:e by the C1L
they chose. At least this many of them have been 
.,le to raise
some oney to purchase resupply of 
drugs and supplies in the
CHLs kit. 
 :n more remote areas, many WHC's have 
shown active
int'a-Fe st in what they can doto imprce health 
ca-. thc-:gh their
CHL, and scme 
have been willing 
to mcbilize community effort to
protect health, as 
in building latrines.
 

S. MCH A14D C:MMUN ITY 
LEVEL HEALTH PEOCRA S HAVE 
EF ECTIVE
E:F LY, RETCRTING AND SUFFCFTIVE , L;N:ACrc
ZZ7AEL:Z:iED. 

_""_ '__ 

tat J :
I nkage to 

In half the integrated districts" the N.ZHcommuni ty level programs has been 
e tab lih'ed thrce;h
n:ncst three thousard Ya rd Health Ccm=ittees a-u. choe.sen
:=-muni ty Health Let 
ers. The CHL's are tra. nEd 
and retraine- by
the local health pcst staff, 
and are su;ervised by tha house­visiting Village He; Ith Wcrkers attached 
to th.e health ;C st
These VHW's, 
in turn, -are supervised.by the h-alth post's Aur
iary Health Workers and occasionally by 
l­

the Health Assistants
(Health Post In-charge) or the Auxiliary Nurse Midwife present in
the 
fully manned, integrated health p:sts. 
 The health post
staff, 
in turn, are supervised by visits from the District Public
Health Office ol 
thi Health Inspector, or his assistant for
family planning 
 health education, 
etc. Curing training the
CHL's receive g'jidance manuals 
and kits containing a start-up
supply of first-aid supplies and 
aspirin from the 
Regional Train­ing Centers or the 
ICFSDP Logistics Section sent 
via the DHO.
Fesupply is up to 
the Vard Health Committee 
and the CHL, both for
collecting comminity funds 
and for finding ccmmercial sources of
 
supply.
 

FPIMCH has 
just bagun a field experiment 
in Morang District,
creating CHL's who will 
be supported by PEIW's. 
 FP/MCH, in
collaboration with OSI. 
has managed a Decentralization Pilot
Project since 1182. 
 This attempt to increase the involvement of
both Cistrict 
 Panchayat committees
and in the FP/MCH program has
 

http:supervised.by
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proven 
to be difficult, 
time-consumin;, 
and only marginally pro­
duct i e.
 

in NMEO in 1983, there were

whose 2,012 community volunteer
responsibilities posts,
include passive case 
detecticn, 
reporting
of fevers, and so 
forth, organized by 
 NXEO unit officer
charge. 

the in
These volunteers 
collected 74% 
of the slides, and
detected 
60% of the positive cases in 
the NMEO program for that
 
year.
 

Commen: 
 ICHEDP has discussed selling
resupply items to low cost
CHL's, notably 
1962, but 

at the MRIHS Workshop in Octoberhas decided 
not to do this. 
 The Regional
Medical and Distract
stores 
might eventually become 
sources 
for purchase
lcw-ccst of
essential 
drugs and supplies needet 
by CHL's for
Drug Resupply Scheme. their

Using a standard fcr=, the
to report to DHO is suppced
the 
ICH£DP central office 
on the CHL Rro;ram every
two :nths. The DHO 
receives mcnthly 
repo:ts for
post, 'hich each health
currently collects 
infor=ation 
on
through CHL/VXC activitiefs
the VHW's, who 
are supposed 
to visit and 
supervise them
month!y. Currently, VHW's 
only see 
ard hence report on about 20­of their CHL's. lany
M% CHL's are not 
currently
h".s'o'use see their
the la tr 
 are overloaded 

off hc'use 
a d too busy checking"
visits. Soietimes neither 
the VF*W nor hisstaff supervisory
at the health 
post accord much 
Fiiority 
to sup;ort
CHL pro;ram. Through of the


the new centri;etal 
system of gathering
CPL's ;eriodically 
in their health posts 
in sma;l groups
hoped that a it is
larger proportion of 
the:r activities will 
actually

get re orted.
 

Aa :hough it 
 is only a transient feature
phase cf the of this initial
CHL program, 
the presence 
of 5-10 Peace
tees :.. particular health posts 
Corps Volun­

or ZHO's
in estl-i:shin; effective 
has been very im;ortint


it.?s between 
the cem=unity
and rcgr s
the central administration of 
the N, H. They have been
to concentrate abe
on the CHL/WH! program (Ihich

res;onsibi Ii ty 

is usual ly a div.dedof ICHEDP personnel 
at both .4O and 
central
levals), 
..to 
send candid three-monthly 
 az-crts...to .ICHSDP,
hold annual reviews to
of progress 
and problems
and in izaplementation,
to summarize, their 
findings and 
reccm'endatiois in 
excel­lently prioritized 
reports, 

sented 

the last of w-±ch was verbally pre­to the Secretary 
of Health. 
 The IITh,'FPS
the training of 
C:art support cf
these PCV's 
and of a few 
)f their local
tives initia­for development 
of the CHL program, along with JSI
ance assist­to their efforts, have 
been significint 
project inputs into
the morale and 
quality of 
the CHL program
 

The community workers 
of the FP/MCH )roject,
sup;osed the FSHW's, are
to work regularly with 
the Fanchayat committees
nominated that
them. However, 
this approach his not
wel I implemented. been consistently

Whereas 
the CHL is unsa:aried and
benefits, can expect
other than 
small 
training stipends, only from
Health Committee, the 

the Yard

FSHW is a salaried worker 
of
project. Also, the FP/MCH


the CHL/ WHC relates to 
a I:cal community
about S00 persons while of

the the FSHW/Fanch.ayp.t 
Committee must
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consider a frequently 
scattered population of about 4,500
FEHW's are superisted by one intermediate Supervisor, who 
Five
 

reports
to the Family Planning Officer. 
 These supervisory links 
were
weak prior to ruforms in the PBH salary, and the selecticncriteria and proceduras in 1983; 
often personal appointees of the
Fradhan Panchas, they were 
little accountable 
to either panchayat
committees 
or to FP/MCH supervisors. 
 This accountability is 
now

increasing in 
both directions.
 

C. 
 ADEGUATE EVALUATION MECHANISM FUNCTIONIN: A.ND 
iN*%'LVIN:3
VILLACE 
INFUTS AND VILLAGE HEALTH COMMITTEE. (Tnd-:at.r)
 

Status: 
 At the ward level 
prccram ;rc-rest,
needs, and new directions a.- being 
evaluated adequately thrcu;h
the existing %-'HC/CXL mechanism. This is seen in the widespread
requests for approval of and 
training in the use 
cf'addit~onal
drugs that communities will purchase using 
the divsrse ways of
collecting .oney that 
they have worked 
out It is also seer in
the latrine construction (e.g. 
Dalakha district) Lnd ot..er public
health 
progr sms that particular WHC's have 
launchel. However,
"'z7es-rtt thegerent -s---nd ",evz-x -~io-ns.-ot k,*rC's are- zare !y -
been forwarded for consideration by decision make:s at hierlevels in iCHSDP or 
the 11OH. Notable excepticns are 1) the
reccnmendations 
from the assembled CHL's 
of Kaski :istrict
their 
1S83 workshop conducted with 

in
 
technical &ssistance 
cf Feace
Corps Vclurtears and the Regional Training Center ef 
:CHSZF, and
2) the cpinions of VHC members, pradhan panchas, and CFL's
;atherec at the 
IFE4 workshop on Local 
Finircing ! *Hea:th Fer­

vices at Fckhara. 
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III. TRAINING AND HEALTH EDUCATION Nrr:S M 

A. 80% OF MOH NON-ACADEMIC FARAMEDICAL MANPCER TRAINING
 
REOUIREMENTS MET (APPROXIMATELY 1,600 NEW HEALTH AND FAMILY
 
PLANNING WORKERS TRAINED (Indicator)
 

Status: Details of 
training ,activities for the
 
various units of the Ministry of Health are 
appended to this
 
report. In summary, since Ne pall Fiscal Year 
2037/38 (I 0;*I1),

the following in-country new and refresher training has been
 
provided for field 
staff of the various units:
 

Initial 
 Refresher
 
Training Training
 

rP/mCH 	 2,061 2,174
 

[CHSDP 	 1,233 
 545
 

NM RO 
 144 
 380
 

Leprosy Project 
 2,467
 
(Comb i ned) 

7S 	Control Project
 
(Combined) 
 672
 

EFI 
 610 
(Combined)
 

Health Education 774 
(Combined)
 

Comment: The target for 
now workers trai:ied has
been exceeded. 
 Effort is still required, however, in im;;rcvin;

the quality and content of training in several areas, and in

ensuring consistency between the ty;es of 
training prcviled to
 
field workers in different units who 
have similar field
 
responsibilities.
 

E. ROUTINE REFRESHER TRAINING FROGRAM F.OR ALL FIELD STAFF
 
INSTITUTIONALIZED (Lndicatr)
 

Status: As indicated by the attached in-country

training statistics, refresher training 
is 	a regular part of the
 
training program of 
all units of the Ministry. This indicator
 
has been met.
 

CommeLL: It is still necessary, however, to
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increase 
the fleuibility and 
responsiveness
training of the.refresher
courses 
of the various units

allow such 

of the MOH, in order tocourses 
to 
be more responsive 
to the individualized
needs 
of staff receiving 
the refresher 
training.
particularly difficult This is

in light 
of the weak comnunications


channels 
between 
the field 
and Kathmandu.
 

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

Status: Training 
cells of
the Ministry of 
the various units of
Health now routinely prepare


0rl&ns annual training
and schedules. 
 Copies 
of the current
training units plans fcr the various
are attached. 
 U'hile changes
the year progresses in these schedules as
are inevitable, 

=eat training cells in 
general
their training targets. 
 In terms of support,
effort suffers the training
from the same budget delays 
and administrative
difficulties 
 other activities
as of the Ministry. 

CoMent ; There 
is still a nted
and fre;uent for more effective
collaboration 
among the 
various training
has attempted cells. 3S1to foster 
such collaboration 
in its technical
 

also furthered 
this effort. 
 For eOample, 
the
effort for Icgistics staff will 
current training


include 
t~ainers
from various (and trainees)
vertical 
projects, 
in additi)n 
to re;ular 
nFS staff.
 

D. HEALTH POSTS A1ND 
VILLAGE HEALT1 WCRKERS SPFLIED '.JITH
AT 
LZAST !i CF AEC:"MZNZED EASIC HEALTh Z:UCATION .'ATZP:ALSndc tCr) 

Status: 
 There 
is not a ;'tandardi:ed
ist f L .sia . "reccrmended"health 
 a t' n mateL ia 4 
 Lf r i.:r v~llace hfu 
edu 

iL1 . e. I i%tlth workers, LSso this ind~cator 
cbnn
as writ t7n. et=m asured
Significant 
pro;ress 
in tkis re;ard
-ver the pas. has been seen
several 
years: 
 audio 
vi! -al equipment,
;rolectc:s.s slide
film. stripg, slides, 
and m:re
ials such as charts and 
basi: training =ater­markers, pads, pencils. and 
so forth
teen distributed and 

have
 
set up at
has assited with regional trainirg
significant centers. JSI
revisior.s 
to various
training manuals field worker
(PSHW, Hospital 
Saniation, Fi.nancial
ment, Lolistics) Manage­in coordination with 
AID/Nepal
agencies. a'nd other donor
Training materials produced ty
UNICEF Nepali other donors (e.g.
version of 
"here 
 There


distributed Is No Doctor") have been
to training centers 
and health posts 
and 
from there
to the 
field workers 
themselves.
 

Comment: 
 Considerable 
effort
still required. in this area
The current collaboration between 
is
 

training cells the various
of the MOH, JSI, 
and other donor
assistance technical
personnel 
is effective. 
 Important
tetter collaborition with 
at this stage is


agencies 
outside 
of the MOH:
example, coordination of for

the Institute 
of Medicine 
curriculum andtraining materials with 
the MOH 
job descriptions 
and training
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efforts for ats 
field workers. As 
a "reccmmended* 
list of
 
health education materials would 
charge continuously, this
 
indicator needs 
to be rewritten 
in a measurable 
form.
 

E. 75% OF PARTICIPANTS 
(U.S. AND THIRD COUNTRY 7RAIN ED) AND
 
ASSICNED (,Indicator) 

.Uatus: 
Of fifteen long-term U.S. participants to
be trained under 
the CG ant through JSI, all 
have teen placed in
U.S. institutions. 
 As of June, 1964, eight had 
returned from

training and resumed their 
duties in the Ministry; the other
 
seven are expected to 
return within the year. Of the eighteen

short-term U.S. training slots, fifteen had 
teen used 
as of June,

and tenative assi nments had 
been made for the remaining three.

It is expected 
that this activity will be completed by the fallof 1984. Of 80 short-term third-country p&rticipanrts scheduled 
under the Crant, 58 had completed training by June 1964, and
 
tenative plans h&d been made for an 
additional nine 
trLirees
 
=ost of these third-country training 
slots have been used 
in
 
Asia.
 

Ccmment: This activity 
is ahead of schedule. By
the fall of this year, no out-of-country training slots will

remain, except 
for app:oximately thirt-een slots 
for third-country
 
training.
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34% for IUD's, and 39% for Depoprovera. However, 
a ccntinuaticn
 
study done by the FP/MCH Evaluation Division 
in 1973/7q showed

the following one-year continuation rates, 
according to the
 
Deputy Chief oi FFIMCH: 36% for pills, 66% 
for IUD's, and 80-90%

for Deoprovera. 
The table 
above shcws that, during i583, the

maximum total couple-years protection 
for all temporary methods
 
rose to about 150,000. 
 This is a considerable (300%) rise from

the estimation made 
by ISRD of 
the number of couples p:otected ty

temporary methods 
in 1981, which was 
less than E0400.
 

Co=men: Between 1980 and 
1984 there was a con­
siderable 
rise in the distribution 
of temporary contraceptive

methods. Their 
impact on fertilitT 
is still quite limited due tc

high discontinuation 
rates. Many person-hours are required to
 
promote 
them. It has been estimated that temporary methods 
ac­
count for 
50% of program expenditures in Nepal, but that they

account for only 
30% of births prevent 
d. It is not known what

the additional cost would be 
in this environment 
to double these
 
continuation rates. 
 Of course, temporary methods require con­
tinued promotion for younger couples who wish 
to spact their
 
pregnancies.
 

The return in births prevented, however, 
is considerably

greater for additional expenditures cn voluntary 
sterilization at

the current ages and parities of VSC acceptors. The mcst pro­
mising temporary method 
in terms cf ;otential for rapid expan­
sion, good acceptance in the 
rural pcpulation and 
good protect icn

against pregnancy, is Depoprovera. 
7his would require a reinfcr­
ced medical referral 
backup, however, if the cccasicna! cp= lici­
tions are not to be mishandled. 
 If tuch backup is establish*d
 
through 
the Family Planning 
Service (enters built u.ndar he

IRH/FPS Crant, then 
it is likely to .e p6ssible to re;ain cred:­
b i and accuptance of the IUD.
liLy ircreased 


Indicator 
 210-C00 volI,1t1ry surcacC?.trac t ;ve
 

procedur-es t3-~i~ 1ALrteI_rL~z III.LacaIin It cntLLarL ceIl.n
 

Statu1 : During 1980-84 there were 164,180 volun­tary surgical contraceptions performed 
in Nepal. Total sterili­
zations have expanded rapidly in each cf 
the past four years (iy

48%, 34%, 47%, and 46%). In 1983/84 a surprisingly hi;h 65,773
were done. If the 
same number were performed in 1984/5, the
 
plan period total to 
date would be almost exactly 230,C00. Hcw­
ever, although the national target 
for 1984/85 is formally set at

65,000, current discussions are being held 
regarding the pos­
sibility of raising 
the target to 100,000. If this were
 
achieved, the 1980-85 
total would be 214,160.
 

Comment : Since budget for the 
high target of
'84/85, which was 
based on further augmentation of the 
unexpect­
edly high VSC performance of the past 
three years, is not cur­
rently available, it Is likely 
that the indicator will be met but
 
not exceeded.
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. MALARIA ANNUAL 
FARASITE INCIDENCE API) IS 1.0 PER
1,000 OR LESS 
(jnd.cat)
 

Status: The 
total API 
in districts controlled
ICHSDP dropped from 1.6 	 by
in 1981 to 1.00 
in 19E3. In 
the more
hyperendemic 
areas controlled by KMEO 
the total API was 
held to
slightly 
over 2, varying from 2.02 
in 1981, to 2.44 
in 1982, to
 
2.17 	in 1983.
 

Coment: 
 These results were obtained despite
delivery to Nepal in 1983 	 non­
of malathion ordered by NW EO, and a
sharp 
fall-off in anti-malaria control 
activity, especially
spraying, 
in the 8 additional districts 
that passed from W: EZ to
ICHSDP control 	on 6 J01uly 1983. The 
latter was due 
to poor coor­dination, preparation and management of 
districts Lbruptly 
integ­rated for malaria. 
 In the face of 	these set-backs, the sur­;isingly favorable cutcomre in 
terms of total 	API's 
is due, :n
part, to both drought 
ind then prolonged, larvicidal 
rains, and
also to increased e=;hasis on 
detection and 
treatnent 
Cf cases.
 

Thesi tot~Al API's, however, mask 
the alarming increcse in
F l2 dd La1oU I .; malaria, the 
killer form 
that develzs
resistance 
to the cheaper 	anti-malarial drugs From I1 to
1983, P faic 
arum indigenous cases 
in NMEO .reas 	rose 
al rr:st
seven-fold, while 
im;orted cases 
rose 2.5 ti=s.
 

Collatoration between 
!CHCSP and N'EC 	hLr; 
 increased 
si:ms
1980. 
 Specific aechanisms 
for consultation t.#twee-n 
the serv:ces
are being worked out, e.g. 
the recommendatio.n 
 submitted 
at 'he 6
July 1;64 
Malaria Board meeting, that provide; for 
automatic
oruj in !etween the N!MFO 
Regional OffI
C 'p di r f.PTwhen his reported AEZR 
faIs below a pre-igr.d Minimum 
(t 

per f 
-
mance level 
for that inte;rated district.
 

The major problems for 
malaria control 
it 1984/85 will be 1)
the exhaustion 	of 
the -last suppijes of DDr, the 
ie'ast toxic and
least expensive of 
the effective insecticides, 2) the 
lack of
budgetary support 
for insecticide beyond 
1985, and .) lack cf an
adequate unit 
to mount a strong field research program to
alternative and 	 test
cheaper approaches to 
vector control 	and 
treat­ment of resistant 
cases. Another 
problem is the 	relatively :cw
political priority accorded 
to the control 	of malaria, perhaps
because no 
dramatic malaria epidemic crisis 
has occurred
recent 
years, and because the services 	
in
 

have teen successful in
maintaining reasonably 
low prevalence 
levels of malaria. This
may put the expensive gains 
of the malaria 	control program in
 
Se o. ardy.
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C. ORAL REHYDRATICN FOR DARRHEA--30% OF 
ALL CASES OF
PEDIATRIC DIARRHEA 
IN DISTRICTS CCVERED BY 
INTEGRATED CR FF/MCH

PROJECT SERVICES TREATED VITH 
REHYRATION SOLUTION 
tR.D. SOL).
 
Tnd icat cr
 

Status: 7here 
are no reliable naticn-.,ide Ligures
for the coverage of childhood diarrheas with oral 
rehdration
 
therapy. In the 
ORT KAP survey conducted by 
ICH£DP ir. Fckhara in
1981 ORT had been prepared 
in less than 5% of households. 
 Sever­al experts working 
in the control of diarrheal diseases 
;g.:ess
that the national use of 
ORT for severe diarrheas in the hcme is
surely less than and
15%, probably less thin 5%. 
 Of child.'hcod

diarrheas presented 
for treatment 
in X.WIG health facilities, h:w­ever, prc ably 
more 
than 20% currently 
receive education and
instruction 
in the use of 
CRT. In 1983184 ICHSDP received reports
of 269,146 "persons taught" ORT in 
an area with a 0-5 a 
e popula­tion of about 700,000; 
 this might be cptimisticall construed 
to
indicate that 
3E% of children had parents who were 
'nstructed 
in
.RT. However, there 
is rt a.;y necessary connection between this
report 
on the number of 
persons "educated", with 
the number of
children treated 
for diarrhea, or 
with the number who had "pedia­
" ri c d iar rhe a ""an d w e re -- ne-ed-- - - c -& - n - 7n- the FF ,'H
 
program, FPO's 
report ,mo.thly numbers under 
"rehydration"; 
this,
too is vacuely defined, and not 
rcutinely totalled 
by the FF/CH

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

"rehydrations" 
were reported in 1963/84 in 
a populatic.n with
about 40,C00 children 0-5 years 
old. Assuming an avezage of one

dehydrating diarrhea 
per child pdr year, this would 
r. an a cover­
a :e of rc ;hly 

com.ent" Despi to
and active radio pron.ot:,n tf ORTlarge nru_= of
ers workers 
in al; distrlcts 
armed w.th arsi;n­

=e, s j des cr - ;t 
cns, Ln.d .i fIo r %.RT c1,ra n g 
 ut: ioa ':I ,i e1,E00 FEHi 's in 52 distr::ts, 2,E8 C CHL's in 13 d:str c ts and4,000. V:4**7s, AHW's, ANM's in 26 districts) the ionp on Cc:U a­ticn kr.o-ledge, attitudes and 
practices regarding 
CRT in diarrhea
 
rean'- m:i a 
 . Outreach work 
for ORT by. f.ront-: ine health
workers, although "part 
of the program", has rece:ved short
 
shrift. In 1983/64, in response 
to the apparent need 
to revita­
lize this life-saving prc;ram, 
a nu=ber of new lnitiatives were
launched: ICHSDP, supported by %':Z, launched 
a nitio,&l ;rccram

for control of diarrheal diseases, starting 
the training cf
physicians and 
other service providers 
from the top crown;
FP/MCH, with 
the assistance 
of J£1, examined the 
:RT perfcr=ance

of its PSHW's and developed a strategy 
for improving it; the
Ccmmercial Retail Sales Ltd. 
organization begin 
the com::ercial

marketing of ORS packets; field studies were 
done to determine

the most effective, 
safe ways to instruct mothers for "pinch and
scoop" home preparation of sugar-salt ORS; and 
FPiMCH, with 
UNFPA
help, tackled 
the problem of developing a National 
Strategy for
ICH with appropriate emphasis 
on CRT. Hence, although ORT use 
in
the population remains 
very low, promising initatives for improv­ing it and for improving CRT services within the ehisiting MOH
infrastructure 
were begun in the last 
1 1/2 years. Through theIRH/FFS 
Grant, effective consultation on improvement of ORT
the 
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program was provided by 
Dr. N. Hirschhorn 
(3S1) and William
Bowegs (Hesperipan Foundation), with continuing follow-up by

JSI/Nepal.
 

D. RUDIMENTARY PRENATAL CARE
 

Idiato L 40% U..prona receivi-ng iron L.7d£.WL . .AIdtreater.nent in te.-ratd :r
 
FP/MCH ord districts
z& 


Statusi: 
 This information is
ICHSDF districts. not reported for
"Anemia" 
is reported 
from FF/MCH districts,
but these statistics 
are only vaguely defined and 
have not
routinely totalled. bee.
Acxcording 
to the
apgroximateily 3,000,G00 
FPiMCH Supply Division,


tablets (ferrous sulFhate 2.00
foiic acid B.P. 80, 0.25 mg) 
=g. plus


have 
been distributed
zentr.lI supply depot 
from the
 

to the 250 family planning clinics during
each of the 
lait several 
ye rs. Assuming
of 28 tablets to 
the usval perscripticn
each pregnant woman, this would 
represent
;roxi ately ap­100,000 women 
covered. 
 In
1981, only the PEHW evaluation of
11% of PBSH 's actually had 
iron tablets in their kits,
a shortccming which has 
probably not 
improved.
 

Comment: 
 Since both malnutrition and
widespread in anemia
rural Nepal, a-e
greater attention should be given to
;rcviding 
this service. 

currently provided 

These blood building fortifiers 
are
in the health posts and 
hospitals,
eing as but are nct
widely distributed 
by front-line 
hea;th workers (: e *.he
T=EFV, CXL, 
V'W, ANM, AHW), 
 as they might be.
 

Ind .at or 2 
 CC%. OL w...ce 15-44 
rece.v n:r r._.. ._
IvL schedu! ed '-etan us MJ ,!L :' t icnr . . 
Itrn ted 
 or FP /MCH 
 L-istrs.
 

women t ..... -n - a! , th eof reproductive age 4 Ppp ro x im a te- y cne .- ! :s n(in a population of 
5,034,000
integrated services districts) ir. thu

received 89,346 first 
tetinus
toxoid 
and 51,500 second 
tetanus 
toxoid im=unizations.
about 5% of T7.us
women 15-44 
years old received 
a seccnd tetan:s
toxoid immunization 
in one year. 
 The ICHSDP achievement
tetanus .n
toxoid 2 had progressed from 8,885 
in 80/81 and 6",32,1
81/82. In Expanded Immunization Program districts 

in
 
tetanus toxoid 2 totalled 238,144 against 

the 82183
 
a targetted 542
from 138,284 000, up
In 81/82 and 102,060 in 
80/81. Tetanus toxoid has
not been supplied in the 
FP/MCH districts, 
thus coverage ,)f
reproductive age 
women has 
been close to 0%.
 

CcrQfl..i: 
 Current rates
women of reproductive age 
of tetanus immuniZ.Lticn
fall of
far short of targets, but :overag
and volume of service is increasing.


boration between EIP 
In 1984,85 increased colla-.
and ICHSDF has been planned.
has reached an accord with EIP 

Also, FP/MCH

to provide tetanus 
tozoid in aboul;
twenty of 
its districts starting in 19E4/85.
 

http:zentr.lI
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E. TUBERCULOSIS AND LEFROSY: 
40% OF THE ESTIMATED ACTIVE
CASES 
DETECTED AND UNDER ACTIVE TREAThENT AND FOLLOU'-UP IN
 
INTECRATID DISTRICTS. (Indicator)
 

Status: In 
63/84 the number of active cases
treated in integrated districts was 
7,764 for tuberc.losis. 
Due
 
to the ioint effort of Leprosy Project and 
ICHSDP staff, 3,675
active cases of leprosy were under 
treatment. Assu=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 ICHSDP
 
areas, 42% of active cases would hLve 
been under treatment last
 year, as reported. Assuming 
a prevalence of &bcut 
35,240 cases
of leprosy in the inte;rated areas, about 11% were -.nder 
treat­
ment.
 

Com=ent: In ICHSDP districts, it appears that
greater progress has 
been achieved 
for control of tubercu!os s
than for leprosy. In fact, 
ICHSDP =anagement of 
both these

service co=ponents is hampered by 
insufficiency of technical;y
 
cc7_;ete-nt-ce'~tr "staTf to-¢ er e-thc ---there -Is cnl one 
 -senior 
;ublic health administrator tc 
 cover =alLria, control 

diarrheal and other communicable distases, 

cf
 
i=munizat 
cns , tuter­

c'ulosis 
and leprosy. 7hese prevalen'.,ubiquitous, disabling and
lethal diseases thus cannot 
receive hi organitatioral atten ticn

they =erit. Analysis of the 
role of the control 
cf the~e diseases

in the development of primary he 
iti car., unde. iCXE:P is c.=­iex, but it is analy:ed in the 'E e ;crt fcr F':! , erc,: E.Eand :eprosy Services in Integrated _'istri:ts", prepared by.Dr
Andraw Cassels in July 1983. 

F. KEY PEDIATRIC IrjUN!ZATI .N 

indicator 
 '-l 48. interrated strict& o cjI­
dr*rc. eiv # F r.Le a sI . ik" 

1==ur.i:at icns on sch dI t . a f.LLs 

CZ tJ : In 1CLSDF districti: in 1z62/E4 
thefol .owing Immunizations were given to children under 
one year of
 
age
 

DT 1--79,616 
 BCG--99,804
 
DPT 2--45,807 MEASLES--9,950 (only 
in disrict

DPT 3--26,674 
 centers, ages 9-35 months)
 

Assiming a crude birth -rate of 
42/1000 population and and infant

mortality rate 
of 120 deaths/2000 
livebirths, approxi=ately

190,300 children aged 0-1 
years received these i=.munizations.

Hen:e 42% :eceived a first 
DFT, and 14% completed the DPT series.
BCC was rec:eived by 52% in the first year of 
life, while the
costly Lnd fragile measles 
vaccine was made available to less

than 5% of 
infants and yound children.
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C:Mmtnt± Problems of refrigerator
ma.nten.ance have hampered ZCHSDP, and cold chain
and there has been inadequate

cen-tral staff to manage the district._*f o, f .rAm Ita-- ricts have' been
h:en ditrt taken by ICKS-OF from EIF there has 
frequently been a rupture 
in the resvr.;tion of immun~izations.
Increased collaboration planned between LIP 
and ICXSDP in '84185 
hopefully wi~Ll 
upgrade achievement 
in ;ediatric immunization.
IC¢14P recentIy communla&t *d I = muniz: t i on tarqets for i;t s dii ­tricts to LIP for 
the first time. M .eaules
is a feared major
killer o+f children in Nepal, many 
of whom are made fragile by
ml rr t It extensi on of =easles 
immuni matbon
would effectivve.­ly lower infant mortality. The definit-n-of 
pcpulatbcns t&r;et­ted for i=muni-:ation in .NepaIias (sar.sibly changed since theprc ect paper was writt en: from '77-61O it was ( 5 years, then i n"81-82it became ( 15 mon ths, and since 82/83 has teon < 1 year 
for DFT, and at birth for ECC. For measles it is 9.. months, 

Indicator 
 r, /LCH cov,7edr .1;tf,9, t hs ,CfZ' chi.­
dren receive :,77 
 measles
:CS,. 
i u i a.n T ns :t i+-{i 

t At-..t;-- 1:,In I1.. of the t25 FP/?CH dis trict s a r e­

.ci&L. immunization wor kLhas been car,ri*'J 
 :ut by FFICH. In
th'ese 'I distri
cts, wi th a 1981 pcpuition efo owing total immuniations were .3 '1 12 1 Z8 ,t hegiven in 197SI/:8 DPT1 
183 7 , oId ..PT" ( PT2 * DPT3) 13,854, 

--

ECC -- 18,216 .Thus,.esf than cf12% 0-1 year olds received ccmlete DFT im-.niza 
t iC, and about 14% o f newborns go t ECl 1,. st year r o.m ;F .'FMCHin the Z1% of its distrzcts where immunitat_'onz were Provf'ded.
In *he 41 other districts, FF/MCH ccvera; w's cwo to C%• for 

bothZ~and SCC. 

coinpent: 
 In most FF/.:F distrizts i=muni:aticnC gare g 'iveneither by EIP or scarcely at a I I FF XCF egt..c. . . ' t": ta .gw h EIE for l imited supplies of vaccine , an .r -. LU ­as v~d,.:a±n, thr qh--a-. w 'hu 1aof aru'ln r.~out:each effort 
in the community. FFiw'-,H ha; rmneJc+tiated with*ElF to cbtain larger amounts
Shas of vaccine for 17S4/e8e, nhowever, andplanned to increase considerably the arets ccverel nd the 

n-,j=.'er 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/14CH PROJECT 

Activities/Year 1986 1987 1988 11989 1990 Remarks 

Board I Umbrella Board of 

MOH.
 

Project Chief 	 Divis-on Chief, MOH
 

Planning, Research and
 
Evaluation Division National Commi­

ssion on Population.
 

Training Division _ 	 As part of HERCTI 

Information, Education & 
Communication Division _ As part of HERCTI 

Service Division - As part of Hospitals 

Surgical Division - As part of Hospitals 

Administration Division -	 Administration 
Division, MOH 

Supply.& Procurement Sec. - Indent & Procurement 
Division, MOH 

Administration Section -	 Fiscal Div., MOH 

Eastern Regional Office 	 Eastern Regional
 
Directorate
 

Central Regional Office 	 Central Reg. Direc. 

Western Regional Office -	 Western Reg. DLrec. 

Mid-Western Reg. Office - Mid-Western Reg.
 
Directorate
 

Far-Western Reg. Office 	 Far-Western .Reg.
 
Directorate
 

Regional Training Centres 	 As part of HERCTI 

Districts . .. . .	 Absorbed as 
Sections in DHO
 

Clinics
 
Absorbed by
 
Health Posts
 

PBHWs - -	 Absorbed by 
Health Posts.
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Annex 10: Cont. 

INTEGRATION MODEL: PLAN OF ACTION FOR INTEGRATION OF ICHSDP 
INTO THE MINISTRY 

Activities/Year 	 1986 1987 1988 11989 1990 Remarks 

ICHSDP Board 	 Umbrella Board in MOE 

ICHSDP Chief Division Chief 
(Primary Health Care) 
in MOH
 

Planning, Evaluation and Absorbed in MH 
Statistical Section Planning Division 

Training Section 	 Will be absorbed by 
HERCTI
 

Immunization Section 	 Wi.Ll be absorbed in 
IEPI Division in MOH 

Finance & Audit Section 	 Will be merged in 
Fiscal Division in 
MOE
 

Administrative Section - Absorbed in Adminis­
trative Division in 
MOP
 

Family Health Section 	 Will be merged in Ie 
Division, Div. in 140H 

Malaria Sectior 	 Will be merged in 
Malaria or preventa­
tive Div. 

Supervision Section 	 Will be merged in
 
HERCTI 

Transport Section 	 Will be merged in 
i 	 TEMO 

Supply + Procurement Sec. Indent & Procurement 
Div. in MOH 

Regional Training Centre - -Will be merged in 
Eastern Region HERCTI 

Regional Training Centre - Will be merged in
 

Central Region HERCTI
 

Regional Training Centre - Will be merf;'n in
 
Western Region HERCTI
 

Regional Training Centre -	 Will be merged in 
Mid-Western Region 	 HERCTI 

_ ___ _ _ _ 	 I 
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Annex 10: Cont.
 

INTEGRATION MODEL: PLAN OF ACTION -FOR INTEGRATION OF NMEO 

1990 Remarks
Activities/Year 	 1966 1987 1988 1989 


NMEO Board 	 Create an Umbre­
lla Board in MOH 
for integration 

NMEO Chief 	 Place as Divi­
sional Chief in
 
MOH*
 

Planning and Evaluation 	 Absorbed by 
Planning Divi­

sion/MOH 

Training and Research 	 Absorbed by 
Centre 	 HERCTI
 

Administrati,e Services 	 Decentralized
 
to RHD
 

Fiscal Management
 

Programme Operations
 
Division
 

Eastern Region'Office 	 As a section in
 
RHD
 

Western Region Office 	 As a section in
 
RHD
 

Mid Western Region Office 	 As a section in 
RHD 

Health Education 	 Absorbed by
 
HERCTI
 

District Offices 	 As a section in
 
each District
 
Health Office
 

Peripheral Workers 	 Absorbed in
 
Health Posts 

Terminate Project Status 	 All accounts to
 
be reconciled 
and completed
 

Re-Examine the Impact on Redesign the 
PToject Objectives as a structural para­
result of Integration 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 

Board 

Project Chief 

Evaluation, Planning 
and Statistics = 

Training Section -

Education 

Administration -

Finance 

CDR 

EDR 

FWDR 

MFWDR 

District Office 

Units 

Remarks 

Umbrella Board of 
Ministry of Health 

Section Chief in 
Ministry of Health 

As a section in 
respective RHD offices 

As part of HERCTI 

Health education
 
section in HERCTI 

Absorb by Administra­
tive Division MOH
 

Absorb in Finance
 
Division, MOH
 

RHD
 

IRHD 

RHD
 

RHD 

As a section in 
District Health office 
(DHO) 

As a section in Healtia 
Posts (HP's) 
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Annex 10: Cont.
 

PLAN OF ACTION FOR INTEGRATION OF TuBERCULOSIS CONTROL 	 PROJECT 

Activities/Year 1986 11987 1988 1989 1990 Remarks 

Project Chief -	 Nominate Project 
-Chief as Member, 
Umbrella Board of MOH
 
for Integration
 

Project Chief 	 Transfer as Section
 
Chief in MOH from DHS 

Planning 	 As par: of Planning 
Division, MOH 

Administration 	 As part of Adminis­
tration, MOH
 

Accounts 	 Merged with MOH,
 
Accounts Section
 

Statistics 	 As part of Planning 
Division, MOH
 

Follow-up Clinics 	 Under district 
hospital 

Training 	 As part of HERCTI 

Store 	 Merged into RHD,
 
Indent & Procurement 
Section or New Company
 
to undertake supplies 
function 

Field 	 As sections in Health
 
Posts 

Research 	 As part of HERCTI 
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PLAN OF ACTION FOR INTEGRATION OF LEPROSY 

Activities/Year 1986 1987 1988 1989 11990 


Leprosy Board -

Project Chief 


Administration, 
Finance, Statistics 
and Clinic 

Regional Offices 


Field 


CONTROL PROJECT 

Remarks
 

Umbrella Board of 
Ministry of Health 

Section Chief in
 
Ministry of Health
 

As a unit in respec­
tive RHD Offices 

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

As units in health
 
posts 




