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The p ro jec t  aims t o  he lp  the governnent o f  Nepal (W) irrprove the q u a l i t y  and coverage of  heal th  care, family plaming, 
and selected malaria contro l  services, and inprove m n a g m n t  and organizational issues and F.-actices a f fec t ing  the del ivery 
of those services. The pro ject  i s  being inplemented by 8 American contractors, 8 Nepali agencies, end departmmts/divisions 
of the M in is t r y  o f  Health (WHI a t  national, regional, and d i s t r i c t  Levels. This mid-term evaluation (6/90 - 2/93> uas 
condwted by a team of  external evaluators on the basis o f  a review o f  pro ject  docunents, v i s i t s  t o  D i s t r i c t  Publ ic Health 
Of f ice (DPHO) i n  Bara, Chitwan, Kaski, Uakwanpur and Rupendehi d i s t r i c t s ,  and in terv ieus u i t h  USAID/Y o f f i c i a l s ,  NOH 
o f f i c ia [s ,  other MI o f f i c i a l s ,  representatives o f  other donor agencies, contractors, and DPHO o f f i c i a l s .  The purpose waa 
to assess the progress-to-date, and t o  address a set o f  pro ject -u ide as well  as conponent-specific issues, nnd t o  provide 
feedback on inplementation o f  the Ch i ld  Survival/Family Plaming Services Pro ject  (CS/FPS) to  p ro jec t  managers and 
inplementors. The m j o r  f ind ings and conclusions are: 

* The CS/FPS has made considerable progress toward achieving i t s  pro iect  goals and objectives, and i t  should a t t a i n  most 
object ives by 1995. Progress has been good i n  increasing the contraceptive prevaleme by more than 20% i n  the pro ject  
areas, t ra in ing  p r i va te  sector physicians, increasing sales of  contraceptives, strengthening Maternal end Ch i ld  Health (MCH) 
a c t i v i t i e s  i n  4 d i s t r i c t s ,  conducting Control o f  Diarrheal Disease (CDD) t ra in ing  in 8 d i s t r i c t s ,  support ing the t e s t i n j  
of inplementation s t rategies fo r  Acute Respiratory In fec t ion  (ARI) and vitamin A, supporting F m l e  Camurf ty  heal th  
Volunteer (F/CHV) i n  19 d i s t r i c t s ,  and t ra in ing  Passive Case Detection Volurteers (PCDVs) f o r  m l a r i s  contro l  i n  50 
d i s t r ' c t s .  

I These achievements have k e n  made i n  sp i te  o f  the d i s r w t i o n s  re la ted  t o  the recent elect ions i n  Nepal, reorganlrat ion 
o i  M O H  and i n c q l e t e  s t a f f  carplemcnt i n  the Health and Family Planning (HFP) o f f i c e  of  USAID/N. I 

I The plans of NOH t o  reorganize i t s e l f  i n  the near fu ture r i l l  provide addi t ional  c h a l l n p e s  t o  the project.  I 

I The evaluators noted the fo l lowing "lessons". I 

ln order t o  respond t o  these challenges, i t  i s  recarmended that  the focus of  pro ject  a c t i v i t i e s  s h i f t  f r a n  the region t o  
the national level  u i t h  d i s t r i c t - l e v e l  i n p l m m t a t i o n  e f f o r t s  focussed on the 15 f n s t i t u t i o n a l i z i n g  d i s t r i c t s .  

Femi l y  Planning Services through p r i va te  sector enployere which ere small and do not enploy a Large runher o f  wanen, would 
not b r ing  wide-scale benefi ts. 

I Family Planning i n s t i t u t i o n a l i z a t i o n  needs t a  be undertaken i n  a phased approach insur ing requirements are i n  place before 
discontinuing e a r l i e r  approaches. 

- 
7 

A pro ject  u i t h  as m n y  disparate elements as the Chi ld  Survival/Femily Plaming Services tends t o  d i f f u s e  the focus o f  
the pro ject  from the pro ject 's  goal and purpose. Only those most c losely  associated wi th  the p ro jec t  understand I t 0  
in t r icac ies,  and i t  i s  d i f f i c u l t  t o  convey what the p ro jec t  i s  about. Concentration on the most inportent technical and 
geographic areas f o r  p ro jec t  emphasis should increase the probebi 1 i t y  o f  pro ject  impact. -. 
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J. Summary o f  Evaluation Flndlngs. Conclusions a n d  Rocommendat lons (Try not t o  exceeo tho three (3) pages provlded) 
Address  the  f ~ l l o w l n ~ ~  Items: 

a Purpose o f  evaluation a n d  ms lhodo logy  u s e d  a Prlnclpol rocommendal lons 
Purpose o f  ectlvlty(1es) eva lua ted  a Lessons learned 

PURPOSE OF ACTIVITY EVALIIATED: The purpose o f  the Chl ld  Survlval/Famlly Planning Services (CS/FPS) I s  t o  "Improve the 
q u a l l t y  and coverage of c h f l d  heal th  care, family plannlng. and selected malaria contro l  servlces, and t o  Improve the 
management and organlzatlonal issues and practices a f fec t ing  the dal {very o f  those services (CS/FPS Project Paper). " 

Flndlngs a n d  conclusions (relate to quost lons)  

PURPOSE OF EVALUATlON AN0 METHODOLOGY USED ; The purpose o f  t h f s  mld-term evaluation i s  " to  assess the progress-to-date 
under the b i l a t e r a l  agreement; and assess the v a l i d i t y  o f  the present design and assumptions, p a r t l c u l a r l y  w i th  respect t o  
issues re la ted t o  tho fo l lowfng topics: 1) regtonal izat ion. 2 )  CON program-support t ra ln lng.  3)  USAID 
achlnistration/implementation, 4 )  famlly planning i n s t l t u t i o n a l l z a t l o ~  and p r l o r l t y  country strategy, 5) c m u n l t y  heal th  
volunteers. 6)  malarla pr,ogram. 7)  servlces f o r  and by women, and 8 )  pr i va te  sector heal th  and faml ly  plannlng support 
(Scope o f  Work)." 

M l s s l o n  o r  Olf lce: 

The methodology used i nc' uded document review, observat ton, Informal and qeml -structured lntervlews, and a systemat l c  
consensus-bui 1 ding procedlre. 

f INDJVGS AND CONCLUSIONS 

1 

D e l e  Thls Summary  Prepared: 

0 6 / 1 8 / 9 3  . 

General: The evaluatfon team bel leves that  the CSIFPS has made progress toward achieving pro ject  goals and objectives 
despite the social.  p o l i t t c a l ,  econalc ,  and bureaucratlc constraints that  are a pa r t  o f  the current, but changipg, context 
I n  Nepal. I n  l i g h t  o f  the (Min is t ry  o f  Health) HOH's organlzattonal changes, :he team recomnends tha t  the focus o f  pro ject  
a c t i v i t i e s  be sh i f ted  frcin the reglonal t o  the natlonal level  w i t h  d i s t r i c t - l e v e l  implementation e f f o r t s  focussed p r lmar l l y  
on the 15 l n s t l t u t i o n a l i z t n g  d l s t r l c t s .  Upon the adoption o f  recannendations made by the evaluation team, specl f lc  plans 
w l l l  have t o  be formulated t o  guide a s h l f t  from the current p ro jec t  focus. This w l l l  requlre pro ject  s t a f f  t o  rewr i te  the 
logframe and description 1.0 make c learer  the changes i n  expected pro ject  outcomes. 

Tlt le A n d  D e l e  O f  Full Evalu.-sllon Report: 

Midte rm E v a l u a t i o n  oE t h e  C h i l d  S u r v i v a l /  
Fami ly  P l a n n i n g  S e r v i c e s .  

Disbursement Mechanism and Processes: MOH officials have the perception that  most o f  the pro ject  a c t l v l t i e s  are lmplemnted 
through contractors a t  very h lgh cost w i t h  l l m i t e d  t ransfer  o f  s k i l l s  t o  MOH personnel. However, implementatfon o f  pro ject  
a c t l v l t l e s  through MOH i s  much slower than through concractors. Given the pros and cons o f  t h f s  Issue, there l a  not a 
slngle best approach f o r  t l ie  prograv-{ng o f  local  currencles under the pro ject .  Therefore, i t  i s  r e c m n d e d  that  both MOH 
and supplementary work plans be continued f o r  the programnlng o f  l oca l  currency support. 

Jmoroved nanaamnent and !;ervice Del fverv: The evaluatlon team recomnends tha t  the pro ject  should, through e f f o r t s  
cwrd lnated a t  the national level ,  continue e f fo r tqs imed  a t  strengthening management s k l l l s .  p a r t l c u l a r l y  a t  the d i s t r i c t  
level .  System developnent work should be focussed on the MIS (Management Information System) and l o g l s t l c s '  systems f o r  
family planning,. and on dt~velopment o f  q u a l l t y  assessment and supervlslon too ls  i n  FPIMCH (Famlly Plannlng/Maternal and 
Chl ld  Health). The projec't should conslder contract lng w i th  a local  consultant w i t h  an excel lent t rack record I n  plannlng 
and management I n  the heal th  sector a t  the d i s t r i c t  level  t o  provlde plannlng and management t r a i n i n g  and follow-up 
consul t a t i o n  servlces t o  O i  s t r i c t  Pub1 l c  Health Of f lcers (OPHOs) . 
publ ic  Health T r a t n l n p ~  To date, l i t t l e  has been accomplished w i t h  respect t o  t h l s  component of the p ro jec t  f o r  a va r le ty  
of  reasons. The need fo r  support f o r  publ ic  heal th  t ra in lng  f o r  DPHOs i s  no less strong than a t  the tlma o f  the pro ject  
Paper deslgn. I n  the context o f  a changed p o l l  t l c a l  and a h i n l s t r a t l v e  environment, renewed a t ten t ion  can be placed on t h f s  
ccinponent. Should a decision regardlng publ lc  heal th  t ra ln lng  not be taken w i  t h l n  the designated perlod. then I t  I s  
recarmended that  funds f o r  publ lc  heal th  t r a i n i n g  be reprogramned. 

Jnnovatfve Ac t i v l  t ies; Speci f ic  funding f o r  t h f s  component was not Included I n  the Project Paper as It was thought that  
regional and d i s t r i c t  l e v l ~ l  personnel would develop' innovatl  ve Ideas; and tha t  the contractor would provlde technlcal 
assistance t o  ass ls t  I n  rectearch methods and data ~ n a l y s l s .  However, by September 1992 i t  became c lea r  tha t  the contractor 
would have t o  pla- a more act lve c a t a l y t l c  i .  -1 and would need a budget f o r  local  currency expenses. It i s  ea r l y  t o  
evaluate the or fentat lon a i d  impact o f  c ~ t l v i t f e s  under t h f s  component, however, i t  I s  posslble t o  note tha t  the potent la l  
lmpact ranges f ran  small t o  large,'and tha t  the subject m t t e r  covers both management and c l l n l c a l  Issues. Funds aval lab le 
fo r  lnnovative a c t i v i  t i e s  should contlnue t o  support innovations i n  servlce d e l i  very. however, wl t h  higher cel 1 lngs f o r  
a c t l v l t i e s  proposed bv DPtlOs. 

AID 1330-5 110-07) Pan* 3 



FAJ4iLY PUNNING: 

The pro ject  was intended t o  increase the range o f  Family planning methods, and t o  strengthen voluntary surgical 
csntraceptlon and other c l  i n ica l  contraceptive services through improved t ra in ing,  counseling, screening and qual i t y  
assurince. Most a t tent ion has been given t o  the program and process o f  i n s t i  tu t ional  izat ion.  hence, the evaluators were 
asked s p e c i f i c a l l y  t o  review t h i s  e f f o r t .  

Overall Desiqn: While tha broad object ives o f  the program are appropriate. there are some weaknesses i n  I lnkages between 
inputs and broad ~ b j e c t i v e s .  Speci f ic  inputs are fragmented and not l inked together s u f f i c i e n t l y  t o  be ce r ta in  o f  an impact 
on the whole. USAID should re-focus i t s  family planning progrrm support on four broad elements: 1) l og is t i cs ,  M I S ,  and 
contraceptive supply. 2) qual i t y  assurance. 3 )  p r l va te  sector support, and 4 )  support f o r  tes t ing  implementation strategies. 
D is t r i c t - l eve l  fami ly  planning a c t i v i t i e s  re la ted  t o  i n s t i t ~ t i o n a l i z a t i o n  should continue t o  be focussed i n  the o r ig ina l  
IS i n s t i t u t i o n a l i z i n g  d i s t r i c t s .  

Ins t i t u t i ona l  izat ion; I n s t i  t u t i ona l  i za t ion  i s  the program and process whereby a d i s t r i c t  del lvers a f u l l  range o f  family 
planning services a t  a l l  l eve ls  o f  the heal th  care system. To date, I S  d i s t r i c t s  have been designated as i n s t i t u t i o n a l i z i n g  
d l  s t r i c t s .  These d i s t r i c t s  no longer carry  out VSC (Voluntary Surgical Contraception) camps o r  give provider c l  lent  
incentives. Services are of fered through s t a t i c  f a c i l i t i e s ,  as par t  o f  hospi t a l s '  ongoing programs. The team feels  that  
i n s t i  t u t i ona l i za t ion  i s  an important program relevant t o  both imnedlate and long t e r n  hea l th  and family plannlng needs i n  
Nepal. There i s  rea l  potent ia l  f o r  the success o f  Ins t i t u t i ona l  izat ion.  The team v i s i  ted a hospi t a l  that  was successfully 
providing VSC services as a res111 t o f  the i n s t i  tu t lonal  i za t ion  program. USAID should continue t o  support CON'S 
i n s t l t u t l o n a l i z i n g  d i s t r i c t  program, eventual ly expanding t h i s  program nation-wide. 

Contraceutive Prevalence and Method Mix: The Contraceptive Prevalence Rate (CPR) i n  the IS i n s t i t u t l o n a l l z i n g  d i s t r i c t s  
seems impressive compared t o  that  i n  the 60 non- ins t i t u t i ona l l z ing  d i s t r i c t s .  The CPR i n  these d i s t r i c t s  was 2 t o  2.5 times 
higher than i n  the non- ins t i t u t i ona l i z ing  d i s t r i c t s .  The estimated CPR of  30 t o  40 percent i n  the 15 i n s t i t u t i o n a l f z l n g  
d i s t r i c t s  has exceeded the CS\FPS's target by 20 percent. However, the baseline CPR f o r  these d i s t r i c t s  may have been 
higher than the other 60 d i  s t r i c t s .  The f u l l  range o f  fami l y  planning methods I n  :he GOH's faml ly  planning program includes 
V5C (vasectomy and tuba1 1 {gat ion) ,  depoprovera, IUDs, p i l l s ,  NORPLANT and condoms. The avai lab le information indlcates 
that  the nationwide contraceptive method mix i s  about 78 percent permanent methods, and about 22 percent temporary methods. 
There appears t o  be a decl ine i n  VSC acceptors over the l a s t  few years. This decl ine seems not t o  be l i m f t e d  t o  the 
i n s t i t u t i o n a l i z i n g  d i s t r i c t s  

Q u a l i t v  Assurance: This component was set up to  improve the qua l i t y  and coverage of  c h i l d  heal th  care and family planning 
services. Qua1 i t y  assurance i ncludes i n s t l  tu t ional  i z a t i o n  o f  famlly planning services i n  selected d i s t r i c t s ,  a smoothly 
operating contraceptive l o g i s t i c s  and supply system, development o f  IEC ( i n f o n a t l o n ,  educatfon, and comnunication) capaci t y  
and c l i n i c a l  method t ra in ing,  and counsell ing. Much o f  USAID'S family planning e f f o r t s  should be refocussed on qual i  t y  
assurance, defined as ensuring the ava i lab l l  i t y  o f  a f u l l  range o f  fami ly  planning services, w i  t h  proper counsell ing and 
medical screening. To operational l ze  "qual i t y  assurance" USAID should strengthen and act! vate the exi s t i ng  qual i t y  
assurance team, and give them a c lear  cut ro le ;  i n s t i  tu t ional  i r e  qunl i t y  assurance a t  a1 1 levels .  and develop (ndicators. 

~ o q i s t i c s .  M I S  (Manaaement Information System) and Suooly: USAID I s  one o f  the primary suppl iers o f  contraceptives, and 
has also assisted i n  the developnent o f  an MIS system. USAID should increase i t s  e f f o r t s  t o  ass is t  GON w i t h  developmnt 
o f  a national,  wel l- functioning, systematic demand-driven l o g i s t l c s  management system. USAlD should ass is t  MOH i n  working 
w i th  servlce del ivery NGOs t o  insure that  t h e i r  s a v i c e  s t a t i s t i c s  feed In to  the national MIS. 

contraceotive Reta i l  Sales Com~any [CRS]: Over the period 1906 t o  1990 CRS's performance was adversely af fected by changes 
i n  the general manager pos i t ion and other senior personnel and by reluctance on the pa r t  o f  MOM t o  increase p r i va t i za t ion  
o f  the organization. Sales have Improved since the a r r l v a l  o f  the c ~ t r r e n t  general manager, however, the organization needs 
encouragement t o  review and undertake changes i n  operation t o  improve marketing and sales o f  ex i s t i ng  and new product 1 ines. 
CRS i s  faced w i th  conflicting messages: on the one hand, USAID requires p r l v a t l z a t i o n  o f  CRS's organfzatior, on the other 
hand, USAID through the audi t process, t i e s  CRS's hands w i  t h  respect t o  any management decisions i t  wishes t o  take. USAlD 
and CRS should i n i  t i a t e  a dialogue on options which would a l lm t  CRS t o  operate w i t h  more autonomy. Another c o n f l i c t  of 
in terest  i s  t o  Increase f inancia l  sus ta inab i l i t y  o f  CRS, a t  the same time, fncreasing d i s t r l b u t i o n  o f  contraceptives i n  
ru ra l  areas. CRS would probably not pursue t h i s  l l n e  o f  a c t i v i t y  i f  i t  were g i v ing  primary consideratton t o  financial 
sustainabi l  l t y .  

Private Sector Family P l a n n l n ~  In i t f a t i ves ;  The pro ject  i s  t o  1) engage 4 major employers i n  the prov is ion o f  family 
planning services t o  t h e i r  mployees, 2) t r a i n  10 physicians i n  faml ly  planning f o r  p r i va te  pract ice,  and 3)  involve more 
NGOs i n  the prov is ion o f  fami ly  planning services. I n  1992 the pro ject  financed a study t o  ascer ta in  rne p o s s i b i l i t y  of 
engaging major employers i n  the provision o f  faml ly  planning services t o  t h e i r  employees. AVSC (Association f o r  Voluntary 
Surgical Contraception)/NFCC (Nepal F e r t i  l i t y  Care Center) provided t r a i n i n g  end fami ly  planning equipnent t o  23 p r i va te  
sector physicians. Two NGOs, SCf/U.S. and Nepal Red Cross are involved i n  family planning. 



- 
pol icv and Stratew ~evelonnent : USAID has supported pol icy related activi ties throtrgh the RAPID (Resources for Awareness 
of Population Impact on Developnent) F.-oject, and is abou: t o ~ r o v i d e  techn:cal assistance to National Planning Comnlsslon/ 1 
Population Division and MOH by supporting a resident technical advisor for over one year. The team did not review the RAPID - 

actiyities. However, both sets of activities seem to be appropriate. - 
- 

Prioritv Cwuntrv Strateav: Nepal hat recently been designated as a "Priority Country" under A.I.iJ.'s Priority Country 
Strategy for population. This opens the door for Nepal to receive increased resources and attention in an effort to help 
curb high populatton growth. As part of this strategy, a detailed country plan outlining areas of focus and specific areas 
of support f r a  the csntral office of populttion resources will be developed. 

CHILD SIRVIVAL. FEKUE COWUNITY HULTH VXUIITEERS AND NALARIA COMTRDI, 

Child Survival; This canponent of the project canprises diarrheal disease control (CDD). vaccine-preventable diseases 
(EPI), and acute respiratory infection ( M I )  control. Several activities including € P I  were dropped in the course of 
USAID'S focussing exercise. The project i s  supporting COD activi tles at the national and central-reg!onal level. A pllot 
study of the use of FICHV in diagnosis and treatment of MI is ongoing in the Chi twan district. This survey will be 
repeated next year. USAID is supporting a project for ARI control in Jumla, and a similar s m l l e r  scale project in Dang. 
These efforts have made major contributions to ARI research in Nrpal. 

Female C m u n t  tv Health Volunteers [F/CHVs): To date, the FICHV cmponent of the project has been one of the m s t  
successful activities under the Central Reglonal Health Dl rectorate. USAID's s1:pport for F/CHVs in the Central Region is 
complemented by UNFPA's support for it in 8 districts of the Western Region. The sstimated number of FICHVs to be trained 
and retrained is about 6,000 (300 F/CHVs per district In 19 districts). 

Malaria Control : USAID's support for malaria control has shlfted away from the purchase of insecticides to support for 
environmental control measures, development of case detection and information systems. and development of skills in vector 
control. To this end. USAID awarded a tender for the renovation of the National Research and Training Center building In 
Hetauda, and purcllased Labophot-2 microscopes. Hany of these microscopes are still lying in storage because sane of the 
health posts where these microscopes are supposed to be used have no electricity. Training for passive case detection 
volunteers has been successful. Passi ve case detection identifies 60-70% of posi tive malaria cases. In add! tion. USAID 
has supplied S 350,000 worth of pumps and spare parts. uniforms, masks and so on to the malaria division of CON since 1990. 
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EXECUTIVE SUMMARY 

USAIDfs Child Survival/Family Planning Services Project is 
an ambitious and complex project which aims to llimprove the 
quality and coverage of child health care, family planning, and 
selected malaria control services, and (improve) management and 
organizational issues and practices affecting the delivery of 
those services1'. The project was designed to address five major 
themes '/ through 4 different project components, with each 
component having several sub-components. Implementation of 
project activities involves several departments/divisions of the 
MOH at national, regional, and district levels, and has involved 
the input of 8 American contractors and 8 Nepali agencies. 
District level activities are focused on both the 15 family 
planning institutionalizing districts as well as the 19 districts 
of the central region. 

The objectives of the present evaluation have been to assess 
progress to date, and to address a set of project-wide as well as 
component-specific issues. Collection of information to meet 
these objectives has been through interviews, field visits, and 
review of documents. The assistance of the staff of 
USAID/Nepalfs Health and Family Planning Office has been 
invaluable to the team. 

Since the initiation of the project in August 1990, progress 
has been made towards achieving project goals and objectives. 
For example, a purpose of the project is to increase 
contraceptive prevalence by 20 percent in the institutionalizing 
districts. Current data indicates that contraceptive prevalence 
in these districts has already increased by more than 20 percent. 
Further, in the area of family planning the project is to train 
10 private sector physicians in family planning and 20 have 
already been trained. CRS sales have increased with the arrival 
of a new General Manager, and the organization currently 
generates revenues equal to over 50 percent of its salaries and 
benefits. With respect to child survival, MCH service 
strengthening activities are underway in 4 districts of the 
Central Region, and CDD training and/or intensive supervision 
activities are being conducted in 8 districts ot the Central and 
Western Regions. In addition the project is supporting the 
testing of implementation strategies for ARI and Vitamin A with 
the results expected to contribute to development of policy 
regarding these interventions. F/CHV activities are being 
supported in the 19 districts of the Central Region, and 94 
percent of the target malaria PCDVs for 50 districts have been 
trained. These outputs have been achieved in spite of the 
disruptions related to the recent elections in Nepal, and 

'/ "Services by and for Womenn, @*Beyond the Health Post1', 
llFull Service Family Planning/MCH Servicesw, llDecentralization and 
Regionalizationw, and "Don't Forget Malariaw. 
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incomplete staff complement in the HFP Office of USAID. 

The plans of the MOH to reorganize in the near future will 
provide additional challenges to the project. Elements of the 
reorganization which will have particular impact on project 
activities are: i) creation of separate Child Health and Family 
Health Divisions instead of a single FP/MCH Division, ii) 
probable disbanding of the regional offices, iii) process of 
reposting of staff from development to regular posts. 

The team was asked to develop recommendations as to how the 
project should respond to the above changes in the MOH, and how 
the project might be better focussed to achieve the project's 
goal and purpose. The team recommends that the focus of project 
activities be shifted from the region to the national level with 
district-level implementation efforts focussed primarily on the 
15 institutionalizing districts '/. In addition, some of the 
technical focus of specific components has been refocussed. 

Activities at the national level in family planning should 
be refocused in support cf: i) logistics and MIS systems 
development and commodities provision nation-wide, ii) quality 
assurance (including training), iii) private sector support, and 
iv) testing of strategies for service delivery. District level 
activities would continue to support the institutionalization 
efforts with a quality assurance emphasis including a number of 
activities currently underway. Private sector initiatives to 
train physicians in family planning should continue, however it 
does not appear that there would be wide-scale benefits to 
developing family planning services through employers which are 
small and do not employ large numbers of women. Support for CRS 
should continue but effort is needed to resolve the "mixed 
messagest1 of privatization and sustainability vs. public service. 

Activities at the national level in child survival (ARI, 
CDD, and Vitamin A) should focus on: i) testing implementation 
strategies and assisting with policy modifications as needed, ii) 
work with GON to develop a national strategy and plan for Vitamin 
A supplementation, and iii) quality assurance activities. 
District-level activities would support completion of existing 

'/ Exceptions to this general rule will be necessary. For 
example, F/CHV activities are currently on-going in all of the 
districts of the Central Region and should continue there, and 
malaria activities also should continue in the 50 districts where 
they are currently underway. Testing of strategies for Child 
Survival and MCH service delivery may require sites other than the 
Terai/Hill districts that are institutionalizing. However, the 
team would recommend that the minimum number of non- 
institutionalizing districts required for the test be selected, and 
that these be among the districts in the Central Region that have 
already received assistance under the project. 



CDD activities and start-up of Vitamin A activities. 

The F/CHV prograin has been very successful in achieving 
geographic coverage by F/CWs, and in the short run it is 
recommended that support be continued for F/CHV activities in the 
Central Region. However, less information is available about 
what F/CHVs do and how this achieves health and family planning 
benefits. It is recommended that USAID review studies on this 
issue, and commission others if necessary, to determine the 
future level and type of support for this program. 

With respect to public health and management training, 
efforts should be redoubled to move the MOH to take decisions 
which would allow this training activity to take place. USAID 
should take a strong stand with respect to a timetable in which 
the MOH take a decision. Provision of training and workshops to 
DPHOs in overall program planning and management should be 
supported, including the hiring of a Nepali consultant who can 
support the training and provide management consultancy services 
to the DPHOs. 

In the area of cost recovery, UNICEF and WHO are already 
involved in policy dialogue with the HMG. One mechanism for 
USAID to participate in this dialogue to seek to join future task 
forces on health financing. USAID could play a unique role in 
this area by focussing on health financing questions at the level 
of the district hospitals and DPHOs. 

A listing of the specific recommendations of the evaluation 
appear on the following pages. If recommendations of the 
evaluation are adopted by USAID, specific plans will have to be 
generated to guide a shift from the current project focus to a 
new one. Some rewriting of the logframe and description would be 
advised to make clearer the changes in expected project outcomes. 

Lessons learned from project implementation to date include: 

o Family Planning institutionalization needs to be undertaken 
in a phased approach insuring requirements are in place 
before discontinuing earlier approaches. 

o Focus of a project on strengthening of a regional structure 
does not facilitate development of strong associations with 
national level personnel and concerns. Further should the 
regional structure remain weak or be disbanded this requires 
a reestablishment of project linkages. 

o A project with as many disparate elements as the Child 
Survival/Family Planning services tends to diffuse the focus 
of the project from the project's goal and purpose. Only 
those most closely associated with the project understand 
its intricacies, and it is difficult to convey what the 
project is about. Concentration on the most important 



technical and geographic areas for project emphasis should 
increase the probability of project impact. 



SUMHARY LIST OF RECOHHENDATIONS 

Listed below is a complete list of the recommendations found 
in the various chapters of this evaluation. While most 
recommendations are repeated verbatim, the more detailed 
recommendations in the text are only summarized tzlow. 

Refocussins Proiect Activities 

1. In light of the MOHfs organizational changes, the team 
recommends that the focus of project activities be shifted from 
the region to the national level with district-level 
implementation efforts focussed primarily on the 15 
institutionalizing districts 3 / .  

plOH and Proiect Liasioq 

1. As FP and MCH services are inextricably linked at the health 
post and below, the project will have to strengthen links with 
national officers concerned with both MCP and FP services. 

2. Given the MOHfs shift away from the regional offices, and 
the proposed shift to national and district levels, the JSI team 
should be given adequate office space on the grounds of the MOH 
to facilitate day-to-day interactions with national counterparts 
and other staff. 

3. JSI should use the space provided by the MOH to the greatest 
advantage for building collaborative relationships with MOH 
counterparts and other staff towards the success of the project. 

Disbursement Mechanisms and Processes 

1. To simplify the process of workplan development shifting to 
multi-year as compared to single year plans seems appropriate, 
especially for activities that will take place at the national 
rather than district level. The text of proposals should not be 
more complicated than necessary, and reports of achievements can 
appear instead in annual project reports. 

2 .  Given the pros and cons on both sides of the issue, it is 

3/ Exceptions to this general rule regarding districts will 
be necessary. For example, F/CHV activities are currently on-going 
in all of the districts of the Central Region and should continue 
there. Testing of strategies for Child Survival and MCH service 
delivery may require sites other than the Terai/Hill districts that 
are institutionalizing. However, the team recommends that onlythe 
minimum number of non-institutionalizing districts required forthe 
test be selected, and that these be among the districts in the 
Central Region that have already received assistance under the 
project. 
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recommended that both Redbook and Supplementary workplans be 
continued for the programming of local currency support. 
Candidates for Redbook programming would be activities that are 
intended for GON financing after the EOP, activities at the 
district level and below, or activities which are not urgently 
required in a short time span. Candidates for Supplementary 
programming are those which are more one-time investment in 
nature, are carried out above the district level, and are more 
urgent for completion in a short time frame. 

Ponor Coordination 

1. USAID should encourage and facilitate the establishment of 
regular coordinating meetings for the major donors in the 
health/family planning sector. 

Jm~roved Manauement and Service Delivery: 

1. The project should, through efforts coordinated at the 
national level, continue efforts aimed to strengthen management 
skills, particularly at the district level. Specific efforts 
would include training to the DPHOs of the 15 institutionalizing 
districts through seminars/workshop and on-the-job training on 
general management skills, as well as on program planning and 
implementation specifically for FPIMCH. Care should be taken to 
develop management seminars/workshops to complement the planned 
UNDP training, perhaps by carrying specific topics onto more 
advanced concepts. Should these workshops prove successful, 
avenues to extend it to other districts, e.g. through other 
donors, could be pursued. 

2. The project should consider contracting with a local 
consultant with an excellent track record in planning and 
management in the health sector at the district level (e.g. a 
retired DPHO) to provide planning and management training and 
follow-up consultation services to DPHOs. 

3. Systems development work should be focussed on the MIS and 
logisticsf systems for family planning, and on development of 
quality assessment and supervision tools in FP/MCH. 

Public Health Waininq 

1. The TA team, under the direction of the Secretary of Health, 
should set up a task force group in the MOH which will have the 
task of developing a proposal which can be approved to permit the 
start of this training. 

2. The task force should engage the services of a short-term 
consultant to develop a training program proposal which meets the 
requirements of the MOH. 

3 .  USAID should inform the Secretary of Health of a time limit, 
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say 3-4 months, within which the working group has to conclude 
its work and receive approval by the Secretary of Health. 

4 .  Should a decision regarding public health training not be 
taken within the designated period, then it is recommended that 
funds for public health training be reprogrammed. Funds could be 
allocated to support long term training in the USA, additional 
short term participant training, and/or to develop management 
training materials which could be used in USAID-funded DPHO 
workshops. 

Jnnovative Activities 

1. Funds available for innovative activities should continue to 
support innovations in service delivery, however with higher 
ceiling for activities proposed by DPHOs. If overall funding .for 
this activity is sufficient, then funds should be also allowed to 
support small grants which support testing and analysis of 
service delivery options. 

2. To participate in policy dialogue on health care financing 
USAID should request to the MOH to be invited to participate in 
future task forces on health care financing. 

3 .  Regarding the drug cost recovery schemes the project has 
several options: i) initiate a drug cost recovery scheme in a 
district which has not received assistance from another donor, 
and ii) strengthen the MOH information reporting system on 
existing drug schemes. 

4. Should USAID wish to make a unique contribution to the 
discussion of health care financing in Nepal it is recommended 
that this assistance be focussed on financing issues at the 
district level. Specific analyses in this area would include: i) 
study of zonal/district hospital costs, revenue, utilization, 
management and quality; ii) exploration of mechanisms to provide 
additional financing for DPHOs (e.g. local taxes, proceeds from 
an economic activity, a surcharge added to the fees collected by 
health posts); iii) development of a district-wide financing 
scheme through health insurance, and iv) comparison by district 
over time of HMG budget and donor financing for FP/MCH programs 
by type of input. Technical assistance and financing for these 
activities might be sought from centrally-funded projects. 

5. Determination whether other studies or actions in health 
financing should be undertaken should follow the August 1993 
Second Seminar on Health Economics and Health Financing at which 
it will be possible to determine the quality of the research 
commissioned for that meeting and to participate in discussions 
which lay out future research and actions to be undertaken. 

Egmilv Plannins - Overall D e s b  
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1. USAID should re-focus its family planning program support on 
four broad elements. These elements are: i) logistics, MIS, and 
contraceptive supply, ii) quality assurance, iii) private sector, 
and iv) testing implementation strategies. Recommendations 
pertaining to each of these areas follows a detailed discussion 
below. Choice of these four areas is consistent with the project 
paper and A.I.D.'s comparative strengths and is in keeping with 
discussions with HMG officials, health staff interviews, 
observations of the team. 

2. District-level family planning activities related to 
institutionalization should continue to be focussed in the 
original 15 institutionalizing districts. Expansion to new 
districts will depend upon the adequate completion of tasks in 
the original districts and upon the GONfs dczignation of other 
districts as institutionalizing. 

Familv Plannins - Institutionalizatioq 
1. USAID should continue to support HMGfs institutionalizing 
district program, eventually expanding this program nation-wide. 
The quality assurance efforts described below should be a key 
effort in facilitating institutionalizing. 

2. Incentives should not be reinstated in the 15 
institutionalizing districts. Rather, support to the 
institutionalizing effort should be continued. While the program 
should compensate doctors for their time and develop mechanisms 
to make the provision of FP services an attractive program, a per 
case incentive system has far too many quality and voluntarism 
implications to be acceptable and we believe would damage the 
program in the long run. At the same time, USAID should assist 
the GON to find ways to insure that there are enough service 
providers to meet the expected demand. 

3 .  USAID should support the expansion of SDP activities beyond 
the four operations research districts to the rest of the 15 
institutionalizing districts as soon as feasible. 

4 .  USAID and HMG should proceed very carefully in expanding 
institutionalization to additional districts. This expansion 
should be done in a phased manner, with careful attention to 
insuring that facilities and personnel are in place before mobile 
camps and incentives are dropped. Preferably this expansion 
should begin with the districts where a District Health Officer 
is place as proposed in the MOHfs reorganization plan. 

lv Plannins - Oualitv Assurance 
1. Much of USAIDfs family planning efforts should be refocused 



under the rubric of quality assurance, defined briefly as 
ensuring the availability of a full range of family planning 
services, with proper counselling and medical screening. This 
should be implemented on a district by district basis, beginning 
with the investment already made in the institutionalizing 
districts. 

2. To operationalize "quality assurance" USAID should: i) 
strengthen and activate the existing quality assurance team, and 
give them a clear cut role, ii) institutionalizing quality 
assurance at all levels, and develop indicators. 

3. USAID should provide leadership in clinical methods 
training. The selection of trainees should be guided by a 
district by district needs assessment, and tied with the 
counselling training, to insure that service providers can 
discuss all sethod options with clients. In addition, USAID 
should work closely with the HMGts training coordination working 
group that is chaired by UNFPA and includes other donors, in 
conducting needs assessments and in developing and implementing 
training programs. 

4. USAID should continue to support HMGrs institutionalizing 
program. This includes support in the following areas: i) 
facilities, ii) outlets, iii) staffing, iv) training, v) 
information on methods, vi) alternative rewards, vii) coping 
alternatives, viii) take account of district variations, ix) 
booking/scheduling system, x) support the adoption of post 
partum/post-natal family planning programs in institutionalizing 
districts, xi) broaden efforts to institute a clinic card system 
which mandates medical screening and facilitates adequate follow- 
UP - 
Losistics. MIS. and S u ~ ~ l v  

1. USAID should increase its efforts to assist HMG with the 
development of a national, well-functioning, systematic demand- 
driven logistics~management system. Support to the MOH for this 
effort from the Office of Population's Family Planning Logistics 
Management Project with JSI/CDC should be explored. 

2. USAID should assist the MOH in working with service delivery 
NGOs to insure that their service statistics feed into the 
national MIS. 

Contraceptive Retail Sales Co. 

1. SOMARC should provide additional input to strengthen CRS 
marketing efforts. Additional funds may need to be added to the 
SOMARC buy-in to provide CRS with TA support for the Major 
Tracking Study. 

2.  The RSM program should be re-thought given its tangential 



relationship to central role of CRS. One possible alternate 
strategy is collaboration with public sector, i.e. provision of 
temporary contraceptives to VHWs and CHVs with CRS focussing on 
developmen': of media and other communications means to promote 
knowledge of and demand for FP methods among rural populations. 
In addition, during the phase-out period, the creation of rural 
depots might include essential drugs as well as contraceptives to 
better insure financial sustainability. 

3. USAID should, on an annual basis, spec:ifically follow up 
with CRS on the issue of performance with respect to recurrent 
financing of salaries and benefits. CRS should show trend 
figures for a five year period and include simulations which 
indicate how revenues will be increased during the following 2 
years. 

4 .  Technical assistance should be provided to CRS to reinforce 
efforts to train druggists and shopkeepers in appropriate methods 
of medical screening. This effort at improving quality will be? 
espe<zially important should CRS become ' ?'lved in the 
distribution of Depo-provera. 

5 .  In support of efforts to control the spread to Acquired 
Immune Deficiency Syndrome, funds should be provided (perhaps 
from the centrally funded AIDSCAP program) for intensified 
program of condom promotion and distribution along major 
transportation routes in Nepal. 

Familv Plannina - Private Sector Initiatives 
1. Given limited female population in the industrial sector 
interventions with employers should be limited either to the 
industrial park clinics or firms with over 500 employees (and 
where the majority of these being women). Either NFCC or FPAN 
could be used to provide training and educational materials. CRS 
can be involved to provide contraceptives on wholesale basis. 

2.  Greater priority should be given the current effort to 
provide family planning training to private physicians. Emphasis 
should be given to training doctors in major towns, especially 
those with practices for women (Ob/Gyn). Quality assurance 
measures, such as described above for the public sector program, 
should be introduced. CRS should be involved so as to provide FP 
methods (inc. IUD, Depo, Norplant) to physicians at wholesale 
prices. CRS should take over this role from NFCC. 

3 .  USAID and the MOH should continue to work closely with FPAN 
and explore ways of expanding support to FPAN and broadening 
areas of contact. 

Familv Plannino - licv and Stratew Develo~Inent 
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1. The project should provide support for testing 
implementation strategies and issues. There are several issues 
and questions about implementation strategies that USAIE can 
provide assistance in. In some cases, triese studies may more 
appropriately be carried out by other donors. Suggestions made 
to the evaluation team which could be considered by USAID: i) 
follow-up NORPLANT study, ii) follow-up Depo study, iii) two-son 
factor, iv) reasons for decrease in VSC acceptors, v) 
determination of what clients really want, and vi) define 
specific multi-sectoral linkages. 

Pamilv Plannina - Priority Countrv Strateav 
1. Under the priority country strategy, USAID should expand 
efforts in the family planning sector in the areas suggested in 
the project focus by calling on additional resources from the 
Office of Population. Specifically, central resources over and 
above the current bilateral project inputs should be pursued in 
logistics management and IEC. 

2. In addition, USAID can explore the use of central resources 
to cover current buy-in costs for AVSC, SOMARC or the Population 
Council. If one or more of these buy-in costs are covered with 
central funds, bilateral monies freed up should increase local 
cost support in the institutionalizing/quality assurance efforts. 

3. More effort to expand resources directly to the government 
should be explored. Discussions evaluation team members had with 
government officials indicated that there is a pervasive notion 
that too much money and effort is going outside the government to 
U.S. and local contractors. USAID can use central resources to 
help mitigate this. 

Child Survival 

1. The project should continue to provide support for the 
testing of strategies for implementation of child survival 
interventions. 

2. Existing work in CDD intensive supervision, ARI control by 
outreach workers and Vitamin A supplementation should be 
concluded and be linked in to national level desision making. It 
is more likely that lessons learned from strategy implementation 
work in Vitamin A, CDD and ARI will be incorporated into national 
programmes if the MOH officers responsible are more closely 
involved in the planning and evaluation of these studies. 

3 .  Project funds should be made available to support the 
production of joint GONIUSAID papers on: i) control of Vitamin A 
deficiency in Nepal, i!.) the use of outreach workers for rapid 
diagnosis and treatment of ARI, and iii) expanding the correct 
use of oral rehydration solution for acute diarrhoea1 disease. 

xviii 



4. In the longer term, USAID should give strong consideration 
to focussing their child survival efforts for just one of the 
child survival interventions on an expanded national basis. 
Vitamin A supplementation would be the logical choice for an 
expanded intervention, in which case support for other child 
survival activities might be phased out over LOP. 

flCH Strenstheninq 

1. The project should expand work in improving the quality of 
MCH services at the health post and beyond through support to 
DPHOs. Specifically this support should include: 

o Formation of FP/MCH service quality teams at national level. 

o Development of district level FP/MCH service quality 
indicators and rapid appraisal methods for monitoring 
service quality at district level. 

o Co-ordinate meetings of DPHOs from selected districts to 
evaluate progress in MCH service quality, to develop 
planning and management skills, to encourage innovative 
activities in FP/MCH service quality and to allow peer group 
review. 

Female Communitv Health Volunteers 

1. USAID support for F/CHV activities in the Central Region 
should continue. Information from interviews and the team's 
field experience show that the F/CHV progrctm has been an 
important development. Large numbers of F/CHVs are trained and 
active in their commuafties, serving as an important resource for 
future improvements in family planning and health at the village 
level. 

2. USAID should urgently assist GON to develop a clear policy 
about the future role of F/CHVs. Among the policy questions to 
be addressed are: 

o The precise expectations for and functions of F/CHVs. 

o The F/CHVs linkage to VDCs and female MCH workers. 

o Clarification of whether F/CHVs should be supplied with 
drugs, including those for treatment of ARI. If so, then 
problems with drug resupply 1;eed to be addressed. 

o The management of the program - who is responsible and how 
will CRHD activities be continued if regional offices 
decline in importance and the MOH is re-organised? 

o Future training - should it be integrated with the training 
division of the MOH and the regional training centres or 
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left to the discretion of DPHOs? 

o How can F/CHVs be used more effnctively as client 
representatives in quality assurance work? 

o The need for studies to evaluate different support systems 
for F/CHVs. 

o The role of major donors in co-ordinating support to the 
national F/CHV program. 

3. The project should concentrate on developing local and 
district-level managerial support systems for F/CHVs already 
trained before expanding training of new F/CHVs. 

4. Although the literacy activities undertaken under the F/CHV 
program have had an impact in increasing functional literacy they 
were not foreseen in the Proiect PaDer and may not fit in with 
longer term USAID plans in health and family planning. These 
pilot efforts should be completed and phased out over the LOP. 
Lessons learned should be shared with the MOH and discussions 
held as to whether to include a literacy component in the CHV 
strategy with possible funding for its implementation fZom UNICEF 
and/or other donors. 

Malaria Control 

1. USAID should encourage the planned reconstruction of a 
National Training Center at Hetauda as a national and regional 
training and research center for vector-borne diseases including 
malaria, leishmaniasis, Japanese B encephalitis and other viral 
diseases (but probably excluding AIDS). This type of center will 
require substantial technical support for the development of 
laboratory facilities, management of insectoria, and training and 
research programs in vector entomology and the epidemiology of 
these diseases. USAID should provide additional technical 
assistance to provide this support. 

2. The development of ilaka laboratories with microscopes has 
not been achieved. USAXD should determine with the MOH whether 
there are other ilaka level health posts with electricity to 
which the scopes in storage can be distributed. Other options 
for the distribution of the remaining scopes, e.g. distribution 
to other facilities, teaching programs, or laboratories, should 
be considered with emphasis on distribution in the near term. If 
no suitable use in Nepal can be found for the scopes, 
distribution to another USAID program in the Asian region should 
be considered. 

3 .  The PCDV programme is by far the most successful part of the 
USAXD input to malaria and warrants full continuing support. 
This programme should be maintained but a target of twice yearly 
training sessions may be excessive and might be reduced to 



once-yearly. 

4. Proper storage and maintenance of sprayers and other 
supplies seems to be a problem. A review of the MOHfs management 
of these supplies is recommended, and further purchase of these 
supplies is not indicated prior to such a review. 

5. On the basis of the present evaluation it is difficult to 
make detailed recommendations about what should be USAID future 
long-term support to the malaria programme. It is recommended 
that USAID conduct a more detailed assessment of this question 
after November/December 1992 when USAID will better be able to 
judge the MOHrs future plans for the control of malaria and other 
vector-borne diseases and to determine the level and type of 
USAID support indicated. 
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On June 29, 1990, the Child Survival/Family Planning Services 
Project (367-0157) was signed to provide US$ 22.5 million to Nepal 
over a 5 year period. The goal of this assistance is to "reduce 
child mortality and undesired fertility" through "improvement of 
the quality and coverage of child health care, family planning, and 
selected malaria control services, and of management and 
organizational issues and practices affecting the delivery of those 
servicesn. In August 1992, an additional $2.5 million was added to 
develop and implement a Vitamin A Ceficiency control program. 

The present mid-term evaluation takes place about two years 
after the project was launched with the arrival of the long-term 
technical assistance team. The scope of work for the evaluation 
outlined two principal objectives: 

o Assess the progress-to-date under the bilateral agreement; and 

o Assess the validity of the present design and assumptions, 
particularly with respect to issues related to the following 
topics: i) regionalization, ii) training, iii) USAID 
administration/implementation, iv) family planning 
institutionalization and priority country strategy, v) 
community health volunteers, vi) malaria program, vii) 
services "by and for woment1, and viii) private sector support. 

The evaluation was conducted over the period of a month by a team 
of four consultants, all of whom had prior working experience in 
Nepal. 

Prior to the team's arrival in Nepal a document was prepared 
which provided detailed descriptive information about the health 
sector, project components and contractors, and documentation of 
activities under the project to date '/. Additional information 
was collected through interviews (see List of Persons Contacted in 
Appendix B), review of other documents (see Bibliography in 
Appendix C), and field visits to 5 districts in the Terai and Hill 
areas. Interviews were conducted duringthe field visits with DPHO 
staff, Health Post staff and clients, Female Community Health 
Volunteers (F/CHVs), Village Development Committees, and focus 
groups of village women. In addition, family planning clinical 
records and service facilities were reviewed to assess aspects of 
service quality (see Appendix E). 

'/ Friedman, Matthew (July 9, 1992) Backaround Paper for 
d-Tern Evaluation of USAID/HFP1s Child Survival/Familv Planninq 

Services Proiect, USAID/HFP, 91 pp. plus annexes. 



CHAPTER 11 
PROJECT-WIDE ISSUES 

A. REFOCUSING PROJECT ACTIVITIES 

1. Jssues and Discussion 

The Child Survival/Family Planning Services Project serves as 
an ttumbrellan project for a variety of activities in the health 
sector in Nepal. The project was designed to address five major 
themes '1 through 4 different project components, with each 
component having several sub-components. Implementation of project 
activities has involved several departments/divisions of the MOH at 
national, regional, and district levels, and has involved the input 
of 8 American contractors and 8 Nepali agencies 6/. District level 
activities are to focus on both the 15 family planning 
institutionalizing districts as well as the 19 districts of the 
Central Region, however different subsets of these districts have 
been selected as sites for different project activities. One 
question addressed to the evaluation team is whether the proje::t 
should be nore focussed in order to ensure achievement of 
measurable, sustainable impact. 

One dimension along which questions of project focus was 
considered was a geographic one. One of the initial objectives of 
the project was to strengthen the decentralization of health 
services through technical and managerial support to the Central 
Regional Health Department (CRHD) and to districts of the Central 
Region. Over this period there is evidence of some increased 
responsibility delegated to the regional offices, e.g. for the 
transfer of personnel, and for provision of budget to the 
districts. However, the team was told by district personnel that 
the CRHD seemed to function as a ItCC Off icen that is sent copies of 
correspondence between the districts and the national program 
departments. Perhaps as a consequence of perceptions of the lack 
of utility of regional offices the proposed reorganization of the 
MOH is reported to eliminate regional offices. 

WOE Reoraanieation Plans 
- 
- 

The MOH has plans co reorganize the health services in the near 
future. Details remain very tentative and the overall shape of the 
newly reorganized Ministry may be somewhat different from that 
which was being discussed at the time of the evaluation. The - 
elements that appeared most f inn and that would be expected to have - 

particular bearing on project activities are shown in Figure 2 and - - 

- 

*/ "Services by and for Womentt, "Beyond the Health Posttt, 
- 
- 

ttFull Service Family ~lanning/~CH Servicestt, "Decentralization and - 

Regionalizationtt , and "Donf t Forget Malariatt. 
6/ See Figure 1. - 



are as follows: 

1) Creation of separate Child Health and Family Health 
Divisions in place of a single Family PlanningIMaternal- 
Child Health (FPIMCH) Division, 

2) Probable disbanding of the regional offices and transfer 
of program control (e.g., for the F/CHV program) back to 
the national level, and 

3) Efforts to move staff in development budget posts (posts 
that were originally created for the implementation of 
development projects and often funded from foreign 
assistance funds but which, as a consequence, are not 
permanent and do not carry benefits) to regular budget 
posts. 

2. Conclusions and Recommendations 

1. In light of the MOH's organizational changes, the team 
recommends that the focus of project activities be shifted from the 
region to the national level, with district-level implementation 
efforts focussed primarily on the 15 institutionalizing districts 
'1. (See Figure 2) 

7/ Exceptions to this general rule regarding districts will 
be necessary. For example, F/CHV activities are currently on-going 
in all of the districts of the Central Region and should continue 
there. Testing of strategies for Child Survival and MCH service 
delivery may require sites other than the TeraiIHill districts that 
are institutionalizing. However, the team recommends that only the 
minimum number of non-institutionalizing districts required forthe 
test be selected, and that these be among the districts in the 
Central Region that have already received assistance under the 
project . 
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B. MOH AND PROJECT LIAISON 

1. Issues and Discussion 

It was estimated that the time requirements of the project's 
original orientation to strengthening of the CRHD and of services 
in districts of the central region would require at least 50 
percent of institutional contractors time. Given the lack of space 
at the CRHD, it was fitting that the JSI team have offices nearby. 
JSI also initially had an office in the Family Planning Division of 
the MOH, but Lkis was tnken back due to lack of its use. In 
addition, JSI has recently opened a regional office in Hetauda to 
facilitate their work with districts in the Terai. 

Given the proposal of this evaluation that the project focus 
be shifted from the regional to the national level, the question 
arises as to the location of the team in Kathmandu. There seemed 
unanimous agreement among Nepali officials in the MOH that closer 
interactions with the team are needed and would be welcome '/. 
Provision of space for the team within tine MOH seems feasible. The 
challenge will be for the JSI team to use this space and 
opportunity for collaboration in a constructive and satisfactory 
way. The shift of focus of intervention districts from those in 
the Central Region to principally the institutionalizing districts 
does not affect the JSI field off ice as many of the Terai districts 
of the Central Region are institutionalizing. 

2. Conclusions and Recommendations 

1. As FP and MCH services are inextricably linked at the health 
post level and below, the project should strengthen its links with 
national officers concerned with MCH as well as FP services. 

2. Given the MOHts shift away from the regional offices, and the 
proposed shift to national and district levels, the JSI team should 
be given adequate office spaco on the grounds of the MOH to 
facilitate day-to-day interactions with national counterparts and 
other MOH staff. 

A number of officials indicated that they felt they were 
not adequately involved in the planning, implementation and 
monitoring of the project. For example, while MOH officials 
appreciate the assistance of USAID contractors, (local and 
international) and while these inputs meet the immediate needs, 
there was concern that this would not build up the long-term 
strategic needs of building human resource capability needed to 
institutionalize the program at all levels of the government's 
health system. An example given was that individual ministry 
personnel are trained technically but this technology transfer is 
not done on a broad enough basis to insure continuity when 
individuals move on to other things. 



3 .  JSX should use the space provided by the MOH to the greatest 
advantage for building collaborative relationships with MOH 
counterparts and other staff towards the success of the project. 

C. DISBURSEMENT HECHANISM8 AND PROCESSES 

1. xssues and Discussion 

The evaluation team was asked to consider how the development 
of workplans and disbursement of local currency funds could be 
streamlined so as to increase the timeliness of disbursement. 

It is worth first noting the importance to the MOH of running 
project funds through the GON system. MOH officials have the 
perception that most of the project funds are run through 
contractors, some of whom provide services at very high cost. 
Further there is the perception that skills that are developed by 
the contractors are not transferred to MOH personnel. The 
justification of using a private contractors because TA/DA rates 
are too low may be true for Kathmandu training and workshop 
activities, but does not appear to provide as strong a rationale 
for district-level activities where the TA/DA rate appears more 
adequate to attract participation of district-level personnel. In 
addition, activities financed through the Redbook are more likely 
to be financed by the GON after the EOP. 

On the other hand, the low rate of disbursement of funds 
obligated under the workplans does suggest that allocation of funds 
under the Redbook will slow project implementation. Since the 
start of the project only about 25 percent of the project funds 
programmed under Redbook accounts have been disbursed. In 
contrast, about 65 percent of funds programmed with Nepalese 
agencies have been disbursed (see Table 3.1). Given pros and cons 
on both sides of the issue it would not appear that there is a 
single best approach for the programming of local currencies under 
the project. 



Local c a t  Support 
Cm Ss) 

Co-tnrcnt Description ComnrimPcnt I -*t 

Workplan 47/48' CDD 

Workplan 47/48 CHV 

Workplan 48/49 MCH 

Workplan 48/49 CDD 

Workplan 49/50 CHV/CXMMX-I' 

Workplan 47/48 MCH 172,556 

Workplan 49/50 CDD2 51,054 

Workplan 49/50 MCH2 

Workplan 49/50 CHVL 

Total 1,251,627 

Souror USAIDffithmandu 
' ~ u r n b m  in this column rcpracnt the Nepali fiscal year 
iA*ivity bepn in Juty 1992 Insuffiamt time for dubunemenrt to appear. 

Supplemental -ant (to LoQl NGI 

Endoscopic Ram Center 

Logistic Support PHICDD- EiiF= 
-- -- -- 

1 Give Case Detection PRM-MASS 

Logistic Support CRHDiPHC and 
CDD from MASS 

Logistic Support MCD from MASS1 

Liquidated I- 
- - - -- -- 

Source USAIDffithmandu 
'MMW began in Juty 1992 Insutlicient time for dbbunemmu to appear. 



2. Conclusions and Recommendations 

1. To simplify the process of workplan development shifting to . 
multi-year as compared to single year plans seems appropriate, 
especially for activities that will take place at the national 
rather than district level. The text of proposals should not be 
more complicated than necessary, and reports of achievements can 
appear instead in annual project repor'is. 

2. Given the pros and cons on both sides of the issue, it is 
recommended that both Redbook and Supplementary workplans be 
continued for the programming of local currency support. 
Candidates for Redbook programming would be activities that are 
intended for GON financing after the EOP, activities at the 
district level and below, or activities which are not urgently 
required in a short time span. Candidates for Supplementary 
programming are those which are more one-time investment in nature, 
are carried out above the district level, and are more urgent fcr 
completion in a short time frame. 

D. DONOR COORDINATION 

In all of the areas of activity under this project there is at 
least one other dsnor significantly involved. However there 
appears not to be established at this time any regular mechanism 
for communication and coordination about programs in the sector. 

1. Conclusions and Recommendations 

1. With respect to donor coordination the team recommends that 
USAID should encourage and facilitate the establishment of regular 
coordinating meetings for major donors in the health and family 
planning sector. 



CHAPTER I11 
SERVICE MANAGEIIENT AND DELIVERY 

A. CENTRAL REGION HAI?AGEMEHT/SERVICE DELIVERY IMPROVEMENT 

Activities under this component of the project are intended to 
strengthen management systems at the Central Region Health 
Department (CRHD) and in Central Region districts, concentrating on 
those aspects of management that would lead to an improvement of 
coverage and quality for FP/MCH services (see Map 1) . Specific 
activities for support include: i) development and funding of 
annual workplans, ii) systematic district reviews and follow-up for 
MCH services, iii) basic and refresher training in management, 
planning and budgeting, information systems, and supervision, iv) 
development of reporting and information systems for personnel, 
training, logistics, budget, and supervision. Combined with 
district activities in the technical areas of FP/MCH it was 
estimated that assistance to the CRHD and associated districts 
would utilize 50 percent of the long-term technical assistance (TA) 
teamts time. 

2. Activities to Date 

To date, the TA team has assisted the CRHD with the 
development of three workplans (1990/1, 1991/2, acd 1992/3) 
covering activities and support for Family Planning, MCH 
Strengthening, CDD, and CHV in the Central Region. Districts in 
which support has been provided are as follows: 

Family Planning: Bhaktapur, Chitwan, Dhanusha, Kathmandu, 
Lalitpur, Makwanpur, Parsa 

MCH Strengthening: Bara, Dhading, Makwanpur, Rautahat 

CDD Supervision: Dhading (new), Dolakha (new), Makwanpur, 
Mahotari, Rasuwa, Ramechap, Sarlahi (new), 
Nawalparasi (Western Region). 

CHV: All Central Region Districts. 

Details of achievements under each of the above technical areas are 
covered in Chapters 4 and 5 of this report. 

To date, the project has not providea training in general 
managemant skills. During the period 1992-1997 PHC Management 
courses financed by UNDP of 4 to 5 weeks are to be offered to all 
DPHOs and their assistants. Through New ERA/Population Council a 
national FP MIS system has been developed and the computer-based 
information management system at the CRHD has been strengthened. 
MIS for MCH services remains weak. 
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3. Issues and Discussion 

The design of this component seem to have been based on three 
assumptions: 

o The management skills of regional and district personnel 
required improvement in order to improve the efficiency of 
operations of the health system. 

o Improvement of management skills could be achieved through 
basic training inmanagement areas, and through application to 
programs in FP/MCH - particularly MCH, CDD, and CHV. 

o FP/MCH program activities planned and budgeted for at the 
regional level (rather than the national level) would be 
successfully implemented at the district level, due to an 
increased level of involvement and support from the regional 
level. 

While the evaluation team does not question the first 2 
assumptions, it would revise the third assumption to place the 
responsibility of target setting, planning and budgeting at the 
district instead of regional level to obtain a higher level of 
commitment to the program. In addition, the team would add an 
assumption, that improvement of the efficiency of operations of the 
health system may depend on the operations of national systems, and 
cannot be developed and supported starting fromthe regional level. 

4. Conclusions and Recommendations 

1. The project should, through efforts coordinated at the 
national level, continue efforts aimed to strengthen management 
skills, particularly at the district level. Specific efforts would 
include training to the DPHOs of the 15 institutionalizing 
districts through seminars/workshop and OJT on general management 
skills, as well as on program planning and implementation 
specifically for FP/MCH. Care should be taken to develop 
management seminars/workshops to complement the planned UNDP 
training, perhaps by carrying specific topics onto more advanced 
concepts. Should these workshops prove successful, avenues to 
extend it to other districts, e.g. through other donors, could be 
pursued. 

2. The project should consider contracting with a local 
consultant with an excellent track record in planning and 
management in the health sector at the district level (e.g. a 
retired DPHO) to provide planning and management training and 
follow-up consultation services to DPHOs. 

3. Systems development work should be focussed on the MIS and 
logisticsr systems for family planning, and on development of 



quality assessment and supervision tools in FP/MCH. 

B. PUBLIC HEALTH TRAINING 

The project includes a component in support of public health 
training for DPHO management staff. This ccmponent was to address 
concerns that the vertical project backgrounds of DPHO management 
staff, and their lack or weak administrative training, were 
insufficient to allow these officers to define and manage and 
integrated set of public health services. In addition, the 
provision of training was to provide certification of the officers 
to allow their recruitment into Regular Budget posts. This 
component is to provide 6-8 person-months of short-term technical 
assistance to: i) set up procedures related to the selection and 
recruitment of officers for training, and ii) review and upgrade 
Institute of Medicine (IOM) curricula and practical field training. 
In addition, the component was to cover the tuition and living 
costs for approximately 50 student-years of study (25 students with 
up to 2 years each), with almost half of the trainees to come from 
the Central Region. Additional funding was to be provided: i) to 
IOM faculty for observation visits within the region and for 
appropriate faculty research, ii) classroom upgrading and 
equipment, and iii) vehicles. 

2. Activities to Date 

To date, little has been accomplished with respect to this 
component of the project for a variety of reasons. In late 1990, 
a study regarding the development of a public health training 
program for DPHOs was prepared (Shipp, 1990), which highlighted a 
number of issues related to the implementation of this component: 

o In 1990, approximately 50 DPHO management staff required 
public health training, 32 candidates holding a bachelor's 
degree and 18 candidates without a bachelor's degree. 

o Were the IOM to develop a 5 month or 1 year Diploma course in 
Public Health suitable for the training and certification 
needs of current DPHO staff, the course content would then not 
serve as a useful course of study for other students. 

o Political changes, as well as redefinition of the role and 
restructuring of the DPHO, provided uncertainty in 1990 and 
through 1991 about the actual training requirements of DPHO 
management staff. 

Shipp concluded that while the need for public health training was 
urgent, that it might be desirable to suspend activities related to 
the component until after the multiparty elections of 1991 when the 
work could be undertaken in a continuous fashion. 



The MOH proposed that a 5 month course be developed in order to 
certify DPHOs and assistants for regular posts. This was modified 
by the IOM into a year long Diploma course. Students in the 
Bachelor's in Public Health (BPH) course of the IOM mountad a 
protest to the Diploma program angered that someone might qualify 
in one year for a post that it was taking the BPH students two 
years to qualify for. Since this time the JSI team and HFP Office 
have had meetings with the Steering Committee but decisions which 
would allow renewed activity haven't been taken, in part to await 
for the shape of administrative reform to become known. 

3. Issues and Discussion 

The need for support of public health training for DPHOs is no 
less strong than at the time of the PP desigr, 9 / .  Perhaps now that 
the conduct of general ant2 local elections has passed, and that the 
speci1:'ics of the administrative reforms will shortly be made clear, 
renewed attention can be placed on this component of the project. 

Options for this training include: 

o Short Course in Nepal (through MOH or IOM) 
o Short Course in Asian region (India or Thailand) 
o E3achelors or Masters Course in Nepal (through IOM) 
o Masterst Course in USA 

Of the above options the MOH favors conducting a special 5 month 
course run by the MOH based on an e::isting curriculum ''1. What 
seems to be required is the development of a proposal which would 
contain: i) a re-assessment of the number of persons requiring such 
training, ii) review of the curriculum and re-identification of 
appropriate faculty, iii) identification of a training site, 
preferably in Kathmandu, iv) development of a budget. 

In addition, the MOH would like to have the option of sending 
individuals for long term overseas public health training in oraer 
to continue to develop a cadre of Nepali professionals committed to 
public health. Individuals selected for training might either be 
those overseeing outstanding family planning performance in 
institutionalizing districts, physicians who will be appointed as 
managers of public health activities in the districts, or others 
making important contributions to public health in Nepal. 

9 /  Unfortunately the delays in this component will mean that 
some in post who haven't had public health training will be unable 
to shift to a Regular Budget post. 

lo/ Such an in-service course should not run afoul of the 
student protests attached to a course at the IOM. 



4. Conclusions and Recommendations 

1. The TA team, under the direction of the Secretary of Health, 
- - should set up a task force group in the MOH which will have the 

task of developing a proposal which can be approved to permit the 
start of this training. 

2. The task force should engage the services of a short-term 
consultant to develop a training program proposal which meets the 
requirements of the MOH. 

3. USAID should inform the Secretary of Health of a time limit, 
say 3-4 months, within which the working group has to conclude its 
work and receive approval by the Secretary of Health. 

4. Should a decision regarding public health training not be 
taken within the designated period, then it is recommended that 
funds for public health training be reprogrammed. Funds could be 
allocated to support long term training in the USA, additional 
short term participant training, and/or to develop management 
training materials which could be used in USAID-funded DPHO 
workshops. Long term training can be supported through the 
Mission's bilateral Development Training Program. 

C. INNOVATIVE ACTIVITIES 

The Project includes a component of technical assistance and 
local currency support to permit and encourage the development and 
testing of innovative approaches to improving health and family 
planning programs. Examples of specific topics include: 
demand/utilFzation studies, field testing of alternative methods of 
cost recovery, studies of alternative means of extending services 
beyond the health post, studies related to improving the 
effectiveness of the CHV program. By the EOP, Regional and Central 
District staff were to have developed problem solving skills, and 
a working environment was to have been established in which new 
ideas could be tested and implemented. In quantitative terms, up 
to 5 innovative activities are to be been tested over the LOP. 

2. Activities to Date 

Specific funding for this component of the Project was not 
included in the Project P a ~ e y  as it was thought that regional and 
district level personnel would develop their own innovative ideas 
and that the Institutional Contractor would piovide TA as requested 
to assist in research methods and data analysis. By September 1992 
it became clear that the Contractor would have to play a more 
active catalytic role and would need a budget for local currency 
expenses in order to do so. An amendment to the JSI contract, 
dated January 1992, added funds for the purpose of supporting 



- - 
- innovative activities. Since that date, these funds have been used 

to support: 
- 

o A study of the potential for increasing private sector 
involvement in the provision of FP/MCH services in Nepal. 

o Participation of 2 GON officials in a one-week management 
course on finding innovative solutions to problems. 

o A study of the early post-operative complications reported by 
VSC clients (200 laparoscopy, 200 minilap). 

o An activity which provided up to NRs. 15,000 (level set by 
CPJID) for innovative proposals of DPHOs. Of the five DPHO 
proposals received by the project, two were funded, one to 
conduct a "District Team Buildingtt exercise (Makwanpur), the 
other to provide signboards advertising FP/MCH services for HP 
(Chitwan). Reports are to be provided by the DPHOs on the 
impact of these innovations on service delivery. 

3. Issues and Discussion 

It is a bit early to evaluate the orientation and impact of 
activities under this component as few activities have been 
undertaken, however it is possible to note that the potential 
impact of the activities ranges from small to large, and that the 
subject matter covers both management and clinical issues. 

The potential for expanding activities under this component of 
the project exists if increased emphasis is placed on influencing 
policy and strategy development at the national level through the 
testing of strategies for service delivery at the district level 
and below. 

Regarding support for an innovative activity in cost recovery 
it is useful to review what is currently going on in this area in 
Nepal. Few would argue that the recurrent budget for the public 
health system in Nepal is inadequate. Government expenditure for 
the health sector as a percent of total government expenditure has 
been declining to under 5 percent, donors finance a significant 
proportion of recurrent as well as investment expenditure, and 
drugs allocated to health posts are usually reported to be 
sufficient for only 4-5 months of the year. Government policy 
permit hospitals to form boards which have the authority to set fee 
levels and retain revenue for use by the hospital, including 
increasing salary payments. The government has also permitted 
donors such as WHO and several NGOs to develop health post level 
cost recovery schemes, of which there are about 10 different models 
in N~pal, involving from 5 to 80 health posts in each scheme. Two 
donors have been active in policy dialogue with respect to health 
care financing. WHO and UNICEF have facilitated the formation of 
the task forces on "Health Economics and Health Financing Studiesft - 



and "Essential Drugs" respectively. Both task forces have and are 
in the process of conducting studies on health economics and health 
care financing, with the studies primarily being carried out by 
Nepali officials or academicians "/ . 

4. Conclusions and Recommendations 

1. Funds available for innovative activities should continue to 
support innovations in service de'ivery, however with higher 
ceiling for activities proposed by DPHOs. If overall funding for 
this activity is sufficient, then funds should be also allowed to 
support small grants which support testing and analysis of service 
delivery options. 

2. To participate in policy dialogue on health care financing 
USAID should request to the MOH to be invited to participate in 
future task forces on health care financing. 

3. Regarding the drug cost recovery schemes the project has 
several options: 

o Initiate drug cost recovery scheme in a district which has not 
received assistance from another donor. Training for HPI in 
standard treatment guidelines and revolving fund management 
skills is recommended. 

o Strengthen the MOH information reporting system on the drug 
schemes by having all schemes report on the same forms as for 
the WHO program, and by assisting in analysis of the reported 
financial data. 

4. Should USAID wish to make a unique contribution to the 
discussion of health care financing in Nepal it is recommended that 
this assistance be focussed on financing issues at the district 
level. Specific analyses in this area would include: i) study of 
zonal/district hospital costs, revenue, utilization, management and 
quality; ii) exploration of mechanisms to provide additional 
financing for DPHOs (e.g. local taxes, proceeds from an economic 
activity, a surcharge added to the fees collected by health posts) ; 
iii) development of a district-wide financing scheme through health 
insurance, and iv) comparison by district over time of HMG budget 
and donor financing for FP/MCH programs by type of input. 
Technical assistance and financing for these activities might be 
sought from centrally-funded projects. 

"/ While in general further rigor might have been applied 
in the studies, they are useful contributions to policy discussion 
in this area, and may be more readily applied because of their 
authorship by Nepalis. 
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5. Determination of whether other studies or actions in health - financing should be undertaken should follow the August 1993 Second 
Seminar on Health Economics and Health Financing at which it will 

- be possible to determine the quality of the research commissioned 
for that meeting and to participate in discussions which lay out 
future research and actions to be undertaken. 



A. INTRODUCTION 

The family planning component of the project includes a number 
of elements. Specific activities under this component include: 

Institutionalization 
Quality assurance 
Private sector provision of family planning 
Family planning policy initiatives 
Commodity and logistical support 
Management information system 
other family planning activities 
Multi-sectoral activities 

The project was intended to increase the range of family planning 
methods provided, strengthen voluntary surgical contraception and 
other clinical contraceptive services through improved training, 
counseling, screening and quality assurance. Most attention has 
been given to the program and process of institutionalization, 
whereby a district at all levels attains the ability to provide 
quality family planning services, regularly, routinely and on 
demand. 

The evaluation team was asked to specifically look at 
institutionalization, the Government of Nepal's commitment to the 
program, any changes that should be made to the program and USAID'S 
support to it, and additional inputs USAID should make in non- 
institutionalizing districts. The team was also asked to identify 
areas of support for Nepal under the Priority Country Strategy. 
This following chapter focuses initially on institutionalization, 
contributions the project is likely to make toward the broader 
project objectives, and recommendations for future areas of focus 
for tne project and areas of support under the Priority Country 
Strategy. Progress achieved by the project to date against 
logframe objectives for family planning appears in Appendix D. 

B. OVERALL DESIGN OF FAMILY PLANNING COMPONENT 

1. &mes and Discussion 

The objectives of the project are appropriate and relate to 
the objectives of the GONVs new health policy as articulated in the 
8th Five Year Plan (1992-1997) which specifically aims at reducing 
infant mortality rates (from 102 to 80), maternal mortality (from 
850 to 750), under-five child mortality (from 165 to 130) and total 
fertility (from 5.8 to 4 . 5 j  in an integrated and sustainable way. 
USAID should continue the broad objectives of this program and 
approach, with some adjustments to implementation focus. 



While the broad objectives of the program are appropriate, 
there are some weaknesses in linkages between the inputs and the 
broad objectives. Although the specific inputs should be mutually 
interactive, they are fragmented and not linked together 
sufficiently to be certain of an impact on the whole. In family 
planning alone, there are seven major program elements and at least 
14 sub-elements - some of which are fairly discrete - implemented 
through 11 institutions, and several sub-institutions. There are 
not very many linkages among these elements. Training, for 
example, is a component under almost every element, with little 
apparent synthesis of how each specific training program (asepsis, 
IUD insertion, etc.) contributes to overall service delivery. 
Moreover, while one of the project objectives is to insure that a 
wide range of family planning services are available, the inputs 
are geared toward vertical elements, i.e. IUD training, asepsis 
training, with little attention to insuring that all methods are 
offered. 

Fragmentation in the project design also extends to the 
selection of districts. The Central Region with its 19 districts 
are to receive at least 50% of overall project resources; most of 
the family planning inputs are in the set of 15 institutionalizing 
districts of which a subset of seven are in the central region, 
another subset of four are designated operations research 
districts, with another two designated as control districts. 
Specialized program elements are aimed at each of these subsets, in 
varying degrees of effort. 

2. Conclusions and Recommendations 

1. USAID should re-focus its family planning program support on 
four broad elements. These elements are: i) logistics, MIS, and 
co..traceptive supply, ii) quality assurance, iii) private sector 
support, and iv) support for testing implementation strategies. 
Recommendations pertaining to each of these areas follows a 
detailed disz?lssion below. Choice of these four areas is 
consistent with the project paper and A.I.D.,s comparative 
strengths and is in keeping with discussions with HMG officials, 
health staff interviews, observations of the team. 

2. District-level family planning activities related to 
institutionalization should continue to be focussed in the original 
15 institutionalizing districts. Expansion to new districts will 
depend upon the adequate completion of tasks in the original 
districts and upon the GON's designation of other districts as 
institutionallzing. 



Institutionalization is the program and process whereby a 
district delivers the whole range of family planning services at 
all levels of the health care system, including hospitals, primary 
health care centers (when built), health posts, sub-health posts 
and outreach workers routinely, year-round and on demand. This 
definition assumes that each level of the health care system has 
the equipment, appropriate facilities and trained manpower to 
deliver services or the ability to refer clients for services as 
necessary. It also assumes coordination of personnel and 
facilities at the district level to insure that all clients' needs 
are met effectively. 

2. Activities to Date 

To date, 15 districts have been designated as 
institutionalizing districts (see Map 2). These districts no 
longer have VSC camps or provider or client incentives. Services 
are offered through static facilities, as part of the hospitals' 
program. Specific USAID inputs into this program include: i) local 
cost support to FP/MCH for clinical training, maintenance and 
repair of facilities, complications treatment and basic equipment; 
ii) counseling and clinical training through AVSC/NFCC, iii) a 
survey to identify equipment and facility needs and the subsequent 
provision of equipment; iv) quarterly coordination meetings 
including DPHO and medical superintendents from all 15 districts 
through New ERA; and v) technical assistance from JSI. 

Four of the 15 districts have been designated as part of a 
operations research "Systems Development Program (SDP)" supported 
by NFCC, AVSC,the Population Council, and New ERA. In each these 
districts, a new VSC operating theatre is being constructed, and 
should be completed in October 1992. In addition, IEC support is 
provided through Johns Hopkins University/Population Communication 
Services project, an alternative reward system is being piloted, 
and a baseline and final survey will be conducted to assess these 
: -....** 
r a r y r r r .  

To date, the equipment/facilities surveys have been taken and 
are being finalized, coordination committee meetings have been 
held, and all 15 districts have been visited by JSI. In the SDP 
districts, the baseline survey has been taken, construction of the 
VSC service sites will be completed in October 1992, and a pilot 
community IEC program has just been launched. 





C. Jssues and Discussion. 

Institutionalization is a process that is no where near 
complete. There are a number of factors which account for the 
delay in the process, and which raise a number of issues. It is 
worth noting that virtually all of these issues were raised in the 
1987 AVSC ttAssessment of the Institutionalization of Family 
Planning and Voluntary Surgical Contraception Services in Nepaln 
but have yet to be fully addressed. 

Most of USAID's inputs are appropriate, particularly the 
attention to site renovation and training, however they are too 
widely disbursed in too many program components and geographic 
demarcations. Specific factors affecting the process of 
institutionalization to date are: 

Preconditions for the removal of 3ncentives were not met. Most 
notably, facilities and human resour:ces were not in place necessary 
to build the hospitals' capacity to meet the VSC demand throughout 
the year, and particularly in the winter season. The only activity 
that took place according to schedrlle was the discontinuation of 
the provider incentives. The effective implementation of this 
program is dependent on the fulfillm?nt of several basic conditions 
that should have been assured prior to the discontinuation of the 
VSC camps and incentives: 

o Fvailabilitv of amro~riate and safe facilities at the static 
service site. These static :sites were not renovated nor 
equipped before the camps wc!re discontinued. A phased 
transition would have alleviated much of the disruption in 
services. 

o Availabilitv of trained service providers at the static sites. 
While training and staffing are currently going on, in most of 
the sites we visited, not even the minimum contingent of 
trained, available staff were in place, particularly for VSC. 
In all districts visited, we net only one family planning 
doctor, (Rupendehi) and he had not been paid in two months. 
All hospitals indicated that they would have difficulty 
meeting demand this winter. 

o Seasonalitv. Seasonality of demand for VSC services is an 
important issue for Nepal's family planning program, and very 
little was done to address this prior to the discontinuation 
of the seasonal camps. More people have VSC done in the 
winter because: i) this traditionally was when the service was 
offered through camps; ii) there is a wide belief of higher 
incidence of infection in the summer; iii) people do not want 
to be operated on in the heat of the summer; iv) during the 
winter, the planting/harvesting requirements are less and 
people have more time to have the operation. A number of 
people told us that an extensive recovery period was required, 



some hlelieved as long as one month. Theoretically, as the 
notion of constantly available services becomes widespread, 
people may begin to avail themselves of services year-round. 
This makes service provision much easier, since institutions 
won't have to prepare to meet such a large demand at limited 
times of the year. An appropriate, targeted information 
campaign could mitigate these problems tremendously. Because 
the issue of seasonality was not addressed, the existing 
hospital system is not equipped to cope with the expected 
large demand in the coming winter. 

Preconditions were not laid out at the beginning. Not only were 
necessarypreconditions not met before institutionalization started 
and the program disrupted, but these basic conditions were not 
considered. However, the 1987 AVSC assessment recommended the 
provision of all these "necessary inputsn during their Phase I1 of 
institutionalization, while camps and provider incentives were to 
be eliminated in Phase 111. 

Management Issues. The way in which the new program is to be 
managed was not discussed with hospital superintendents nor DPHOs 
the team spoke to. While the hospitals were asked to carry-out VSC 
as part of their regular hospital services, they were not given 
clear-cut guidance, authority nor resources to carry this out. In 
many of the hospitals we visited, the medical superintendent, while 
agreeing to take on this responsibility, indicated that if the 
hospitals are to take this responsibility, they would need 
additional staff / , facilities, equipment and expendable 
commodities under their administrative control. 

A second concern is that it is not clear to district personnel what 
the division of labor and responsibilities are between the 
medical/hospital staff and the DPHO staff. In addition, with the 
revision of roles and the possible demise of regional offices, 
there is a potential disruption during the transitional period. 
Thus care should be taken so that the management and supervision of 
the district programs is not disrupted and continues effectively 
during both the transitional period and in the long term. 

The MOH's reorganization plan calls for the posting of a District 
Health Officer, who will oversee the curative and preventive 
(Medical Superintendent and DPHO) elements of a district's health 
program. The District Health Officer is to have public health 
degree and be responsible for administration, finance, MIS, 
training and logistics and supplies for the district. Eventually, 

12/ The MOH plans to post teams of six people including one 
full-time medical officer to district hospitals in 
institutionalizing districts to assist with the family planning 
workload. These teams will be part of the hospital staff, and it 
is not assumed that they will do only family planning. 



the districts will have single health budget, but in the interim, 
there is a separate curative and preventive/public health budget. 
While this is an ideal situation, it may be some time before this 
structure is in place and functioning in all districts. In the 
interim, careful joint planning between the medical superintendent 
and the DPHO will be required to insure that personnel, facilities, 
and equipment are appropriately staged to meet the demand for 
family planning services. 

Incentives. A strongly expressed view was the incentives should 
be reinstituted in 15 institutionalizing districts. If they 

are put back now, they will always be there. One doctor questioned 
how long the government would be able to pay incentives. Doctors 
and officials interviewed in Chitwan, Rupendehi and Kaski all felt 
that incentives do not matter all that much to providers. (It 
should be noted that by and large these officials were either the 
FP doctor, the DPHOs or the Medical Superintendent, and not 
necessarily the ones hit hardest by the discontinuation of 
payments.) At the same time however, there was a unanimous concern 
about staffing shortages and lack of capacity/time/trained 
personnel required to meet the expected demand for VSC this winter. 

Target Mentality. On a number of occasions, we encountered the 
pervasive notion that providers will try to meet target for number 
of procedures, but no more. For example, in one district last 
year, the institution had a target of 500 procedures, and had 
performed 498, and had 6 clients wanting a VSC procedure. The 
family planning doctor was told by DPHO to do only two more. 

4.  ~onclusions and Recommendations 

. The team feels that institutionalization - the program and 
process whereby health institutions and service delivery points at 
all levels provide the full range of family planning services on a 
regular basis - is an important program and relevant to both 
immediate and long term health and family planning needs in Nepal. 
However, as in all new programs, the transitional phase is 
difficult, and in this case has barely begun. The implementation 
has also been effected by the political transition of the last 
several years as well as a number of programmatic disruptions. 

There is real potential for the success of 
institutionalization. For example, in one of the 
institutionalizing districts visited by the evaluation team, we 
found a hospital that was providing VSC services for the first time 
as a result of the institutionalization program. Chitwan not only 
fulfilled its targets, but 40 percent of these procedures were done 
by the district hospital, where in previous years, all VSC targets 
had been met by the FPAN. This shows a tremendous increase in the 
capacity of the MOH hospital to take on clinical family planning. 



Specific recommendations regarding institutionalization 
include : 

1. USAID should continue to support HMGfs institutionalizing 
district program, eventually expanding this program nation-wide. 
The quality assurance efforts described below should be a key 
effort in facilitating institutionalization. 

2. Given the confusion that exists as to what exactly is meant by 
institutionalization, the project should made some efforts to 
develop materials (e.g. hospital and DPHO posters and staff 
brochures) whereby the specifics of institutionalization can be 
understood. 

3. Incentives should not be reinstated in the 15 
institutionalizing districts. Rather, support to the 
institutionalization effort should be continued. While the program 
should compensate doctors for their time and develop mechanisms to 
make the provision of FP services an attractive program, a per case 
incentive system has far too many quality and volunteerism 
implications to be acceptable and we believe would damage the 
program in the long run. At the same time, USAID should assist the 
GON to find ways to insure that there are enough service providers 
to meet the expected demand. 

4. USAID should support the expansion of SDP activities beyond 
the four operations research districts to the rest of the 15 
;.nstitutionalizing districts as soon as feasible. 

5. USAID and HMG should proceed very carefully in expanding 
institutionalization to additional districts. This expansion 
should be done in a phased manner, with careful attention to 
insuring that facilities and personnel are in place before mobile 
camps and incentives are dropped 13/. Preferably this expansion 
should begin with the districts where a District Health Officer is 
place as proposed in the MOHfs reorganization plan. 

13/ The 1987 "Assessment of the Institutionalization of Family 
Planning and Voluntary Surgical Contraception Services in Nepal" by 
AVSC gives recommendations on phasing in institutionalization. 
These recommendations are still relevant, and provide a useful 
reference. 



D. CONTRkCEPTIVE PREVALENCE AND METHOD MIX 

1. prosress to Date 

Available information indicates a country-wide increase in the 
contraceptive prevalence rate (defined as a percentage of married 
women of reproductive age practicing contraception) over the last 
15 years. The CPR rose from 2.9 in 1976 to 21.4 in 1991 - a seven- 
fold increase (see Table 4.1). 

Early indications from the 1992 Nepal Fertility and Health Survey, 
although not published yet, corfirm the rise in CPR with a nationel 
CPR slightly above the data from the FP/MCH Management Information 
System. 

r 

TABLE 4.1 
Nepal Contraceptive Prevalence Rates 

1976 - 1991 

The CPR in 15 instituti@~,alizing districts seems impressive 
compared to that in the 60 ncn-institutionalizing districts, as it 
is 2 to 2.5 times higher in institutionalizing than in non- 
institutionalizing districts. Sttiiting at an assumed baseline of 
25 percent CPR in institutionalizing districts at the beginning of 
the project, the estimated CPR of 30 to 40 percent in the 15 
institutionalizing districts has already exceeded the CS/FPfs 
target of increasing CPR in project districts by 20 percent. 

The comparative trend between institutionalizing and non- 
institutionalizing districts before and after the start of the 
institutionalization program (1989/90) indicates a slightly sharper 
rise in CPR in the 15 institutionalizing districts than in the 
remaining 60 districts (see Table 4.2). 

1991 

21.4 

Source: 1976: NFS; 1981, 1986: NFFS; 1991: FPIMCH MIS 

Year 

CPR 

1976 

2.9 

1981 

7.6 

1986 

15.1 



I TABLE 4.2 1 

Targets as defined in PRISM 
ource: FP/MCH MIS and Survey data I 

However, given the relatively better socio-economic situation of 
these 15 institutionalizing districts 14/, the baseline CPR for 
these districts may have been higher than the other 60 districts. 

The full range of family planning methods in the GONfs family 
planning program includes VSC (vasectomy and tuba1 ligation), depo- 
provera, IUDs, pills (coubined low dose oral pills), NORPLANT and 
condoms. The available information indicates that the nationwide 
contraceptive method mix is about 78 percent permanent methods, and 
roughly 22 percent temporary methods. 

2. llssues and Discussion 

There appears to be a decline in VSC acceptors over the last 
few years. This decline seems not to be ljnited to only the 
institutionalizing districts, but to be nationwide. Figures 4.1 
and 4.2 compar, new acceptors for different methods in all 75 
districts of Nepal and in the 15 institutionalizing districts. In 
fact, the 15 insti.tutionalizing districts account for over half of 
sterilizations performed, and virtually all of NORPLANT and IUD 
insertions. In these districts, the numbar of sterilization 
acceptors is slightly lower than the national average in favor of! 
a broader range of temporary methods. This movement is in line 
with one of the project's objectives of a broader ?ange of method 
choice (see Table 4.3). 

1 4 /  This classification scheme comes from "Nepal Family 
Planning Sectorm by Shyam Thapa, March 1992. 
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There are a number of theories about the decline in the number 
of VSC acceptors. One theory is that the critical mass of persons 
desiring VSC services have already been served. Another possible 
reason is the shift in the GON's targets. In past years, t51e 

program was heavily, if not completely, skewed toward VSC, ::d 
districts were given specific VSC targets; now districts are given 
overall contraceptive prevalence tarqets. Also, because of the 
national transition phase to democracy, program services may also 
have been disrupted. A combination of these factors may have 
brought about the decline in VSC procedures nationwide. 

Another possible factor contributing to this decline is the 
withdrawal of provider incentives and centrally operated camps in 
the institutionalizing districts. This withdrawal was done before 
the essential preconditions for institutionalization were met - 
particularly with regard to the placement of appropriate facilities 
and adequate numbers of trained staff. Our observation and the 
consensus of those interviewed is that the withdrawal of incentives 
is not the primary cause of the decline in VSC procedures. 

. 

TABLE 4.3 
Method Mix: 

Continuing Users of Various Family Planning Methods 
in 15 Institutionalizing districts and Nationwide 

It is important to note that Nepal has very good natural 
spacing. According to the 1986 NFS, the average birth interval is 
over two years, due to an average of nearly 25 months of breast- 
feeding with about 18 months of post-partum amenorrhoea ''/. This 

Location 

Nationwide 

15 Institut. Dist 

Share of 15 dist. 
in 
national total 

15/ Shyam Thapa, ttDetermlnants of Fertility in Nepal: 
Applicatjons of an Aggregate Model", Journal of Biosocial Science, 
Vol. 19, 1987, pp. 351-365. 

29 

Source: HMG/MOH/FP/MCH MIS, updated 2049.4.1 (September, 
1992) 

Continuing Users by method 

Cond 

5.5 

2.54 

24.06 

Norpl 

0.9 

1.66 

92.74 

Pills 

4.9 

2.79 

29.26 

Depo 

8.9 

12.66 

73.52 

IUDs 

1.4 

2.04 

91.39 

VSC 

78.4 

77.96 

51.63 



.. 
extensive breast-feeding practice and long birth intervals does not 
seem to have declined significantly. This factor should not be 
overlooked in determining method mix. 

The HMG is currently recommending a method mix of 65% 
permanent methods and 35% temporary methods. What is important to 
keep in mind is that a family planning program should offer all 
available methods and the client should be encocraged to choose the 
method best for her or him. Ruthermore, the acceptors profile 
(from FP/MCH MIS, 1992) indicate that the number of sons surviving 
for VSC acceptors is 2.1, versus 1.6 for Depo-provera, the most 
popular temporary methods. There is also a difference of 0.5 for 
total number of childxen ever born to these two groups of family 
planning acceptors. This indicates that rising utilization of 
temporary methods may be serving the felt need of postponing 
pregnancy. 

Several people noted that women were reluctant to use 
temporary methods and preferred to have all the children they 
wanted, then go for sterilization. In some discussions with women, 
they indicated that then was no where to go with questions about 
these methods, and tl .re were many concerns, rumors and 
misinformation. One Depo zlient, who became amenorrheic, was told 
at the health post that she was infertile. Many people reported 
that women do not like to use pills because they don't like to take 
them every day, pills make them dizzy or light headed, etc. Also 
many noted that one of the most commonly felt problems is that depo 
and NORPLANT sometimes cause irregularities in menstrual cycles, 
particularly excessive bleeding which many women can not tolerate 
given the already high prevalence of nutritional anaemia and 
societal constraints associated with menstruation. 

There are indications that the age and parity of VSC acceptors 
is declining. That may be also due to declining infant and child 
mortality, which provides the security of survival for already born 
children (see Table 4.4). One of the most important factors seems 
to be the desire for two sons. Because of this temporary methods 
are very important for women who have not completed their desired 
family size. 



Preference 

E. QUALITY ASSURANCE 

1. Activities to Date 

The purpose of the project is to improve the quality and 
coverage of child health care and family planning services. 
According to the logframe, one output of the project leading to the 
successful achievement of this purpose was to establish a full 
service family planning program. Components of this included 
institutionalization of FP services in selected districts, a 
smoothly operating contraceptive logistics and supply system, 
development of IEC capacity and clinical method training, and 
counseling training. 

To date, counselling training for 134 district staff has taken 
place. In addition, training has also taken place for 32 staff in 
IUD insertion, 171 staff in asepsis and OT management, and 49 staff 
in VSC and basic minilap training. 

PRISM includes four indicators related. to quality assurance. 
The first called for 15 hospitals providing the full range of 
family planning methods year-round (instirutionalizing). To date, 
while 15 hospitals in institutionalizing districts provide family 
planning, they have yet to achieve full institutionalization (see 
Table 4.5). The second PRISM indicator referred to the percentage 
of family pliinning clients in the 15 districts receiving counseling 
according to protocol increasing to 90 percent (PRISM did not 
provide the baseline percentage). The third indicator called for 
the institutionalization of clear cut quality standards. A 
national medical standards guideline has just been released by the 



MOH. Lastly, PRISM cal led for  the decline of infect ion rate  from 
family planning methods, but did not indicate e i ther  a basel ine nor 
target  l e v e l .  



2. Issues and Discussion 

Critical elements of a basic quality program are relatively 
weak in Nepal, including adequate counseling, adequate information 
about all methods of contraceptives, and adequate medical screening 
and follow-up. 

Basic quality family planning service provision is one of the 
most important elements of a successful family planning program. 
When high quality voluntary family planning services are offered, 
prevalence increases dramatically. Basic quality services include 
several elements: 

o Availability of all methods. 

o Concern for client satisfaction. 

o Information about each method provided to clients in a 
private, non-coercive atmosphere. 

o Medical screening for contraindications, information about 
possible side-effects and follow-up, and more importantly the 
availability of that information to both providers and 
clients. 

o Safe provision of both surgical and non-surgical methods. 

o Satisfactory condition of facilities. 

o Availability of trained h m a n  resources. 

o Clinic monitoring system that allows for retrieval of client 
records and history for assessing client continuation and 
follow-up for possible side effects. 

Wherever the team visited, family planning counselling was 
found to be weak. We were often told that one staff memher had 
been sent for counselling training, but there was never any time to 
do the counselling. Counselling is certainly not seen as one of 
the basic elements of family planning provision, clients tend to be 
given whatever method they've heard about before they come into the 
clinic and therefore ask for, or whatever method the provider has 
been trained in. Providers tend to be more concerned with meeting 
the method targets set for each district by the center, rather than 
encouraging a demand-driven method mix. Overall, there is not 
enough emphasis on importance of choice and more particularly on 
informed choice. 

During our field visits, we conducted a rapid analysis and 
review of the following select quality assurance indicators: 

o Availadility and condition of facilities, including the 



availability of trained human resources. 

o Medical screening information on clinic cards. 

o Client satisfaction through exit interviews. 

The analysis found that of a sample of 60 client cards for Depo 
acceptors, in only 33 percent of the cases was a medical history 
taken and only 47 percent of clients had blood pressure checked. 
None of the cards had information on breast-feeding, an importar~t 
element for medical as well as demographic/information reasons. 
Clinic cards, where available, were not filed systematically to 
insure appropriate follow-up, and for assessing continuation rates. 
A detailed discussion of this review appears in Appendix E. The 
findings indicate that the quality index of the family planning 
services provided in a number of institutionalizing districts does 
not meet a basic quality standard. 

3. Conclusions and Recommendations 

1. Much of USAIDts family planning efforts should be refocused 
under the rubric of quality assurance, defined briefly as ensuring 
the availability of a full range of family planning services, with 
proper counselling and medical screening. This should be 
implemented on a district by district basis, beginning with the 
investment already made in the institutionalizing disti-icta:. 

2. To operationalize "quality assurancew USAID should: 

o Strenuthen and activate the existins aualitv assurance team. 
and sive them a clear cut role. An important mechanism for 
Faplementing quality assurance objectives is the existing 
quality assurance team (QAT) located within the FP/MCH 
Division, Ministry of Health. This should be a small flexible 
team, and include members of the JSI technical team, an FP/MCH 
staff member, and possibly the WHO local consultant on safe 
motherhood or staff from local NGOs such as NFCC. The quality 
assurance team should spend a good deal of time in the 
districts and provide technical support to the district health 
team (Medical Superintendent, DPHO and staff) to find 
practical ways and means for solving problems and constraints 
related to quality, delivery,and availability of family 
planning services. 

Ustitutlonlze ecrualitv as 
. . o surance at all levels. and devel0~ 

bdicators. The QAT should work with district health teams to 
develop an index of service delivery achievement that 
incorporates quality of service dimensions as well as counts 
of the quantity of acceptors. This should be used nationally 
to assess progress. 



3. USAID should provide leadership in clinical methods training. 
The selection of trainees should be guided by a district by 
district needs assessment, and tied with the counselling training, 
to insure that service providers can discuss all method options 
with clients. In addition, USAID should work closely with the 
HMGts training coordination working group that is chaired by UNFPA 
and includes other donors, in conducting an overall needs 
assessment for family planning training and in using results of 
this assessment in developing and implementing training programs. 

4. USAID should continue to support HMG's institutionalization 
program. This includes support in the following areas: 

o Facilities: USAID should continue to support the renovation 
of FP operating theatre facilities by continuing those in 
process, working with other donors to support other 
renovations, and provide assistance to districts to do it 
themselves. 

o Outlets: The project should work with the district health 
team to develop alternative ways to meet the family planning 
services demands (particularly for VSC), such as mobile 
clinics, etc. The quality assurance team will be a key 
resource in working with districts in this regard. 

o Staffing: USAID should support the MOHts efforts to place a 
six person team in each district. This can include clinical 
skills training, monitoring to ensure staff are in place, and 
training needs assessments. 

o Training: USAID through the QAT should work with the district 
health team and to identify training needs at the district 
level. 

o Information on Methods: IEC aimed at providing basic 
information about all methods, their advantages, 
contraindications, possible side-effects should be developed. 
This information should be made available to all providers at 
all levels, particularly outreach workers and F/CHVs, so that 
this information is readily available to all clients. 

o Alternative Rewards: Each districtts performance should be 
assessed with qualitative and quantitative standards for both 
targets and quality of services. The hiqhest performing 
districts in both categories should be rewarded through 
academic and/or clinical training, study tours, financial 
bonuses to the institutions, recognition by the Prime 
Minister, etc. 

o Coping Alternatives: The district team should be encouraged 
and supported to find alternative ways to cope with the 
seasonal demand for VSC, which may be more than the standard 



capacity of the hospital. Possible alternatives should be 
left to the local team, but could include nobile clinic where 
staff are compensated with appropriate and realistic TA/DA as 
well as salary. A mobile clinic system, which offers all 
methods of FP and is sent out from the district, can also help 
mitigate the problem of diminished accessibility due to static 
services. Another alternative is to contract with a local 
NGO, such as NFCC to assist with fillicg in the staffing gaps 
during the transition years. 

o Take Account of District Variations: Given the wide range of 
needs and capacities and social situations in all the 
districts, strategies for coping, motivating and rewarding 
service providers will vary considerably. Decisions on the 
most appropriate method should be left to the district, with 
strong support from the center. 

o Booking/Scheduling Systm: A system for scheduling VSC 
clients should be established so that the relatively limited 
daily capacity of district hospitals (10-15 per day in some 
cases) can be managed to meet the need. 

o Post Partum/Post Natal Programs: Support for adoption of 
these programs in institutionalizing districts. 

o Clinic Card Systems: Broaden efforts to institute clinic card 
systems which mandate medical screening and facilitate 
adequate follow-up 16/. 

F. LOGISTICS, MIS AND SUPPLY 

1. Activities to Date 

USAID is one of the primary suppliers of contraceptives, and 
has also put effort into the dc?velopment of an MIS system. While 
strengthening the logistics system for contraceptives is included 
the Proiect PaDey, it is focused within the regional context. 
Whereas a nationwide system is a critical element in insuring 
quality, availability and coverage of family slanning services. 

The project Paaer called for the redesign of the commodity and 
contraceptive logistics system from a "push system" to a regionally 
based system responsive to district-level needs. There are 
apparently still problems with the contraceptive logistics system, 
the team heard reports of shortages in contraceptives, particularly 
in Depo-provera, although this latter case seems to have been a 
donor-supply issue. 

16/ See National Medical Standard for Contrace~tive Services, 
HMG, Ministry of Health, FP/MCH Division, Nepal November 1991. 



2. Jssues and Discussioq 

There are two MIS systems. The first is the FP/MCH service 
statistics system run by FP/MCH with assistance from New ERA. This 
system seems to be very effective in getting data from all 
districts on numbers of new and continuing users of family 
planning. Assistance from New ERA helped shift the formerly manual 
system to a regularized, systemized system that focuses more on 
continuing users. Previously the system only collected data on new 
acceptors. An important element of its success seems to be due to 
the fact that financial disbursements to districts are contingent 
upon their submission of the service statistic data. 

There is another MIS system for logistics reporting and 
recording. Unfort~nate1.y~ this is not tied to the service 
statistic system, thereby missing a good opportunity to tie 
contraceptive supply to actual service statistic data. At present, 
the logistics/supply reporting system seems to be more of an 
inventory/supply driven reporting system, than a demand-driven 
contraceptive supply system. 

3. Conclusions and Recommendations 

1. TJSAID should increase its efforts to assist HMG with the 
development of a national, well-functioning, systematic demand- 
driven logistics management system. Support to the MOH for this 
effort from the Office of Population's Family Planning Logistics 
Management Project with JSIICDC should be explored. 

2. USAID should assist the MOH in working with service delivery 
NGOs to insure that their service statistics feed into the national 
MIS. 

G. CONTRACEPTIVE RETAIL SALES COMPANY 

1. Activities to Date 

The Project Agreement (PROAG) included a conditions precedent 
calling for an increase in the private sector control of CRS 
(Section 4.2) : 

"Prior to execution by A. I .D. of a Cooperative Agreement with 
the Contraceptive Retail Sales Co. (CRS), funded under this 
grant, CRS shall, except as A.I.D. may otherwise agree in 
writing, furnish to A. I. D., in f o m  and substance satisfactory 
to A.I.D., evidence that CRS has adopted and implemented 
revisions to its memorandum of association and articles of 
association, as appropriate, to ensure effective private 
sector control of CRSw. 

Achievement of this conditions precedent was achieved after some 
delay. The MOH did not wish to reduce its control over CRS and so 



for a period of one year CRS operated from its retained earnings 
without USAID financial or commodities support. By mid-1991, CRS 
had revised its memorandum and articles of association permitting 
shares to be distributed to non-governmental organizations and 
purchased by private sector firms with the net affect of reducing 
HNGts share in CRS from 51 to 24.5 percent 17/. Prior to this 
change, the Chairman of the Board was the Secretary for Health ar.d 
members of the Board were appointed by him. After this change 
election of the Chairman and members of the Board is made 
biannually from among those government bodies and private companies 
holding shares. 

With regard to other major activities, CRS has made progress 
in some areas, but there remains progress to be made in others. 
Overall, CRS has a good chance of fulfilling the terms of its 
Cooperative Agreement by the EOP. 

Market Research: With respect to marketing audits, CRS has 
developed specific marketing strategies for each product. SOMARC 
is assisting with strengthening of these strategies. The conduct 
of a major tracking study remains to be done, and will be 
expensive. While the Project PaDer indicates that SOMARC will 
assist CRS with this activity, the SOMARC contract does not include 
this task. Finally, CRS did develop a proposal to develop a for- 
profit advertising subsidiary which was approved by the Board, but 
rejected by USAID. Advertising efforts utilizing the services of 
existing firms have been launched. 

Improved Communication Techniques: While CRS claims that it 
included brand reviews and creativelstrategy briefs in its Plan of 
Operations for 1992, in fact these strategies are not very 
different from thcse used in 198617. SOMARC is promoting the 
concept of productlbrand managers, and CRS has included a proposal 
for this in their 1992 Plan of Operations. They are still awaiting 
USAID'S approval of this plan. 

Better Tracking of Sales Network: CRS collects handwritten lists of 
point of sales from salesmen which are computerized to compile an 
annual list. 

Increased Cooperation with NGOs: CRS is to provide contraceptives 
to 3 NGOs by EOP. It is currently providing contraceptives to 
SCF/US and to the Nepal Red Cross. CRS experienced problems in 
reaching other NGOs during the period of the election but efforts 
to work with NGOs will resume. 

Expand Rural soaial Marketing (RSM) Efforts: On a pilot basis CRS 

''1 While HMG is no longer a majority shareholder, HMG 
remains the largest shareholder with no other entity having more 
than 7% of total shares. 



is working with 8 M C  in 4 districts. Female workers get a salary 
of NRs. 2OO/month and are provided supplies at a 50 percent 
discount. Prizes are provided to workers with the highest sales 
and best continuation rates. Refresher training is provided on a 
bimonthly basis. After CPR reaches 40 percent the program effort 
will be shifted to creation of a rural depot and the RSM moved to 
another area. CRS feels that the program is expensive and wants to 
keep as a pilot exercise. Issues of replicability and 
sustainability will affect this as other community worker programs 
in Nepal. 

Educational Programs in Up to 40 Districts: This is called for in 
the Project P a ~ e r  but otherwise doesn't seem to be recognized as 
part of the Cooperative Agreement. 

Financing of the Recurrent Costs of the Program: The goal of the 
project is that CRS finance 50 percent of salaries and benefits of 
CRS program by 1995. CRS1s revenues have covered over 50 percent 
of salaries since at least 1988, and over 20 percent of total 
recurrent expenditure (see Table 4.6) . However, revenues have 
covered a decreasing percentage of each category, due at least in 
part to failure to increase prices while adjusting to pressure to 
increase salaries to keep pace with inflation. 

T a b l e  4 .6  

CR8 Company Expenditures and Revenues 
1988-1991 
(in NRs) 

Revenue 

Increases in the prices of CRS products ranging from 20 to 50% in 
June 1992 will increase revenue assuming: i) demand price inelastic 
at these prices, ii) costs of operations do not increase, iii) 
personnel levels do not increase (e.g. in marketing). Given 
continuing inflation of 10-208 p.a. it is unclear that these one- 
time price increases will alone be able to keep revenue to at least 
50 percent of salaries. SOMARC is providing TA to assist CRS in 
the development of a plan to increase financial self-sufficiency. 



- - - Promotion of Temporary Methods in Nepal's Method Mix: One 
-=. objective of the project is for CRS promotion of temporary methods 

to facilitate an increase in the role of temporary methods fram 113 -- to 213 of method mix by EOP. This target does not match that of 

-- the GON which aims for 35 percent of method mix to be attributable 
to temporary methods. 

Increase in CYP through sales from 55,000 (1986) to 125,000 (1995): 
CRS experienced several years (1986-1990) of internal and external 
problems (e.g. changes in the general manager, one year hiatus of 
USAID funding) which led to a leveling off of CYP. Under new 
management, the CYP has increased from 49,000 in 1990 to 72,000 in 
1991. Renewed efforts and addition of new product lines (e.g. IUDs 
and Dspo) should facilitate CRSts efforts to reach the 1995 target. 

2. Issues and Discussion 

Over the period 1986 to 1990 CRSf performance was adversely 
affected by changes in the general manager and other senior 
personnel and by reluctance on the part of the MOH to increase the 
privatization of the organization. Sales have significantly 
improved since the arrival of the current general manager however 
the organization needs encouragement to review and undertake 
changes in operations to improve marketing and sales of existing 
and new product lines. 

One factor which may contribute to CRS sticking to existing 
strategies is that CRS is faced with conflicting messages regarding 
USAID oversight us. privatization. On one hand, USAID requires the 
privatization of CRS's Board (of which USAID is a non-voting 
member) presumably to increase the p~ivate sector orientation of 
CRS. On the other hand USAID, through the audit process, ties 
CRS's hands with respect to any management decisions it wishes to 
take la/. While there are several options that CRS might follow 
'1, it would be useful for USAID and CRS to have additional 
dialogue on options which would allow CRS to operate with more 
autonomy. 

A second mixed message for CRS from this project the push to - 
- 

increase financial sustainabillty, while at the same time 
increasing distribution in rural areas. As long as the RSM is a 

18/ CRS wishing not to have any difficulties with respect to - 

USAIDts auditors will defer taking any major management action 
until approval is received from USAID. 

- 

19/ e.g. i) status quo (USAID funded) but with increased 
decision-making autonomy, ii) fully-private sector accepting - 

contract from USAID and other donors for provision of marketing and 
- 

distribution of contraceptives and other CS products. - 



pilot project it serves as a means to learn about new ways to 
distribute to rural areas. Nevertheless, CRS would probably not 
pursue this line of activity if it were giving primary 
consideration to financial sustainability concerns. 

3. Conclusions and Recommendations 

1. USAID should clarify for CRS what are sufficient procedural 
and reporting requirements for ~uditing purposes. Efforts should 
be made to minimize requirements so as to permit CRS to operate as 
independently as possible. Delineation and consideration of 
feasible alternative organizational strategies for CRS is 
recommended. 

2. SOMARC should provide additional input to strengthen CRS 
marketing efforts. Additional funds may need to be added to the 
SOMARC buy-in to provide CRS with TA support for the Major Tracking 
Study. 

3. The RSM program should be re-thought given its tangential 
relationship to central role of CRS. One possible alternate 
strategy is: 

Collaboration with public sector, i.e. provision of temporary 
contraceptives to VHWs and CHVs with CRS focussing on 
development of media and other communications meansto promote 
knowledge of and demand for FP methods among rural populations 
in Nepal. 

In addition, during the phase-out period the creation of rural 
depots might include essential drugs as well as contraceptives to 
better insure financial sustainability. 

4. USAID should, on an annual basis, specifically follow up with 
CRS on the issue of performance with respect to recurrent financing 
of salaries and benefits. CRS should show trend figures for a five 
year period and include simulations which indicate how revenues 
will be increased during the following 2 years. 

5. Technical assistance should be provided to CRS to reinforce 
efforts to train druggists and shopkeepers in appropriate methods 
of medical screening. This effort at improving quality will be 
especially important should CRS beccrme involved in the distribution 
of Depo. 

6 .  In support of efforts to control the spread to Acquired Immune 
Deficiency Syndrome, funds should be provided (perhaps from the 
centrally funded AIDSCAP program) for intensified program of condom 
promotion and distribution along major transportation routes in 
Nepal. 



H. PRIVATE SECTOR FAMILY PLANNING INITIATIVES 

In the area of family planning, the project is to support new 
initiatives to increase the participation of the private sector in 
the provision of family planning services. Specifically the 
project is to: i) enqage 4 major employers in the provision of 
family planning ser?ices to their employees, ii) train 10 
physicians in private practice trained in family planning, and iii) 
involve more NGOs in the provision af family planning services. 

2. Activities to Date 

In 1992 the project supported the conduct of a study of the 
potential for increasing the role of the private sector in tha 
provision of family planning. The study proposed that the most 
feasible option might be to link large employers with private 
sector providers who would provide family planning and other 
services for a modest fee which the employer would pay. AVSC/NFCC 
have already provided training and family planning equipment to 20 
private sector physicians. In ext'aange for commodities, the 
physicians provid,~ their service statistics to FP/MCH through NFCC 

O / .  Two NGOs, SCF/US and the Nepal Red Cross are purchasing 
contraceptives for their programs fro? CFIS. 

3. Jssues and Discussion 

In 1988/9 the population employedin manufacturing enterprises 
was estimated to bz some 140,631 y~ersons in 2,334 manufacturing 
units with some 12 percent of emplcyeea being women (16,875). Most 
of these enterprises are small with less than 50 employees. Firms 
with over 100 employees are required to have a first aid box and 
health assistant to provide health services, firms with over 500 
employees are required to have a clinic on the premises run by a 
doctor. The management of firms which have either of these health 
services gave generally positive responses regarding the addition 
of family planning and MCH services and educational materials to 
those they already provide assuming no significant additional 
capital and recurrent costs. 

Regarding private practitioners, evidence that the urban 
population utilizes physicians in private sector for medical 
services suggests that these providers represent a growing avenue 
for provision of family planning services. 

Criteria for physician selection? Number of potential 
physicians to be trained? Evaluation of level of services 
provided? What are future training plans? Conflict with CRS role of 
distributing to private physicians. 



Regarding non-governmental organizations active in famil~y 
planning, the Family Planning Association of Nepal (FPAN) is the 
oldest family planning organization in Nepal and is currently 
active in 24 districts, 21 of which have permanent clinics, and has 
plans to expand to another three districts. USAID'S direct suppoirt 
to FPAN is currently limited to some quality assurance activities 
with AVSC and NFCC. The evaluation team was impressed by the few 
FPAN sites visited during field visits. FPAN apparently plays a 
large role in supporting MOH service delivery. For example, when 
MOH service sites ran out of Depo supplies last year, many 
facilities reported that they referred clients to the FPAN 
facility. A number of the FPAN facilities were model quality 
service provider sites, with attention to client choice, 
availability of a wide range of methods and well maintained 
facilities. 

4. Conclusions and Recommendations 

1. Given limited female population in the industrial sector 
intervsntions with employers should be limited either to the 
industrial park clinics or firms with over 500 employees (and where 
the  majority of these being w~men): Either NFCC or FPAN could be 
used to provide training and educational materials. CRS can be 
involved to provide contraceptives on wholesale basis. 

2.. Greater priority should be given the current effort to provide 
family planningtraining to private physicians. Emphasis should be 
given to training doctors in major towns, especially those with 
practices for women (Ob/Gyn). Quality assurance measures, such as 
described above for the public sector program, should be 
introduced. CRS should be involved so as to provide FP methods 
(inc. IUD, Depo, Norplant) to physicians at wholesale prices. CRS 
should take over this role from NFCC. 

3. USAID and the Ministry of Health should continue to work 
closely with Fk.AN and explore ways of expanding supprt to FP-W and 
broadening areas of contact. 



I. POLICY 3WD STBATEQY DEVELOPMENT 

1. activities to Date 

USAID has supported policy related activities primarily 
through the RAPID project, and is about to provide technical 
assistance to the Planning Commission/Population Division and 
Ministry of Health by supporting a resident technical advisor for 
approximately six months. The team did not review the RAPID 
activities. However, both sets of activities seem to be 
appropriate. 

2. Conclusions and Recommendations 

1. The project should provide support for testing implementation 
strategies and issues. There are several issues and questions 
about implementation strategies that USAID can provide assistance 
in. In some cases, these studies may more appropriately be carried 
out by other donors. Suggestions made to the evaluation team which 
could be considered by USAID: 

o Follow-UP NORPLANT studv: A concern was raised by the 
relatively high removal rate of NORPLANT. 

o Follow-UD D e ~ o  study: This should focus on the continuation 
rate, reasons for discontinuation, and contraindications in 
acceptors, and follow-up care for side-effects. 

o mo-son factoy: There is a strong preference for having two 
sons before accepting permanent contraception, and having at 
least one son before temporary methods such as Depo are 
accepted. This has enormous demographic, programmatic and 
social consequences. Research should done on how to affect 
this tendency, and what actions need to be taken, and how to 
promote the importance of daughters. 

o Reasons for decrease in VSC acce~tors: Given the importnnce 
of VSC for health as well as demographic reasons, if: is 
important to look at why the numbers are declining. Is this 
a temporary shift or is it related to problems within the 
program or are there other demographic reasons? 

o Fiat do the clients reallv want? There are two sides to this 
question, the first relates to true family size/timing/spacing 
questions (beyond susi-y data) and the second relates to 
method choice and what the true method mix according to user 
preferences really is. 

o Refine s~ecific m u l t i - s e c t o r ~ a s e s :  Other sectors in 
addition to the health/family planning sector are very 
important in promoting and increasing the use of family 
planning. A study looking at specific activities that can be 



undertaken in other sectors such as agricultural programs 
aimed at improving women's economic status, should be 
explored. 

J. PRIORITY COUNTRY STRATEGY 

Nepal has recently been designated as a "Priority Countryw 
under A.I.D.,s Priority Country Strategy for population. This 
opens the door for Nepal to receive increased resources and 
attention in an effort to help curb high population growth, 
.increase prevalence and reduce high risk births. As part of this 
strategy, a detailed country strategy outlining areas of focus and 
specific areas of support from the central Off ice of Population 
resources will be developed. 

1. Conclusions and Recommendations 

1. Under the priority country strategy, USAID should expand 
efforts in the family planning sector in the areas suggested in the 
project focus by calling on additional resources from the Office of 
Population. Specifically, central resources over and above the 
current bilateral project inputs should be pursued in the following 
areas : 

o Logistics management: assistance from the Office of 
Population's Family Planning Logistics Management Project with 
JSI/CDC; 

o IEC: additional assistance from Johns Hopkins 
University/Population Communications Services Project to 
expand current SDP activities beyond the SDP districts and to 
explore developing andpro~riding information cards/manuals for 
servica providers on all contraceptive methods. 

2. In addition, USAID can explore the use of central resources to 
cover current buy-in costs for AVSC, SOMARC or the Population 
Council. If one or more of these buy-in costs are covered with 
central funds, bilateral monies freed up should increase local cost 
support in the institutionalization/quality assurance efforts. 



CHIWTER V 
MATERNAL AND CHILD HEALTH, CHILD SURVIVAL AND 

FEMALE COMHUNITY HEALTH VOLUNTEERS 

Project support for activities in maternal and child health 
(MCH), child survival, and Female Community Health Volunteers 
(F/CHVs) has been organized through both the MOH and CRHD 2' / .  
Given that under the MOH reorganization the regional offices will 
no longer exist it is necessary to address the question of how the 
regional and district-level activities under these components 
should be considered. In addition, the team was instructed to 
consider how more focus might be brought to the complexity in 
multiple areas of activity of the project. Three options to 
address these issues were considered for the child survival and MCH 
components of the project (see Appendix F). The most promising 
elements of each of these options are reflected in the 
recommendations below. 

B. COMPREHENSIVE MCH STRENGTHENING 

MCH activities under the project are described under several 
headings in the Project Paper, most specifically as an element of 
"Service Management and Delivery1I for the Central Region. The 
objective of MCH activities is to work through the regional and 
district levels to co-ordinate and strengthen all basic MCH 
activities at ilaka health posts in order to improve the quality 
and quantity of services available to mothers and children. The 
activities were to initially focus on a systematic reviews at the 
district level of MCH services, beginning with 5 districts during 
the first year of the project. These reviews were to serve as the 
basis for improvement of regional and district level staff's ski3.l~ 
in a whole range of management-related issues. 

2. Activities to Date 

USAID inputs are outlined in a supplementally funded annual 
workplans which are prepared and implemented by CRHD staff with 
technical assistance from JSI. Activities in the 1990/91 workplan 
were minimal due to political instability, but equipment was 
provided and orientation workshops were conducted in the 4 
districts of Makwanpur, Dhading, Rautahat, Bara. In 1991/92 
activities in the 4 districts have included training and 
supervision visits, initiation of MCH days at health posts when 

21 / Discussion in Chapter I1 under "Central Region 
ManagementjService Delivery Improvementn also pertains tothe areas 
of MCH, Child Survival, and F/CHVs. 



mothers come for antenatal care and under-fives clinic activities 
(EPI, growth monitoring, simple curative care, health educafion), 
supply of furniture to the CRHD, and supply of recording and 
reporting forms including antenatal and postnatal registers to the 
districts. Seventy-six (76) percent of CRHD supervision and 
monitoring/evaluation visits to districts were completed during the 
year. More than half the supervision visits occurred in the final 
trimester after the formation of an MCH strengthening team at the 
central region. The development this team approach at district 
level, including regional staff, since March 1992 has significantly 
increased the analytical approach to service quality with a more 
critical assessment of service statistics and district review data, 
and discussion of interventions for improvement. Activities in the 
1991/92 workplan are still ongoing. The 1992/93 workplan was 
submitted in June 1992 and has modified the original objective of 
expansion to 4 districts each year to 2 additional districts (not 
specified). 

3. Jssues and Discussion 

MCH strengthening activities have been conducted in 4 of the 
19 districts, a rate slower than the rate of about 5 per year 
projected in the Proiect PaDet;. Reasons for this slow pace of 
implementation include delays in signing of workplans, transfer of 
personnel, and delays in procuring equipment. P r o b l e m s  
associated with the signing of workplans have been addressed and 
workplans for 1992-1993 were completed by June 1992. Problems have 
also arisen at the district level where DPHOs were transferred 
after completion of the initial 4 district reviews. Initially 
there was no team approach at the district or CRHD levels in trying 
to improve MCH service quality. Achievements were usually the 
result of individual rather than team effort and there were serious 
problems in gaining the commitment and active supervision from CRHD 
staff despite their eligibility for supplemental TA/DA rate. Since 
the formation of a team approach in March 1992 these problems have 
significantly diminished. In order to solve many problems 
identified at district level, close liaison with national 
government officers is necessary. Regional staff have not been 
able to fulfil this role. 

4. Conclusions and Recommendations 

1. The project should expand work in improving the quality of MCH 
services at the health post and beyond through support to DPHOs. 
Specifically this support should include: 

o Formation of FP/MCH service quality teams at national level. 

o Development of district level FP/MCH service quality 
indicators and rapid appraisal methods for monitoring service 
quality at district level. 



o Contract with a local consultant to provide training in 
planning and management in the health sector at the district 
level (e.g. a retired DPHO) . 

o Co-ordinate meetings of DPHOs from selected districts to 
evaluate progress in MCH service quality, to develop planning 
and management skills, to encourage innovative activities in 
FPIMCH service quality and to allow peer group review. 

C. CHILD SURVIVAL ACTIVITIES 

This component of the project is to provide support to 
interventions related to major childhood health problems: diarrheal 
disease control (CDD), vaccine-preventable diseases (EPI), and 
acute respiratory infection (ARI) control. 

CDD activities include: i) basic training activities in ORT are to 
be carried out in the Central (and to a lesser extent Western 
regions), ii) development of monitoring and supervision systems, 
iii) introduction of a 500 cc ORS packet, iv) support for NGG 
activities in physician and other health worker training, and v) 
studies and research. 

EPI activities, primarily supported by UNICEF, are to be 
complemented by project support for: i) communications and 
educational materials and activities, ii) small scale surveys and 
studies that would be used for evaluation and planning of EPI 
services, and iii) Central Region activities in support of 
improvedlintegrated services (e.g. training and improved 
surveillance and reporting systems). 

ARI activities under the project are for support of intensive pilot 
activities with NGOs in up to two hill and two Terai districts, and 
in the Central Region for more general training activi5ies. 
Selection of this approach was based on USAIDts experience under an 
earlier project which suggested that development of an effective 
service delivery strategy remained to be developed. 

2. Activities to Date 

Several areas of activity under this component were dropped 
from the project as part of USAID0s focussing exercise. These 
include the plan to evaluate an ORS packet with a 500 ml container, 
and any EPI related activities. 

Regarding CDD, the project is providing support to CDD 
activities at both national and central regional level. Support to 
the national Public Health DivisionICD~ section includes Redbook 
funding support for training in diarrhoea case management, printing 
of posters, support for supervision and reporting and promotional 



activities. Basic training is given to all levels of service 
providers (district public health and health post staff), primary 
school teachers and scouts. Routine training activities in CDD 
were conducted in 7 central region districts in 1991-92 included 
150/153 (98%) of DPHO staff and 717/755 (95%) at health post level 
of planned training. Posters are printed and distributed through 
the national CDD section. 

CDD supervision and reporting is also coordinated by the 
national CDD section but should involve regions and districts. 
Intensive supervision activities carried out under a technical 
consultant to MASS with technical assistance from JSI. The 
objectives of intensive supervision are to promote the conduct of 
supervision activities for CDD by district staff based on the 
DPHO/CDD manual developed by the central CDD division, and to 
assess the extent to which knowledge and use of ORS by village 
mothers can be improved. This program has thus far been conducted 
in 4 Central Region and 1 Western Region districts, and will be 
expanded to 3 other districts in 1992/93. Analysis of the effect 
of this intensive supervision suggests that: i) CDD management by 
health post staff improved, ii) the quality of health education by 
VHWs and CHVs was less affected because they were less frequently 
involved at follow-up visits, and iii) the percentage of mothers 
making ORS correctly has increased from 32 to 66 percent in the 
sample studied. 

There are no formal national or regional level USAID inputs to 
ARI control except that in the 1992193 workplan JSI is to Itprovide 
assistance to national efforts in CDD, EPI and ARI as requiredu. 
At the district level, a pilot study of the use of F/CHV in the 
diagnosis and treatment of ARI is ongoing in Chitwan district. The 
study was planned and conducted by the Public Health Division ARI 
section with the technical assistance of JSI and the DPHO in 
Chitwan. A preliminary analysis of the study results identified 
problems with diagnostic accuracy, follow-up and supervision by 
VHWs and DPHO staff, and inadequate provision for drug resupply. 
The CDD/ARI section staff have included activities in the 1992/1993 
workplan to address these problems and discussed this with the DPHO 
in Chitwan. A repeat survey will be conducted next year. USAID is 
also supporting the Jumla project for ARI control which has made a 
major contribution to ARI research in Nepal, and a smaller project 
in Dang operated through the Nepal Red Cross with technical 
assistance from JSI. Dartmouth College are contracted to develop 
Jumla project activities to include family planning and nutrition 
inputs, and to make the program sustainable for future take-over by 
GON . 

3. Issues and Discussion 

Concerns were raised about the quality and value of routine 
CDD training at government TA/DA rates. At these low rates the 
commitment and interest of health post staff is variable and thus 



the overall impact of the training is in question. Further, 
interest and commitment to CDD at the national level is in some 
question as there have been 3 different national directors of the 
CDD division during the past 2 years. Finally, while the use of a 
local technical consultant for intensive supervision activities has 
been effective problems have arisen with the ownership of the 
program. 

4.  Conclusions and Recommendations 

1. The project should continue to provide support for the testing 
of strategies for implementation of child survival interventions. 

2. Existing work in CDD intensive supervision, ARI control by 
outreach workers, and Vitamin A supplementation should be completed 
and be linked to national level decision making. It is more likely 
that lessons learned from strategy implementation work in Vitamin 
A, CDD and A R I  will be incorporated into national programmes if the 
MOH officers responsible are more closely involved in the planning 
and evaluation of implementation activities. 

3. Project funds should be made available to support the 
production of joint GON/USAID papers on: 

o Control of Vitamin A deficiency in Nepal: medium and long term 
strategies. 

o The use of outreach workers for rapid diagnosis and treatment 
of ARI. 

o Expanding the correct use of oral rehydration solution for 
acute diarrhoea1 disease. 

4 .  In the longer term, USAID should give strong consideration to 
focussing their child survival efforts for just one of the child 
survival interventions on an expanded national basis. Vitamin A 
supplementation would be the logical choice for an expanded 
intervention, in which case support for other child survival 
activities might be phased out over LOP. 

D. FEMALE COMMUNITY HEALTH VOLUNTEERS 

A component of the project aimed at improving the service 
delivery and management in the Central Region supports the 
establishment of a cadre of Female Community Health Volunteers 
(F/CHVs) throughout the region. This component was described as a 
priority implementction activity by the PROAG, no doubt in part 
because F/CHVs fit under two of the project's themes: I1Beyond the 
Health Post" and 'lServices By and For Women". USAID's support for 
F/CHVs in the Central Region is complemented by UNFPAts support in 



8 districts of the Western region. Training targets were not 
included in either the FP nor PROAG, although it could be inferred 
that the number of F/CHVs to be trained or retrained would be 
upward of 6,000 (300 F/CHVs per district times 19 districts). A 
key activity of this component as described in the PP is the 
identification of local or district-level organizations, initially 
in 5 districts, which could serve to provide support to F/CHVs in 
lieu of the DPHOs providing this support. The PROAG described the 
development of training and supervision systems for F/CHVs as 
encompassing the local to the national level, but did not suggest 
that these need be non-governmental. 

2. activities to Date 

To date, the F/CHV component of the project has been one of 
the most successful activities under the Central Regional Health 
Directorate (CRHD). F/CHV activities funded under the CRHD Work 
Plans (Redbook) include: i) training - basic and refresher, ii) 
trimester meetings for DPHOs and HPIs, iii) biannual meetings of 
F/CHVs, iv) supervision, and v) printing of forms and registers. 
F/CHV activities funded under Supplemental Work Plans include: i) 
periodic district assessments (1 of 4 completed) , ii) 
orientations and TOTS for new health post and DPHO staff (3 of 3 
completed), iii) VHW training in information and supervision (19 of 
50 completed), iv) supervision (8 of 16 visits completed), v) 
regional meeting (completed), vi) F/CHV exchange visits between 
districts, vii) radio program, viii) CRHD accountant and logistical 
support, and ix) conduct of a literacy program in 3 ilakas of one 
district (2 of 3 ilakas started). To date, no activities have been 
undertaken to develop non-MOH organizations for the support of 
F/CHVs . 

3. Issues and Discussion 

In spike of the successful implementation of activities under 
the F/CHV cdmponent of the project several changes have taken place 
since the design of the project which may require aJjustments in 
the program; Specifically, there seems to be emerging debate about 
the 1onger:term function of F/CHVs. Are they supposed to be 
service providers, or health educators, or user group 
representatives who monitor the delivery of outreach services? Or 
a combination of all three functions? The entry of the MCH Worker 
at the sub-health post level also suggests a need for review of the 
role of the'F/CHV. Finally, the cessation of the payment of NRs. 
100/month to the F/CHVs has lowered morale and determination of 
possible means to provide non-salary incentives may need to be 
found to ensure the F/CHVs continue to be active. The training and 
management needs for the F/CW program will obviously differ 

22/ When these are complete they will serve as a source of 
information for evaluation of the program. 



depending upon the GON view of how F/CHVs should operate. 

Little material evaluating the F/CHV program is available 23/. 
For example, information is not available about attrition rates, 
nor about time spent in service, service or counseling outputs, 
etc. Given MOH and donor investments in the program, further 
effort to evaluate the output and impact of F/CHVs is warranted. 
Were such information available it would be of use to the NOH in 
developing clear policies and modifying programs for the future. 
USAID should provide technical assistance for the conduct of an 
evaluation, and further should finance a workshop to review 
evaluation findings with all interested parties. 

To date, the management of the F/CHV program has been located 
within the Public Health Division of MOH and the CRHD. After the 
reorganization of the MOH responsibility for the F/CHV program is 
likely to be transferred to the Family Health Division with a 
declining role for the CRHD. USAID should liaise closely with the 
MOH during this reorganization so that existing activities are 
continued and that newly appointed officers are aware of the 
details of the program component. 

4 .  Conclusions and Recommendations 

1. USAID support for F/CHV activities in the Central Region 
should continue. Information from interviews and the team's field 
experience show that the F/CHV program has been an important 
development. Large numbers of F/CHVs are trained and active in 
their cokaunities , serving as an important resource for future 
improvements in family planning and health at the village level. 

2. USAID should urgently assist GON to develop a clear policy 
about the future role of F/CHVs. Among the policy questions to be 
addressed are: 

o The precise expectations for and functions of F/CHVs. 

o The F/CHVs linkage to VDCs and female MCH workers. 

o Clarification of whether F/CHVs should be supplied with drugs, 
including those for treatment of ARI. If so, problems with 
drug resupply need to be addressed. 

o Program management - how will CRHD activities be continued if 
regional offices decline in importance and the MOH is 
re-organized? 

23/ One evaluation (Gurung, 1992) of F/CHV program has been 
over 2.5 years in preparation but only a very rough draft was 
available for the team's review. 

52 



o Future training - should F/CHV training be integrated with the 
training division of the MOH and the regional training centers 
or left to the discretion of DPHOs? 

o Should F/CHVs be used as client representatives in quality 
assurance work? If so, how? 

o The need for studies to evaluate different support systems for 
F/CHVs . 

o The role of major donors in coordinating support to the 
national F/CHV program. 

3. The poject should concentrate on developing local and 
district-level managerial support systems for F/CHVs already 
trained before expanding training of new F/CHVs. Experimentation 
with innovations should explicitly take concerns for replicability 
into account. 

4. Although the literacy activities undertaken under the F/CHV 
program have had an impact in increasing functional literacy they 
were not foreseen in the Project Paper and may not fit in with 
longer term USAID plans in health and family planning. Thus, 
these pilot efforts should be completed and phased out over the 
LOP. Lessons learned should be shared with the MOH and discussions 
held as to whether to include a literacy component in the CHV 
strategy with possible funding for its implementation from UNICEF 
and/or other donors. 



CHAPTER VI 
MALARIA CONTROL 

USAIDfs support for malaria control under the Child Survival 
Family Planning Services project has shifted away from provision of 
grant aid for the purchase of insecticides to support for 
environmental control measures, development of case detection and 
information systems, and development of skills in vector control. 
Specifically activities of tha project include: i) renovaticn and 
upgrading of a National Research and Training Center (NRTC) at 
Hetauda, ii) decentralization of laboratory facilities 
(microscopes) to the ilaka health post level so that 450 ilaka 
laboratories are functioning, iii) training of passive case 
detection volunteers (PCDVs) in 50 districts, iv) provision of 
training fellowships for district and regional public health staff 
to receive 2 month revision courses in malaria in Delhi, and v) 
provision of s~raying pumps, spare parts and urliforms to 
insecticide spraying program. Technical assistance to this 
component of the project is provided by USAID/HFPfs Malaria Advisor 
and through short-term assistance provided by the centrally-funded 
Vector Biology Control project. 

2. Activities to Date 

Significant progress has been achieved with respect to several 
activities under this component: 

o A tender for the renovation of the Naticnal Research and 
Training Center at Hetauda (cost $ 499,000) has been awarded, 
although the construction work has not yet started. 

o Labophot-2 Nikon microscopes (cost $180,000) were purchased 
and transferred to regional storage. However few ,)f these 
are in use as because they are dependent on electricity and 
therefore are largely unsuitable for ilaka health posts. In 
selected Terai districts where the prevalence of malaria is 
high and electricity is often available-at health posts (e.g 
Morang, Jhapa, Rupandehi) about half of the health posts have 
been supplied with microscopes. The rest are in storage for 
use in planned (but not yet constructed) primary health care 
centers. 

o Training for passive case detection volunteers has been highly 
successful. In 1990-91 4,684 PCDVs received training (i.e. 
94% of the estimated total) (see Table 6.1). The 
co-ordination of logistics and transport for training 
workshops seems to have been conducted efficiently by the 
private contractor Management and Support Services (MASS). 
Passive case detection provides 60-70% of malaria slide 
positives (of which half come from the volunteer program) 



whereas active case detection by VHWs and other health workers 
contributed only 13% of pos;.tive cases in 1991 (see Table 
6.2) . 

o Two DPHOs have completed training in malaria in Delhi. A 
further 20 DPHOs and other health workers are scheduled to go 
to Delhi for training starting in November 1992. 

o USAID has supplied $350,000 worth of pumps and spare parts, 
uniforms, masks etc to the malaria division since 1990. 

3. Issues and Discussion 

Trends in malaria cases detected, annual blood examination 
rate (ABER) , annual parasite incidence (API) , slide positivity rate 
(SPR) , and percentage of P. falciparux cases (%PF), show 3 slow but 
significant upward trend over the pact 3 years which is due, in 
part, tothe decline in the insecticide spraying program (see Table 
6.3). In addition, there has been concern ex;?iessed in the 
Nepalesemedia and among politicians about the apparent increase in 
kala-azar cases in the terai, the epidemic spreading from Bihar in 
India. Kala-azar is endemic in 11 districts of Nepal and 700-1000 
cases are recorded every year although there is no regular 
surveillance mechanism. The malaria division is collecting 
information about the changing epidemiology of kala-azar from a 
survey of case records in affected districts and USAID is already 
providing technical support for an analysis of vector entomology. 

Management and morale at all levels of the GON malaria program 
is in a poor state. Many malaria workers are likely to be laid off 
within the next month as part of the rationalization of development 
staff. The great majority of malaria staff, along with other 
vertical programs like FP/MCH and EPI, are paid from development 
budget. If development staff are to take advantage of a GON bonus 
of 1 months pay for every year of service they must submit their 
resignation by October 11th 1992. They may re-apply for permanent 
posts when these are advertised. The numbers of permanent posts in 
the malaria division have not been finalized and discussions are 
still going on with the Administrative division. Because of the 
uncertainty all levels of staff have been affected and routine 
activities have suffered. Low morale and poor facilities 
contributed to the apparent lack of activity by NRTC staff in 
Hetauda during the team's field visit. There had been no training 
activity during the previous 3 months and no training schedules had 
been received from central officc?. The MOH clarified that during i m  
the monsoon months there are usua.lly fewer training activities. 

4.  Conclusions and Recommendations 

1. It is difficult to support the planned reconstruction of a 
National Training Center at Hetauda if the current management and 



GON funding structure for malaria remains in place. However 
re-organization of MOH is projected to occur in the next 2 months 
with the formation of an expanded Disease Control Division 
subsuming the current malaria division. The building will 
therefore have an expanded role as a national and regional training 
and research center for vector-borne diseases including malaria, 
leishmaniasis, Japanese B encephalitis and other viral diseases, 
but probably excluding AIDS. These plans would need to include 
substantial technical support for the development of laboratory 
facilities, management of insectoria, and training and research 
programs in vector entomology and the epidemiology of these 
diseases. USAID should provide additional technical assistance to 
provide this support. Without additional technical support the 
building alone will not be very useful. 

2. The development of ilaka laboratories with mj.croscopes has not 
been achieved. It appears that most of the $180,000 worth of 
Labophot-2 Nikon microscopes remain in storage. To the extent that 
some scopes are being kept aside for the PHC Centers to be 
constructed in each of the 205 political constituencies this will 
not achieve decentralization of laboratory facilities to the 
district level and below. USAID should determine with the MOH 
whether there are other ilaka level health posts with electricity 
to which the scopes in storage can be distributed. Other options 
for the distribution of the remaining scopes, e.g. distribution to 
other facilities, teaching programs, or laboratories, should be 
considered with emphasis on distribution in the near term. If no 
suitable uses can be found for the scopes, distribution to another 
USAID program in the Asian region ,:hould be considered. 

2 .  The PCDV Frogram is by far the most successful part of the 
USAID input to malaria and warrants full continuing support. About 
30 percent of all reported malaria cases are detected by the PCDVs, 
although slide collection has fall~n since the ma,aria program was 
integrated. The use of MASS as a private contractor to liaise 
directly with I?'?HO staff for the co-ordination of twice yearly 
training sessio.~s for PCDVs (in the 50 districts where the malaria 
project exists) has been reasonably efficient. This program should 
be maintained but a target of twice yearly training sessions may be 
excessive and might be reduced to once-yearly. 

4 .  Proper storage and maintenance of sprayers and other supplies 
seems to be a problem. A review of the MOHfs management of these 
supplies is recommended, and further purchase of these supplies is 
not indicated prior to such a review. 

5 .  On the basis of the present evaluation it 1s difficult to make 
detailed recommendations about what should be JSAID future long- 
term support to the malaria program. Jt is recommended that USAID 
conduct a more detailed assessment of this question after 
November/December 1992. By this tine the MOHfs rationalization of 
development staff and re-organization of the MOH should have been 



completed, in-country reports about recent outbreaks of kala-azar 
will be available, and the Minister of Health will have returned 
from the Amsterdam conference on global malaria control. 
Subsequently USAID will be better placed to judge the MOHts future 
plans for the control of malaria and other vector-borne diseases 
and to determine the level and type of U S A I D  support indicated. 



Table 6.3 

Receptivity Mataria hofile, 1989-1991 

Source: Malaria Division/MOH 
Note: API - Annual Parasite Incidence 

ABER - Annul Blood Examination Rate 
SPR - SI:de Positivity k i t e  
PF - P. Falciparum 



Table 6 4  

Slides CoUccted and Positives Deteaed by Different 
Case Detection Mechanisms, 1989-1991 

Source: Malaria DivisionNOH 
'~os~italr and private clinics 

Sonrce 

ACD 

Total PCD 

PCD 
(Volunteers as 
pan of total 
PCD) 

Others' 

Ycar 

1989 

1990 

1991 

1989 

1990 

1991 

1989 

1990 
. 

1991 

1989 

1990 

1991 

% Total of 
Malaria Slides 

Positive 

21 

15 

13 

61 

70 

64 

(s) 

(29) 

(30) 

18 

14 

22 

Positives 

4,780 

3,500 

3,923 

13,582 

16,09 1 

18,442 

(5,615) 

(6,705) 

(833) 

4,004 

3,265 

6,272 

Slides 

718,732 

546,662 

449,705 

210,627 

213,554 

242,913 

(108,452) 

(91,721) 

(1 16,433) 

139,740 

87,275 

78.262 

% from Total 
Slides 

67 

65 

58 

20 

25 

3 1 

(10) 

(11) 

(15) 

13 

10 

10 
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Appendix A 

Scope of Work 

Technical assistance is requested from POPTEQI to plan and 
implamant a four-week mid-term evaluation of tha Child 
Survival/Family Planning Services Project: (0367-0157). The purpose 
of the evaluation is to: 

I) Assess the progress-to-date under the bilataral 
agreement; 

2) Assess the valiCiry of the present design and 
assumptions, particularly in the context of issues 
discussed below. 

In the context of assessing t h e  overall progress, the mission 
wishes the evaluation team to focus on the issues listed below. 

The concept of regionalization is professed in MOK 
docuaents, which identify regional offices as the focal 
points for management of health activities, providing 
technical and administrative assistance to districts for 
the implemontation of programs. More authority is also 
to be vestad at the district level, where D i s t r i c t  Public 
Health Offices (DPHOs) were created and are being 
strengthened. At present, USAID provides major support 
to the Central Region as part of this regionalization 
process. 

To date, some strides in this direction have been mado, 
although the .process is not cornplate. We need to 
coneidtar what is a reasonable pace and what are 
reasanable indicators that nregionalizatfonn is indeed 
taking place, as an indication of the appropriateness of 
our continued support for the actualization of this 
concept. With this in mind, the  evaluators will 
consider: 



To what extent the government is committed to 
suppor.cing the regionaiization concept, a.p. has 
the GON developed guidelines and policaes to 
further facilitate the regionalization process? Bas 
the GON assigned responsibility for planning and 
budgeting, and assurad inputs into financial 
allotznent for the program? Has the CON provided 
logistical and facility support for minimal 
functioning?, etc . 

o To what extent  USAID should support the 
r e g i a n a l i z a t i o n  process: what benchmarks should we 
s t r i v e  for? What changes ehould be considered, 
e.g. more direct suppo= to the .districts, etc? 

B . 1 . 2  GON Program-Support lxa in ing  Issues 

According to the Project Papar, USAID was to provide 
resources to carry ou t  1) Public Health and I I c a l t h  
Administration Training for 25 NOH managers, and 2) 40 
person-months of short-term training for selected GON 
managers/officials. TO date, start-up of these 
activities has been delayed. The evaluators w i l l  
consider : 

Whether the Tubllc Health Training, as originally 
planned, r m a i n s  a viable option; and whether the 
project should identify a l t m a t i v a  means of 
meeting thc training needs; and 

How csn USAID facilitate the proccss of providing 
participant training support? 

USAID Bdministrative/Zmplementation Issues 

&sorntive Cawaci ty  -Questions about absorptive capacity 
are most obviously reflectad in percentages of 
donor/USAID funding spent by the MON Zor programs which 
we support, This should be raviewed briefly. However, 
Bone programs identified For support (e.g. public haalth 
mnnngement, logistics, etc. ) do not always get the 
attention (manpowor, time, etc. ) needed for moving them 
forward. As such, we need to review r e a l i s t i c  
expectations for areas of support. 



This  i s s u e  should a,lso be considered i n  l i g h t  of recent  
focussing exexcisas (both o v e r a l l  Mission and O/HFP) and 
aga ins t  the p o t e n t i a l  t o  expand our ass i s tance  as 
resources  (human and f i n a n c i a l )  a r e  i den t i f  icd. With 
these issues in mind, t he  ava lua tors  w i l l  reviow: 

Results of focusing exerc i ses ,  e.g. appropriateness 
of emphasis areas, vis-a-vis mutual (MOH a n d  USAID) 
p r i o r i t i e s .  

Are there obvious gaps t h a t  U S X D  should considar? 
Under what c i r c ~ m s t a n c e s  should add i t i ona l  emphasis 
areas be pursued? 

Disbursement Issues - The i s s u e  of t imely disbursements 
is one of t h e  most hindering (with that of TA/Dn r a t e s )  
of all to successful  and t imely  implementation of 
important MOH programs supported by USAID (however, the 
problem is not  unique t o  USAID). O/HFP has just been 
involved in a severa l  months-long exe rc i se  with relevant 
p laye r s  (MOX policy l e v e l  and tacbnica l  and 
f ~ a n c i a l / a c c o u n t a n t s  staff; HMG Comptroller Ganeral; 
USAID Direc tor ,  FP and HFP staff) designed to f a c i l i t a t e  
communication and iden t i fy  the means of a l l e v i a t i n g  t h i s  
problem (documented i n  background mater ia l s )  . While t h e  
path agreed upon is still quite new, thcrc remain 
cumberscme asp?cts f o r  a l l  s i d e s  involved. . I n  addi t ion,  
d e s p i t e  open discussion of stumbling blocks and 
agreements reachad on procedures t o  be followcd, rou t ine  
kinks i n  the system continue t o  plague us. Quest ions  on 
a realistic pace of disbursements f o r  mutual MOH-USAID 
funded a c t i v i t i e s  remain. Based on work done t o  date, 
the evaluators w i l l  consider: 

How can the workplan planning process be 
streamlined? What f a c t o r s  do we (MOH and USAID) 
have under cont ro l  o r  a r e  a b l e  t o  influence? What 
faztors are beyond our con t ro l ?  

S~st- - T h i s  i s s u e  is c e r t a i n l y  no t  new t o  any 
donor-funded program. Realistic program and prospects 
should be discussad. The Evaluators  w i l l  consider: 

1 
During Ncvcmber 1991, USAID/HFP carrf ad out an oxerci~o to review t h e  

oximting h ~ a l t h  and family planning portfolio i n  an o f f o r t  to "focuo and 
cbneontratr* t h e  ovei:all program. Am A reault of t h i s  procarno, n numbar of 
act iv i t ima outlined i ~ r  t ha  or ig ina l  projact  paper woro oliminatsd o r  t o d u c ~ d  i n  
8-0 (0.9. EPI offorkq, fami ly  planning IEC, ate.  ). 



What steps is the MCIH taking toward sustaining 
programs? What are relevant "policy dialoguen 
topics?'1 What long-term goals should 
USAID/Kathmandu set Lor improving the overall 
sustainability of it's present health and family 
planning portfolio? 

Zns t  i tut i ona 1 i z a t i a n  of Fm1i1v Plq~xiJnct Services - 
Starting in fiscal year 1988-89 the MOH initiated a 
program of l l Ins%itut ional izat ion l~  of family planning 
services in selected districts; of the country. The word 
uinstitutionalizationn refers to both o program and a 
process. As a s o u r g m ,  ninst i .=ut ional izat ionl l  refers to 
a systematic effort geared toward developing the 
infrastructure (manpower, facilities,. etc) required to 
make a Pull range of family planning services available 
through tho Ministry of Healthf:~ existing health network, 
e-g. hospitals, hea-lth posts, fieldworkers, etc. 
Institutionalization also refe~~s to the process whereby 
a district, at all administra1:ivc levels, attains tho 
ability to provide a full range of family planning 
services (including VSC) reguJarly, routinaly, and on 
demand through the effective utilization and coordination 
of local (district) resources and institutions. At 
present, U S A D  provides resources to the GON to implement 
this concept in 15 dis0&icts within Nepal. To dote, the 
concept has faccs some stiff opposition at the District 
level. (Refer to assessment on the institutionalization 
of family planning sarvices in Nepal carried out by 
JSI/USAID.) The evaluators will consider: 

To what extent the government is committed to 
supporting the institutionalization concept, c.g. 
has the CON provided personnel to provide family 
planning services w i t h i n  hospitals?, etc. 

t What changes, if any, should be made in USAID'S 
present support for the institutionalization 
approach? 

Are there additional inputs USAID should explore in 
other districts (non-?.nstitutionalizod) which could 
help the government to increase the contraceptive 
prevalence rate? 

Prioritv Countrv Strateuv - It is assumed that by the 
time this evaluation takes place, Nepal will have been 
officially accorded Priority country status. A s  such, 
the mid-term review of CS/FPS should help us identify 



a r e a s  of pocential supsort  under this s t a t u s .  The 
eva lua to r s  will consider: 

Where are there obvious gaps that  could b e n e f i t  
from add i t i ona l  resources without d i l u t i n g  the 
program, and how do t h e s e  mesh w i t h  NOH and U S X D  
p r i o r i t i a s ?  

B-t.5 cornunity aoaltb Volunteers (CSV) 

Since  39, USAID hns  D e n  sup-'i;;3 'SV1I zc+ivi t i a s .  
e. g . - -k ing ,  supervision,  manual development, a tc .  
l5v.d~ JZ L lc  H 0 . 4 ' ~  9Pfort.s t o  reach the  per iphera l  
( v i l l a g e )  l e v e l  depends on t h e  oucceas of this p r o g r a .  
Some assessments of the  CHV program have been undertaken, 
which o u t l i n e  problems and  possible  so lu t ions .  Bascd on 
information ava i l ab l e ,  the eva lua tors  w i l l :  

e Confirm MOH commitzcnt t o  t h e  program; discuss t h e  
v a l i d i t y  of the CHV approach and support  mechanisms 
t o  ensure its. v i a b i l i t y ;  and discuss artas  of 
overlap/mutual concern anong donors. 

8.1.6 Halaxfa Program Xsaues 

Decentralized Lab Facilities - AS p a r t  02 tka prse'1t 
p r o j e c t  paper,  USAID has agreed to provide microscopes t o  
the GON a s  part of their plan to decentralize case 
detec t ion .  illthough a number of microscopes havc been 
procared and provided t o  the government over a year ago, 
this plan has  no= been implemented. With t h i s  i n  mind, 
the eva lua tors  w i l l  determine: 

T h e  w t c n t  t o  which the present  approach is still 
v iab le?  What changes should be  considered? 

pg~sive Case ~ o t e c f & n  Valuteerq - Sinca 1988, USAID/HPF 
has been support  a program where by l o c a l  voluntaczs are 
trained t o  rake blood smears fruu crsixzunfty ===heF who 
show s igns  of having a f e v e r -  The slides are  then sent 
t o  the DPHO o f f i c e s  f o r  analysis .  The eva lua tors  will: 

Review progress and impediments t o  t h i s  approach 
and suggest actions needed for its implementation. 

8.1.7 Setv ices for and By Woman 

USAID, a s  p a r t  of its present program, strcsscs zizai: 
women are  the MOR's p r i n c i p l e  c l i e n t s  and t h a t  the bes t  
way t o  g e t  services to women is to provide them through 
other women. An example of this emphasis can be eeen in 
USAID4s support  f o r  the CHV program and the MCH 



Service dolivery has been improved through XQi  
strengthening, QN program support, t ra in ing ,  
d i s t r i c t  innovative a c t i v i t i e s ,  intensive CDD 
supervision and monitoring; 

o ' Service delivery m e d  ..inisms a r e  increasing scnf ices  
provided to women by women; and 

0 The inpuzs provided by the projec t  a t  t h e  r eg iona l  - 

l eve l  are ac tua l ly  improving health serv ice 
management and dalivary a t  the d i s t r i c t  and beyond. 

E.1.8  Private Beoto.: XeaZth a d  Family Planning Bupport 

During April  1992, a taam comprised of p r i v a t e  sector 
family planning /hea l th  experts  v i s i t e d  Nepal to assess 
the current and po ten t i a l  role o f  the pr iva te  sector f o r  
expanding its share of-FP/MCH servicee. A s  part of t h i s  
study, the team focused on employers (individual 
companies, groups of companies, industrial estates, and 
employer associat ions)  and current market-based providers 
of hea l th  care ( d i r e c t  service p;-cviders, drug retailers, 
and insurance conganiss) . Based on the r e s u l t s  of their 
repor t ,  tha evaluators  w i l l  consider: 

How much emphasis should be placed on providing 
resources to expand USAIDIHFP Officers exi~ting 
pr iva te  sec tor  health/fanily planning support 
a c t i v i t i e s .  D o  the potent ia l  options appear to be  
cost-effective? 



Appendix 13 

List of Persons Consulted 

Kelly Kammerer - Mission Director 
Theodora Wood-Ste~enou - Deputy Director 
David Oot - Chief, HFP Office 
Molly Gingerich - Deputy Chief, HFP Office 
Matthew Friedman - Population Fellow, University of Michigan 
Puru Pokhrel - HFP Oflice 
Pangday Yangzone - HFP Office 
Charles Strickland - Agriculture and Run1 Development Office 
Michael Calavan - former USAID staff member 

MINISTRY OF HEALTH: 

Mr. M. S. Thapa - Secretary cf Health 
Y. M, S. Pndhan - Additional Secretary 
Dr. Suniti Achalya - Planning Division 
Dr. Kaliyan Raj Pandey - W C H  Division 
Dr. Sharida Pandey - FP/MCH Division 
Dr. Sabatri Pahari - Public Health Division 
Dr. Bikaas Lamichane - CDD Section. Public Health Division 
Mr. Kumar Lamichane - CDD Section. Public Health Division 
Dr. Sinha - Training Division 
Rukmini Charon Pradhan - Training Coordinator 
Bimala Maskey - Division of Nursing 
Dr. B. L Shrestha - Malaria Division 
Dr. Jitendra - Malaria Division 
Dr. P. Aryal - CRHD 
Maya Shresta - CHV Caordinator, CRHD 
Dr. Karki - Western Region Health Directorate 
I m i  Malla - Public Health Nurse, Western Region Health Division 
Bimla Kharka - Sr. Public Health Nurse, Western Region Health Division 

OTHER MINISTRIES AND GON ORGANIZATIONS: 

Dr. R. Pant - NPC 
Sh)am Thapa - Consultant to NPC 
R. Pradhan - Nepal Eye Hospital and NNIPS 
Dr. S. Khatry - Nepal Eye Hospital and NNIPS 
Dr. P. C. Karmacharya - Dean, IOM 
Dr. Mathura Shrestha - Community Medicine, IOM 
Dr. S. K. Gupta - Family Medicine, IOM 
Dr. R. Adhikari - IOM 

OTHER DONORS: 

Dr. Michel Brissot - Swiss Development Cooperation 



Qussay AI-Nahi - UNICEF 
Jane t te  Kesselman - UNICEF 
Dr. Guy Carrin - WHO Geneva 
Dr. Ottar Christknsen - WHO Representative to Nepal 
Dr. Vijaya Manandhari - WHO Advisor, Safe Motherhood 
Judy Carlson - WHO Nursing Advisor 
Dr. Rusdi Aliudin - WHO 
Dr. Marta Levitt - Nursing Advisor, Redd Barna 
Omer Enur - UNFPA Representative 
D. B. Lama - UNFPA 
James Smith - World Bank 
Biglan Pradhan - World Bank 

NON-GOVERNMENTAL ORGANIZATIONS: 

Rajendra P. Singh - Managing Director, CRS 
Jennie Goodwin, Save the Children Federation, UK 
Dr. Tjerk Nap - Chicf Mediul Officer, United Mission to Nepal 
R K. Neupane - Director General, FTAN 

CONTRACTORS: 

Wilda Campbell - Chief of Party, JSI 
Dr. Penny Dawson - MCH and Child Survival Specialist, JSI 
Dr. Paul MacKenzie - Family Planning Specialist, JSI 
Om Rajbhandari - Managing Director, MASS 
Sayeb Malla - Office Manager, MASS 
Dr. Rita Leave11 - Regional Manager, SOMARC 
Anton Schneider - Porter/Novelli 
Ashoke Shrestha - New ERA 
Yogendra Prasai - New ERA 
Ran Risa - New ERA 
Dr. T. M. Vaidya - Executive President, NFCC 
Birendra Shrestha - Program Director, NFCC 
Dr. Yesho Pradhan - Assistant Mediul Director, NFCC 

KATHMANDU: - mcrnbers of focus group 

Dr. D. Malla 
Mrs. Indu Pant 
Mrs. Munu Thapa 
Dr. Suparta Koirala 
Dr. Vijaya Manandhar 

BARA DISTRICT: 

Dr. Ram Prasad Yadav - DPHO 
Staff Patliya Training Center 
S. Sharma - ANM, Nijgadh Health Post 
Arun Kurnan Mahto - Health Post in Charge, Pheta Health Post 
Sushila Rijal - ANM, Pheta Health Post 
Joku Prasad Shah - Assistafii Health Worker, Pheta Health Post 



CHITWAh DISTRICT: 

Dr. Ojha - Medical Superintcndent, District Hospital 
Shrihari Sharm3 - DPHO 
Ms. Thapa - FPAN Staff Nurse 
Khairani health post staff. CHV, members of Mothers' Club 

KASKI DISTRICT: 

Dr. S. Tulachan - Medial Superintendent, District Hospital 
Mr. Keshar B. Pndhananga - DPHO 
Jeevan Shrestha - Public Hcalth Nurse 
Shishuua IIaka health post staff 
MCH worker trainees 
Batulechower village focus group: Motliers' Club members, VHWs 

MAKWANPUR DISTRICT: 

Jyoti Shrestha - DPHO 
Dr. N. Jha - Medical Superintendent, District Wospit?l 
Dr. R. B. Basnet - Medical Officer, District Hospital 
Dr. G. Upandhaya - Medical Officer, District Hospital 
Dr. J. N. Giri - Medical Officer, District Hospital 
Champa Koju - Staff Nurse, District Hospital 
Helen Barlow - VSO. UK 

Asarnbhanivang Health Post: 
Narendra La1 Koirala - health assistant 
Tulsa Pokhrel - ANM 
Meena Pun - r\NM 
A. Chandhari - ~bsistant Health Worker 
B. P. Sharma - Mukhiya (clerk) 
Aram Bhanjyang - CHVs and members of Mothers Club 

Makwanpur Health Post: 
Ek Nath Marasini - Health Post in Chatge 

Palane Health Post: 
Staff 

RUPENDEHI DISTRICT: 

Dr. P. B. Thapa - Bulwal Zonal Hospital 
Dr. Jyoti Shrestha - Ob/Gyn, Butwal Zonal Hospital 
FP Staff and Clients - Butwal Hospital 
Dr. Sharma - Medical Superintendent, Bhairawha Hospital 
Dr. Bhatta - Bhairwaha Hospital 
Lumbini health post staff (health assistant and ANM) 
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Appendix D 
Family Planning: 

Progress Toward Achieving Logframe Objectives 

'Completed under USAID workplans. 

Project Lndicarors 

GOAL Decrease TFR 

pmF= 
Latest national survey shows 
TFR decrease from 5.8 in 19S6 
to 5.1 

ImpactlComment 

~ O P S :  

- Full service F'PiMCH 
available in project 
districts in CRHD 

-CPR in project districts 
increase by 20% and 
5% in non-project 
districts. 

- Quality Assurance 
systems established for 
clinical methods in 
project districts 

Some progress 

Instirut. Districts: CPR from 
25% to 30%; in other, 18% to 
21% 

National standards just 
published. Little other progress 

FP efforts have focused on 
instit. districts rather than 
CRHD. 

Full project EOPS has been 
already achieved. 

If impact is to be achieved 
toward this indicator, need to 
refocus efforts on quality 
assurance. 

Outputs: 

1. MOH Training' 

-360 ANMsIAHWs in 
CRHD; 

-325 ANMslAHWs in 
other districts 

-44 Nurses in 
CRHD 

Nurses in Other 

districts 

-44 Physicians in 
CRHD 

' 

-18 Physicians in 
other districts 

-22 Counselors in 
CRHD 

-9 Counselors in 
other districts 

Total: 166 
ANMslAHWs and nurses 
trained: 32 IUD training for all 
three, 134 FP for HP siaff. 
Training for ANMs and AHWs. 

Total 171: 
122 asespis tr~ining and 49 
operating theater management 
training completed. 

Total: 40: 
28 orientation trainings; 3 VSC 
refresher training; and 18 
minilap basic training. 

PP callcd for attention to 
CRHD. FP inputs 
were focused instead 
on institutionalizing 
districts, which include 7 
from Central Region. 



proiCa hdicatom 1 p r o w  Impaa/Comcn t 

2 FPll service FP p r o p m  establish& 

-Tiered 
institutionalization in 
20 districts 

SupplyAogistia 
system operating 
smoothly - 
-30 hospitals in 
CRHD provide 
clinical methods 

-30 other hospitals 
provide clinical 
methods 

-10 health centers1 
posts provide clinical 
methods 

-All facilities provide 
non-clinical methods 
and referrals 

b 

Begun in 15. seriously in 4. 
Some progress. but  not much. 

Efforts have been made to begin 

At least IS hospitals in instit 
districts provide 

at least 6 other hospitals 

At least 5 HP or other currently 
provide IUDs 

----------- 

Need to step up and refocus 
activities on implementing 
ins~itutionaliwtion. 

Need increased, systemized 
effort. 

Focus has been on instit 
districts rather than CRHD. 



APPENDIX E 
QUALITY INDICATIONS: REVIEW OF CLINIC CARDS 

In the course of the team's field visits, a simple diagnostic 
approach based on rapid evaluation method was adapted to obtain and 
analyze information on a set of quality asmrance indicators listed 
below: 

o Availability and condition of family planning service facility 
including human resource situatjon and clinical card filing 
boxes. 

o Recording of medical screening information on clinical card. 

o Client satisfaction - client exit interview and focus group 
discussion with mothers group. 

o There was no separate/private space available for counselling 
in all six family planning clinics (2 district hospitals and 
4 health posts). The existing counselling facilities do not 
seem adequate and shtisfactory. No separate operation theater 
facilities was observed in any of the four district hospitals 
visited. The available operation theater space is not 
adequate. 

o Clinic cards, where available, are not filed in filing boxes. 
Consequently, a systematic assessment of continuation rates 
for a given family planning method and client follow-up for 
any side effects is difficult. Continuation rate is an 
important element in assessing the impact of contraceptive 
prevalence rate (CPR) on total fertility rate (TFR) as an 
average. Follow-up particularly for Depo and NORPLANT clients 
is a critical element of quality service delivery. 

o Each F.P. clinic visited had 4-5 trained paramedical staff 
(HA, AHW, ANM), which seemed adeqcate. However, only one 
district hospital -- Bhairawa -- was provided with a full time 
medical officer for voluntary sterilization services, one of 
the preconditions of institutionalization. 

o While the demographic information required by the service 
statistic MIS (face sheet information) wera found in all 60 
DMPA clinical cards reviewed, recording of medical screening 
information -- information for the client -- was found only in 
33 percent of cards reviewed (see Appendix Table B.l). 
Fifty-three (53) percent cards had no information on client's 
blood pressure, and similarly 72 percent recorded no 
information on the weight of client. None of the cards had 
information on breast feeding, an important eiement from both 
demographic and medical aspects of DMPA particularly in 
relation to prolonged duration of post-partum amenorrhoea (F. 



for .- - d. 

o The : exlr: intervlew further confirmed that the 
providers did not check B. P. and weight as fact of the routine 
physical examination of DMPA client. However, the clients 
expressed satisfaction with the services received. 



APPENDIX TABLE B.l 
FINDINGS OF FAMILY PLANNING REC06D REVIEW OF DMPA* CLIESTS 

Selected District Hospitals and Health Posts 
5-11 September 1992 

- - 

- * Depotmedroxy progesterone acetate 

C 

Total No. 
of DMPA 
cards 

Age 

Parity 

No.living 
children 

LMP 

Medical 
History 

Blood 
Pressure 

Pelvic Exam 

Weight 

Breast- 
feeding 

Appointment 
kept 

Name of District by Service Delivery Level 

Makwanpur 

10 10 

Chitwan 

10 

10 

Total/ 
Percent 

60 10 

10 10 

Rupendehi 1 
0 

Kaski 

10 

10 0 

10 

10 

7 

0 

0 

0 

0 

0 

6 

10 

10 

10 

10 

9 

9 

9 

0 

0 

0 

3 

10 

10 

6 

0 

0 

0 

0 

0 

2 

9 

10 

10 

10 

3 

0 

2 

0 

2 

10 

10 

8 

0 

7 

0 

0 

0 

0 

10 

10 

10 

6 

1 

9 

0 

9 

0 

10 

60 

59 

60 

4 6  

20 

28 

0 

11 

0 

23 

100% 

98% 

100% 

91% 

33% 

47% 

0 

18% 

0 

38% 



APPENDIX F 
CHILD SURVIVAL AND MATER?UG AND CHILD HEALTH 

PROGRAM OPTIONS 

Options reviewed by the team for future program development of 
child survival and MCH components of the project are outlined 
below. 

A. OPTION 1: DECENTRALIZATION OPTION 

Integration and focussing of child survival and MCH 
intervention in selected districts of the Central Region 
through district, rather than regional, public health office 
support. 

With the lack of commitment by the GON to strengthening the 
regional office OPTION 1 explores a USAID program which: i) 
by-passes the regional office, ii) focusses and integrates child 
survival interventions through district public health offices, and 
iii) develops planning and management capacity at DPHO level. 

If one assumes that integration of child survival activities 
is essential both for maximum impact and for managerial 
sustainability then the current method of selection of areas for 
separate child survival interventions within the CRHD support 
project is piecemeal and unsatisfactory. Both center and region 
retain a vertical mentality in the planning, implementation and 
budgeting of separate MCH, CDD, CHV and ARI activities. USAID 
could try to integrate the various inputs (from center, region and 
private contractor) at district level and avoid expanding single 
interventions into new districts before existing districts have 
developed the integrated package of child survival intervention. 

For such a decentralized district-focussed rather than 
region-focussed project USAID and GON would need to agree on: 
i) the number of districts to be supported, ii) the selection 
criteria for including and/or excluding districts in the program, 
and iii) a realistic rate of expansion of the project over the next 
3 years. Logically the districts included in this program would 
come from the Central Region, although future expansion might 
include neighboring districts in the Western Region. 

Experience from many countries, and repeated donor-led 
analyses of primary health care and family planning services in 
Nepal, have come to the conclusion that the planning and managenent 
capabilities of a DPHO are perhaps the most important factor in the 
success or otherwise of program implementation at the health post 
and below. For real integration there needs to be planning of 
inputs at district level by the DPHO who should indicate to either 
regional or central level his need for technical supervision and 
training. In this way there would be much more effective use of 
human resources. Supervision visits from center or region would be 
multi-purpose and therefore more efficient, administration at 



district level would be simplified, and training for health post 
staff would also be more efficient as content could be integrated 
to include a number of related subjects. 

In the past financial year there have been significant changes 
in the budget release process and the integration of health program 
budgets at district level. In theory this will increase the power 
of the DPHOs to plan and manage their own programs. In practice 
many DPHOs lack the necessary planning and management skills to do 
this and central health officials will almost certainly be 
resistant to devolved planning of programs at district level. 

It follows that the management and planning support given by 
USAID and its private contractor (JSI) during the course of 
district supervision should be formalised and expanded. This might 
best be achieved by hiring a local Nepali Consultant with 
management and planning skills in the health sector especially at 
the district level to act as a change agent and resource for the 
DPHOs invol~ef~ in the program. 

The JSI field office in Hetauda would continue to act as a 
district public health office support resource. Technical 
assistance could be prolrided a s  before. Release of workplan funds 
would be dependent -i &.'>miss on of district-specific rather than 
regional workplans. 

B. OPTION 2: NATIGdAL-LEVEL MCH SERVICE STRENGTHENING PROJECT 

Project to work with the new Child Health Division at National 
Level in 2 main areas: 

o Development and testing of strategies for implementation 
of child survival interventions, e.g. use of F/CHVs in 
ARI control, effects of CDD supervision, expansion of 
Vitamin A supplementation. 

o Improve MCH service quality through the development of 
quality indicators, monitoring of district MCH service 
quality performance, development of innovative 
interventions. 

USAID has an impressive record of support for operational 
research in Nepal which has directly and indirectly influenced 
national policy on child survival interventions. These activities 
might be integrated by linking them more formally into the new 
Child Health Division of the Ministry of Health. USAID should 
continue to provide direct technical assistance through JSI to 
assist this process. Discussions with GON would need to cover: i) 
identification of the key liaison officers at central level, ii) 
production of GON strategy implementation papers in CDD, ARI and 
Vitamin A (with USAIDIJSI assistance) , iii) use of funds in the 
1992-93 workplan for this process. In this way USAID-supported 
research would have a mors rapid and direct influence on national 



program implementation. 

At present the project supports independent activities in CDD, 
ARI and Vitamin A. CDD activities are currently primarily 
concerned with the promotion of ORS and training to ensure that 
health workers and mothers know how to make up and use ORS 
correctly. Although available data suggest that 45 percent of 
childhood deaths in Nepal are diarrhoea-related the Jumla study 
showed clearly that most of the diarrhoea-related deaths in that 
area were not due to dehydration. Most were due to dysentery or to 
persistent diarrhoea associated with malnutrition. The Project 
Pager states that "until better data on the relative importance of 
acute/watery versus chronic diarrheas are available the project 
will stress the widespread, correct use of ORT primarily with 
packaged ORSu. 

The work to date on CDD intensive supervision to improve ORS 
use by mothers should allow 

o Analysis of the maximum potential effect of CDD supervision 
for better ORS use on reducing child mortality from diarrhoea1 
disease. 

o Modifications to routine CDD training. 

o The feasibility and sustainability of this program if 
implemented nationally. 

Further studies in CDD could examine the question of the role of 
chronic diarrhoea and dysentery in child morbidity and mortality 
and possible interventions. 

The lessons from the independent USAID-supported studies in 
Jumla and the Chitwan study of ARI diagnosis and treatment by 
FfCHVs need to be summarized and built in to national program 
development. At present there is no approved national policy on 
ARI control and USAID could use its experience and influence to 
implement ARI policy within the new Child Health Division. Issues 
to be addressed include: 

o The use of CHVs or VHWs (especially in remote areas) for 
delivery of cotrimoxazole in treatment of ARI. 

o What are appropriate ARI training schemes for CHVs or VHWs? 

o How can the program be expanded and monitored? Can CHVs 
maintain supply and resupply of cotrimoxazole? Can these 
issues be left to the discretion of DPHOs? 

o What additional field-based studies are needed? 

Policy questions also apply to Vitamin A deficiency. The 
ongoing USAID-supported work in Sarlahi (Johns Hopkins) and several 



other districts (University of Michigan), and the Jumla study, have 
provided a major stimulus to ideas concerning a medium term 
(supplementation) and long term (nutrition education, household 
food security) strategy for tackling Vitamin A deficiency. The 
lessons from the;e studies have been brought into GON policy 
development but now need to be built into the implementation 
strategy of the new Child Health Division (in co-operation with 
nutrition officers under the new MOH organogram). 

I 
Currently USAID supports MCH service strengthening in 4 

districts of the central region. Even with rapid expansion the 
project is unlikely to reach more than 10 districts during the 
lifetime of this project. An alternative approach would ba for 
USAID/JSI to assist GON to develop an MCH service quality team 
either within the new Child Health Division or the new Family 
Health division or a combination of the two. This concept is 
similar to that used to develop the MCH Strengthening team ct the 
CRHD . 

The functions of this team would include: 

o Development of quality indicators for MCH at district public 
health off ice level. 

o Monitoring of district MCH service quality performance through 
rapid review. 

o Innovative interventions to improve service quality (e.g. 
quality circles, involvement of user groups, non-financial 
reward systems for quality improvement by DPHOs. 

o Improvement of health and nutrition education in health posts 
' I  

Existing district level support by JSI could be built into 
this quality program, but the program would develop along national 
rather than regional priorities. Institutionalizing districts would 
be the first area of focus. 

The GON/JSI MCH quality team might provide formal planning and 
management support to selected district public health offices in 
addition to the existing technical support. This might best be 
achieved by: 

'/ Health post visits by mothers and children present opponunities for education about important topics such 
as birth spacing, preparation and use of weaning foods, and simple hygiene. During our field trip it seemed 
that health post staff nrely give health education except on an ad hoc basis, and education materials, apart 
from posters, are either missing or unused. Weighing of infants and children in the health posts visited during 
the evaluation mission was not routine, and only 1 out of 5 health posts had a routine system for weighing 
children and entering the weights on a Road-to-Health urd. DPHO-led discussions with health post staff 
about health education and growth monitoring practices at health posts and mobile clinics is indicated. 



o Recruitment of a local Nepali consultant with an excellent 
track record in planning and management in the health sector 
at the district level e.g. a retired DPHO. 

o Four (4) to 6 monthly meetings of DPHOs from a particular 
region to evaluate progress in MCH service quality, to develop 
planning and management skills, to encourage innovative 
activities and to allow peer review. 

Access to supplemental donor funds for DPHOs should be agreed 
with the relevant central authorities. These supplemental funds 
would only be released upon production of an acceptable workplan by 
the DPHO. In other words the existing format for regional workplans 
and supplemental funds would be devolved to district level. 

The GONIJSI team could encourage and develop innovative 
activities aimed at increasing the participation of local 
development committees and user groups so that the DPHO is more 
accountable for service quality at district level. 

The GONIJSI team could work with central policymakers to 
develop guidelines for performance appraisal of DPHOs and to 
consider possible rewardslpenalties in the light of appraisal. 
Accountability of DPHOs implies that they should know the criteria 
for gaining and sustaining support. GON and JSI should agree their 
own guidelines for initiating, expanding or terminating support 
activities within a district in the light of DPHO performance. 

C. OPTION 3: NATIONAL LEVEL FAMILY PLANNING PROJECT 

Project to work with the new Family Health Division and 
National Planning Commission in 3 main areas (over and above 
direct FP inputs). 

o Co-ordination of FPIMCH inputs (e.g. EPI, MCH days at 
health posts) which improve the coverage and quality of 
family planning services, especially temporary methods. 

o Safe Motherhood service quality: outreach antenatal and 
perinatal care. 

o Female community health vounteers (CHVs). 

If USAID were to rationalize its program by dropping regional 
office support, focusing on family planning issues, and expanding 
support at a national level through the new Family Health Division, 
then its support for MCH might be focused simply on those inputs 
which are most likely to assist family planning. 

The integrated antenatal/MCH/EPI day at health posts and 
mobile clinics (developed during the central region MCH 
strengthening program) appears, anecdotally, to have increased the 



uptake of temporary family planning methods 2 / .  Within the new MOH 
Family Health Division USAID/JSI could provide support to: 

o Report on the existing experience in the project districts and 
analyse the uptake of Depo and other temporary methods at 
health posts where the focussed day is running: e.g time 
trends: Depo utilization before and after the focussed day was 
started, case/control: conparison of Depo utilization at 
health posts with and without focussed MCH days. 

o Expand integrated MCH days to all health posts across selected 
districts prioritizing those in which ANMs are present and 
active. 

Support for certain Safe Motherhood interventions, 
particularly outreach antenatal care (and possibly perinatal 
interventions), could be developed from existing MCH strengthening 
activities along the same lines as the MCH quality project in 
Option 2. Such a developmect would need to liaise closely with 
other donors - WHO, UNDP and UNFPA - who are active in this area. 

The CHV program is likely to be under the new Family Health 
division of the MOH and is therefore logically included under 
Option 3. The issue of greater female representation on VDCs 
especially by CHVs would be addressed here. 

'1 This link between MCH days a t  the health posts and the delivery of temporary methods of contraception 
may have great potential for the institutionalized expansion of temporary contraceptive methods and an 
improvement in CPR. There is a strong analogy here with the dramatic changes in immunization uptake 
which have occurred in Nepal over the past 5 years - these were achieved by the integration of mobile clinics 
with provision of EPI at the health post, both being given at futed times so that mothers knew clearly when 
services would be available. A similar process could be used with Depo so  that mothers were enrolled into 
the Depo programmeat the health post focussed clinic and could receive routine foll~w-up injections provided 
by the VHW a t  the EPI mobile clinics. 


