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Executive Summary

A study of two cost recovery strategies, one in Makwanpur district and the other i1 Siraha district,
was conducted from September 2000 until June 2001. The Makwanpur study was conducted by
John Snow, Inc (JSI), and the Siraha study was a collaboration between JSI and Save the Children
(SCF US). The United States Agency for International Development (USAID) provides funding to
both of these organizations. The objectives of the study included determining the catalyzing
factors for the start of each strategy and determining the extent to which cost recovery has been
achieved in each district. It was also sought to detenmine the level of elfectiveness of each strategy
as well as the opinions of the players involved in each district, These objectives contributed to the
primary purpose of making recommendations for implementing similar cost recovery strategics in
other districts of Nepal in the future,

Strategics aimed at recovering the cost of pediatric cotrimoxazole were studied in Siraha and
Makwanpur districts. Both strategies were undeniaken with the objectives of making health a
community tesponsibility, and of managing and maintaining existing health programs through the
use of local resources. Female Comumunity Health Volunteers (FCHVs) in both districts sell
cotrimoxazole tablets with the final goal of achieving independence from external sources of aid
for provision of these commodities. The strategy was started semi-spontaneously and internally in
Makwanpur district, instigated by an exchange visit from the Nuwakot district health team to
Nibuwatar VDC. At the time of this study the strafegy was not yet district-wide, but actively
working in & VDCs of Makwanpur district, where HFs and CHWs charge for pediatric
cotrimoxazole. In Siraha district, the cost recovery stralegy was approved by His Majesty's
Government (HMG) and initiated in a structured manner with assistance from the International
Non-Governmental Organization (VNGO) SCF (US). 1In this district only FCHVs charge for
cotrimoxazole, but the program is district-wide,

Cost recovery activities in Makwanpur and Siraha weré evaluated through interviews at the District
Development Commiittee (DDC)-level, Village Development Committes (VDC)-level, Health
Facility (HF)-level, ward-lcvel and community level. Since FCHVs are major vehicles for the
success of cost recovery, a further investigation was conducted in order to determine the factors
motivating FCHVs to continue their work and the personal changes experienced by FCHVs.
Interviews were conducted in 5 VDCs in Makwanpur district, and 20 VDCs in Siraha district, A
total of 88 intervicws were conducted in Makwanpur by Auxiliary Health Worker Bishnt Phuyal,
and 295 interviews were conducted in Siraha district by a team of sixteen interviewers, All of the
interviews were carricd out under the supervision of JSI stalf in Mokwanpur district, and under
SCF (US) and JSI staff supervision in Siraha district. The interviews were conducted using
standardized questionnaires whose questions had been pre-tested in both districts.

At the time of interviews in Makwanpur district, 8 VICs had implemented cost recovery strategics
in which FCHVs charge carelakers for cotrimoxazole tablets, ornd rehydration salts (ORS) packets
and blue plastic cups (BPCs). “The strategics wore initiated after an exchange visit in Baishaakh
2056 (AprilMay 1999) from the Nuwukot district health team, where FCILVs had been churging
for cotrimgxazole as part of a pilol program started by SCF (US). The strategy to recover the cost
of cotrimoxazele was first started in Nibuwatar VIC of Muokwanpur, and then expanded witly
involvement from the Districd Public Health Officer (DPHO)Y to other VBCs, FCHVs charge
catetakers Rs 12 for 20 cotrimoxnzole tablets and Rs 18 for 30 colrimoxnzole tablets. They keep o
record of all of their sales and aticnd o monthly meeting al the HF in their VC during which they
submil their report along with the money they obtained from sales, They are then given enough
tablets to ensure that they have 100 tablets,

All of the Villnge Development Commitice Chairmen / Vice Chairmen (VDCCVEY and HF staft
interviewed in Makwanpur had positive feelings about the cost recovery sirategy, and said (hat (hey




experienced no problems in getting caretakers to pay for cotrimoxazole. All twenty-three FCHVs
interviewed knew about the cost recovery strategy, and they all knew the correct prices of both
categories of cotrimoxazole tablets, BPCs, and ORS packets. Twenty-two of the twenty-three
FCHVs interviewed mentioned experiencing no difficulties in gelting carctakers to pay for
cotrimoxazole. On the day that they were interviewed 78% of FCHVs had more than 20
cotrimoxazole tablets and 83% had at least one ORS packet. A review of the treatment books
determined that 57% of FCHVs had treated at least one pneumonia case in the last three months,
and that FCHVs treat an average of 1.2 pneumonia cases each month,

It was determined that 91% of community leaders and 74% of mothers interviewed in Makwanpur
district knew about the cost recovery strategy. Every community leader and mother interviewed
felt that FCHVs did good work and they all felt good about buying cotrimoxazole from them.

The Community-Based ARL/CDD (CBAC) program and cost recovery activities in Sirzha distret
were both started in Baishaakh 2056 (Aprit’May 1999), The cost recovery strategy was initiated
through the assistance of SCF (US), with District Health Office (DHO) support and support from
the Child Health section of the DPHO from the beginning. FCHVs charge caretakers the same
price for cotrimoxazole as in Makwanpur, and replenish their supplies with one of nine authorized
drug retailers in the district.

Fifty-six percent (56%) of treatment FCHVs replenish their cotrimoxazole supply by themselves.
At the time of the interview 57% of FCHVs had at least 20 tablets, and 91% had the authorized
R.D. Prim brand. Twelve percent (12%) of treatment FCHVs did not like to sell cotrimoxazole as
community members believe that FCHVs are trying to make money by selling the drug. FCHVs
said that community members did not understand why they had to pay for cotrimoxazole when it
was free at HFs, Scventy-one percent (71%) of treatment FCHVs who mentioned ¢xperiencing
problems in the resupply of cotrimoxazole had more than 20 tablets at the fime of interviews, while
only 33% of treatment FCHEVs experiencing problems in the resupply of cotrimoxazole actually
had more than 20 tablets. It was determined that as the distance fo the drug retailer increased, the
percentage of FCHVs having more than 20 cotrimoxazole tablets decreased.

It was determined that 77 of the 88 treatment FCHVs interviewed were actively treating
pneumonia (those who had treated at Jeast one poeumonia case in the last three months). The
evaluation of treatment books belonging to these FCHVs determined that 71% had treated at least
one case of pncumonia, A total of 169 pneumonia cases were treated by these FCHVs, and among
these, 166 cases (98%) had been followed-up by the FCHY. It was determined that 55 FCHVs had
trcated at least one pneurionia case in the lnst three nionths, and FCHVs treat an average of one
pncumonia case cach month. Records showed that a total of 16 cases of severs pneumonia were
referred to the nearest HF and 50% of these coses had been followed-up on the third day.

Intcrviews determined that 47% of VDCC/VC, 55% of community leaders, and 67% of MG
members knew that FCHVs scll cotrimoxazele. The majority of thosce interviewed felt that FCHVs
were doing good work.

The nujority of HF stall interviewed felt that cost recovery nctivities in Siraha were running
smoothly. However, 25% of HF stafl interviewed were aware of certain problems. These included
the foct that carelakers did not want to pay for cotrimoxuzole. Caretakers are able to get
cotrimoxazole free at the HF but are being charged for the same drug with the FCHY. They
mentioned that FCHVs also faced difficultics in the resupply of cotrimoxazole.

The FCHV investigation aimed at determining the factors motivating FCHVs to continue their
work as well o3 the personal changes that they had experienced through their work as a volunteer,
Serving their community and carnings Dharma were the main factors influencing FCHVs in
Mokwonpur district to continue their work. FCHV4 in Siraha were motivated by these factors as

7

well as the ability to increase their own knowledge and skills, and the ability to pass on this
knowledge to their community, ‘The main personal changes experienced by FCHVs in both
districts included an increase in confidence, an increase in personal knowledge and skills, a greater
respect from their community, and an ability to pass on their knowledge,

The main differences in the cost recovery strategies occurring in Makwanpur and Siraha districts
are the means with which they were started, and the level at which they are being implemented in
cach district. In Makwanpur, cost recovery activities were initiated after the ARI program had
been well established. As a result community members not only understand and believe that
FCHVs are able to treat pneumonia, but also believe in the effectiveness of cotrimoxazole in curing
their children. As a result, they may not be as reluctant to pay for a medication that they trust, from
an individuzl whose scrvices and methods they are comfortable with and trusted. FHFs and FCHVs
in the VDCs in which cost recovery strategies were started all charge for cotrimoxazole, Therefore
there is no discrepancy or misundérstanding in these VDCs about having to buy cotrimoxazole
with both FCHVs and HFs,

In Siraha district both the CBAC program and cost recovery activities started at the same time.
Consequently community understanding of the role of FCHVs and the services that they provide
had not yet been established, and when the community was asked to pay for cotrimoxazole they
had no basis for belicving that it really was an effective drug against pneumonia. In Siraha there is
also a disparity about where cotrimoxazole must be purchased; it is free at HFs but FCHVs charge
the community for the same medication. As a result, problems arise when people do not
understand why they must pay for a medication at one location but can receive this same
medication free at another location within the Ministry of Health (MOH) syster,

Recommendations for improving and suslaining the ¢ost recovery strategies in Siraha district
include incréasing FCHV accessibility to cotrimoxazole by either increasing the number of drug
retailers in the district or by letting FCHVSs replenish their supply al HFs. When FCHVs are asked
to charge the conununity for cotrimoxazole yet it is available fo the community free at HEs, the
FCHYV is placed in an uncomfortable and an awkward position. It is therefore recommended 1o
correet this discrepancy concerning where cotrimoxazole s free and where it must be purchased,
by implementing the cost recovery strategy at all 1iFs in Siraha district,

Results from Siraha district show that there is a need to increase awareness that FCHVs can
manage diarrhea, and can diagnose and treat pneumonia among VDCC/VC, community leaders,
and MG members.  There should also be an increase in knowledge amony these groups that
FUIVs clurge for coltinoxazole as part of a cost recovery strategy i their district,

Recomiendations for both districts include the following:

*  Incicuse awareness among VDCOC/VC, community leaders, MG members and mothers that
FCIIVs charge for cotrimoxazole as part of cost recavery sirilegies in their districts

s Incrense VDOC/VC, community leader, MG momber and miternal awnreness of the
dilferent activities performed by FCHVS, especinlly their ability e manage diarrhes,
diagnose and treat pueumonia, and their involvement in healih education and family
planning activities

¢ Emphasize the need for regular MGMs

¢ Hmphasize all the ARI and digrehen danger signs at MGMs, and stress the impontance of
third day follow-up with the FCHV when their ehild is treated for preimonin

*  Lmphasize the importance of third day follow-tp of pneumonia cases during FCHY
training, and especially third day follow-up among eases of “severe pretmonia” it
FCHVs have referred to the nearest 11

¢ Emphasize the need for the continued suppert of FCHVS from DDC members, VDE
members, HE stafl, community feaders, community members and mothers



nally, recommendations ‘for implementing a similar cost recovery strategy in other districts were
w identified: _

+  As per findings in Makwanpur district, it is recommended that cost recovery activitics be
implemented after the ARI program has been well established.  ‘This would cpablc the
community to believe in the FCEV's ability to treat pnewmonia, and in the effectiveness of
cotrimoxazole

Stress community participation from the beginning

Tmplement the strategy district-wide; HFs and FCHVs both charge for cotrimoxazole
Involve drug retailers in the supply of cotrimoxazole to HFs

Allow FCHVs to replenish their cotrimoxazole supplics at HFs

* & & =

: conclusion, Makwanpur and Siraha districts are undergoing attempts to continually make health
community responsibility through efforts aimed at managing and maintaining health programs
wough the use of local resources. Cost recovery activities designed to cover the cost of pediatric
srimoxazole in Makwanpur and Sitaha (and the cost of ORS packets and BPCs in Makwanpur)
\able communities to become independent from extemnal aid sources for provision of these
ymmoditics. In effect, the current health programs in both districts are being suslaine.d within the
wnmunity by way of local resources. Cost recovery activities have also rcsu!lcd in a regular
ipply of cotrimoxazole tablets being made available at the villagg chch Flpal}y they have
vightened community awarcness about engoing cast recovery strategies 1n the districls am! have
wreased community belief in FCHV services and the bencfits of culnrnuxa:.f.ole. resulting in
nhanced community motivation to pay for the drug when needed.  Implementing cost recovery
~tivities requires time, motivation, determination and regular follow up, among olhgr elements.
takwanpur and Siraha disiricts both show great understanding of these essential requirements, as
“ell as the ability to make cost recovery strategics in their districts a suceess.

1. Introduction

1.1 Background

Nepals national health policy is based on the primary health approach, focusing on health care
accessibility and on the quality and full usage of health services. Nepal is composed of three
geographic areas: the mountains, the hills and the terat, and it is divided into 73 districts, with cach
district having either a District Health Office (1210 or a District Public Health Office (DPHO)
Fach diswrict is divided into Village Development Comnittees (VDC) with each having one health
lacility (I1IF). The VDCs are further divided into nine wards, each with at least one Female
Commupity Health Volunteer (FCITV).

The Department of Health Services Annual Report 2056/57 (1999/2000) estimated Nepal's total
population at 22,842,441, where approximately 3,350,344 children are under the age of 5 years
The 1995/96 Family 1lealth demographic survey estimated the infant mortality rate 10 be 78.5 per
1000 live births, while the mortality rate for all children under the age of § years was estimated to
be 118 per 1000 live births (1),

The use of health facility services is limited in Nepal, with fewer than 10% of deliveries done at a
health facility, and fewer than 20% of carctakers taking their children to a health facility for
treatment of illnesses sueh as diarrhea or pneumonia (1) Beyond health facilitics, FCIIVs,
Maternal Child Health Workers (MCHWSs), and Village Health Workers (VHWs) provide primary
health care services,  FCHVs are becoming increasingly popular primary health care providers
since they are community members who live nearby and are available 24 hours a day.

The FCHV program was started by the Ministry of Health (MOH) of His Majesty's Government
(HIMG) of Nepal in the 2045/46 liscal year (1988/89) with the objective of increasing community
participation in basic primary health care, ‘The female vohateers are trained to deliver health
education und primary health care services o women and children in their community,  Their
activities include the distribution of vitamin A eapsules, vral rehiydration solution (ORS) packets,
condoms: the resapply of tamidy planning pills 10 women; and the treatment or referral of acute
respiratory infections (ARL) eases in certain program districts.  FCHVs also conduet mother's
group meetings (MGMs) with 1opics such as sale motherhood, immunization, family planning,
nutrition, sanilation, diarehea wtd AR home therapy, conmunicable diseises, ete,

FOHVs attend w0 F-day initial training  which
covers ARLL diarehea,  immunization, nutrition,
family  plaming,  Acquived  Tmmunedeticieney
Symdrome (AHDSY, Tiest aid and childeare, At the
end of their initinl training, FCHVs are presented
with a certiticate, a badge and a drug kit They are
also given a cloth bag in which to keep their drag,
kit which inclicles Paracetamol, lodine tincture,
Gentinn Violet, ORS packets, [amily  planning
pills and comdoms.  Onee the supplies in this kit
are (inishd, it is the responsibility of the FOHY o
replenish lier owa sapplies with assistance from
e comanmity wnd the [ocal health aeility or by selling medicines, Family planiog pills and
condmns are sull provided free.  Eaehh FOHY ds given o signboard to v onto her hoane
dusignating her position,

A BCHV dopdaving dwee mterils

FCHVS i ARD progean districts receive speestl taining, and ave provided sl pediatric
cotrimoxzzoke, 1 sound timer with which 1o diseasse pneumonian, wnd selerence niterials such as



ARI manual, treatment charts, and AR! classification cards, As part of the Vitam‘in A program
winsion FCHVs are also given 1D cards, and all FCHVs from the diarrheal diseasc control
wakam should be given ORS packets and a blue plastic cup (BPC) with which to prepare ORS
rectly.

2 Control of Diarrheal Discase (CDD)

« National Diarvheal Disease Control Program was started in 1983 with the goal of reducing
rtality and morbidity from diarrhea in children under the age of 5 years. IIMG of Nepal
dinted a2 CDD Reactivation Program in 1993 with the objectives of following up on the original
9D program, providing diarrhcal case management training to health service personnel, and
iproving aceess to oral rehydration therapy (ORT} at health facilities and in the community.

1994 survey to assess health facility staff and FCHVs with respect to knowledge and activities
sarding the management of diartheal diseases, revealed that in order 1o help community members
anage diarrhea at home and recognize danger signs for referral, FCHV knowledge of diarrhea
satment regquived strengthening in some arcas (Table 1) (2.3). The survey concluded that CHWs
ere in fact the best individuals to disseminate information about diarrheal diseascs to the
immunily.  As a result a modified approach to the reaclivation program was implemented in the
entral Region (including Makwanpur district). This new approach applicd strategies emphasizing
sograms and ease managerent of speeific diseases, Italso involved a combination of child health
rogram compenents inchuding diarthea, AR, vitamin Amutrition and an Expanded Program lor
mmunization (EP1),  Activities stressing the involvement of DDC, VDC and ward leaders were
Is0 included, to raise community awareness about the program and the role ol FCHVs.

‘Table 1: Danger signs for the referead of diserhien and ncute respientory infection cases tor the tenrest
Ivenlih Facility

ACUTE RESPIRATORY INFECTIONS
Fast Breathing

DIARRHEA

w “Thirst

| Many Watery Stools | Chest Indrawing
Eating/Drinking Poorly | Stopped Feeding Well
Fever i Abnormally Sleepy

Fever or Low Body ‘F'emperature {infants 0-2 months)

“Repeated Vomiting L
Severe Malnutrition

Blood in Stool

1.3 Acute Respiratory Infections (AR)

Atule tespiratery infections (AR are the lending cause of morbidity and mortality in ¢hildren
ander the age of 5 in Nepal. The majority of deaths in children under the age of § years suflering
tromt ARD are caused by pncumania (4), 1t is estimated that between 25,000 10 30,000 children die
annually from pneumonia in Nepal (8). The Nativnal Progeam for the Control of ARE was
eetablished in 1987 i order to reduce morbidity and mortality from preamonia smony children
winler the uge of § years, This ineluded training health fueility stall and providing cotrimoxazale
tablets to tixed tacilities,

In 1094795 an AR Strengthening Program was initiated using a “treatment”™ model (in Chitwan
and Makwanpur) and a “referral™ model (in Morang andd Sunsari). According 1o World Health
Organization (WII0) guidetines, the diagnosis of pneumenia is mude with the presence of either of
3 pringipal signs: Fast breathing mnd chest indrawing, FCHIVS and VHWs in “ireatment” districts
were trained to dingnose pneumonia using a sound imer to count respiratory rafe, 1o reat
prewmonia using pediatric cotrimoxarole tablets il the child had "pnewmonia only”, and to refer the
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child to the nearest health facility if the chitd had any danger signs of “severe pneumonia” (Table
1,2). FCHVs and VHWs int the "referral” districis were only trained to diagnose pneumonia (using
a timer and by observation), and were told to refer the child to the nearest health facility if they had
pucumonia or severc pncumonia. FCHVs in both treatment and referval districts emphasized
information about appropriate ARI home care and the recognition of danger signs to carctakers.

Table 2: Resplratory cutofl rates for the two age groups of chlidren

. _AGE RESPIRATCRY CUTOFY RATE
| 0 months to 2 months 60 or more respirations/minute
50 or more respirations/minute

2 months to 5 years

Assessment of this intcrvention after 1 %
years of its implemeniation, (5) revealed
that twice as many children who were at
risk of having pneumonia were diagnosed
and treated in the "treatment” districts, with
ne increase in the numbers managed in the
"referral" districts. The number of children
with severe pneumonia  who received
treatment in the "ircatment” districts also
increased. It was determined that mothers
had good knowledge of some signs of
severe pheumonia, and they found FCHVS
to be acceptable care providers because
they were accessible and gave good advice.
As a result the MOH and its pariners
decided  to cautiously  expand  the
“treatment” model in other disiricls in a
phased manner.

FCHY Kanchhi Maya Thing counting a child’s respivatory #nte

7

with her sound timer. Mak disteict, Nibewatar VIO,
. Ward 44

Refresher training was provided for health fcility staff and CHWs in Makwanpur in 1997/98. A
report in 1998 of FCHV knowledge and activilies related to diarrheal disease and ARI in
Makwanpur demonstrated that FCHVs played significant roles in improving child health in their
communitics by their ability to diagnose and treat pneumonia based on certain respiratory rate cut-
offs for wo age groups (Table 2). In 1998/99 five other districts were added into the ARIL
program, including Siraha district. In this new Commwinity-Based ARVCDD (CBAC) progrom,
both HF staff and CHWs were trained in the diagnosis and tecatinent of poeumonia, The CBAC
program was started in Siraha district to support the initistive of the MOE of HMG, with Suve the
Children (SCIF US) as o partner in that district from the beginning.

1.4 VYitamin A

Vitamin A deficiency is a severc public health prublem that primarily affects chifdren, nnd
pregnant and lactating wonmen, 11 is estimated that 20 te 40% of preschool children are sub-
elinieally vitamin A-deficiem (6), and between 1 1o 13% of all preschaol children are ot risk for
developing xcrophthalmis, n sign of vitamin A deficiency (7). Children who are vitamin A.
deficient are more susceptible to morbidity and mortality from common infections such as
diarthenl disease and measles.

The World Summit for Children in 1990 gave the goal of climinating vitamin A deficiency by the
year 2000, In response to this goal, IIMG of Nepal Inunched a National Vitamin A Program




JNVAP} in 1992, The program implementation began in 1993 with

1gh-dose vitamin A supplementation of children 6 to 60 months of

«e twice a year. It also included approaches aimed at improving

1w availability and consumption of vitamin A-rich foods, in order to

«luce vitamin A deficiency and therefore impact child mortality.

‘upplementation is carried out by FCHVs, who are trained in

‘using, record keeping and the importance of vitamin A. It was

wlermined that an adequate vitamin A program could avert

pproximately 25,000 preschool child deaths each year in Nepal (8)

nd that the risk of mortality of Nepalese children 6 to 72 months of §

ye can be reduced by approximately 30% when they are dosed with )
itamin A (9). The NV!E.,IE: is currently in 72 of Nepal's 75 districts. Dosing a d'g:pﬁf,ﬁ  vitamin A

!, Cost Recovery Strategies

I'he assurance of a constant supply of essential drugs remains a major problem in the delivery of
wsic health care services in Nepal, Although HMG has maintained a cerfain level of cenunitment
o resource allocation of drugs and supplics to local health facilities, the supply of essential drugs
ypically lasts for only up to 6 months each year. As a result health facilitics do not often dispense
he full course of drugs and health facilities are required to give patients prescription slips so that
hey can purchase drugs tocally. Health workers do not follow the standard dosing treatment
chedules, patient load at health facilities is very irregular, and the revenue gencrated from
cgistration fees is not properly used (10). Various factors such ag the inadequate availability of
lrugs at health facilitics, the increasing notion that the government alone cannot provide basic
“walth services to the reral population, and the experience provided through several drug schemes
hat community involvement is an appropriate strategy for sustaining a health delivery system,
vere considered (10).

‘ost recovery activilies have recently been started in Makwanpur and Siraha districts, where
FCHVs charge community members for pediatric cotrimoxazole.  The strategy in Siraha was
aitiated in a structured manner when the Child Health section of the DPHO agreed for SCF (US)
‘o replicate the Nuwakol district health model. In Siraha district enly FCHVs charge for pediatrie
‘atrimoxazole, and the program is district-wide. In Makwanpur district cost recovery activities
were started semi-spontancously and internally after an exchange visit from the Nuwakot district
health team. The strategy is not yet district-wide, but in VICs where the program has been started,
11Fs, VIIWs, MCHWs and FCHYVs all charge lor pedintric cotrimoxazole,

e cost recovery strategies in Makwanpur and Siraha were undertaken with the ultimate goal of
making health a responsibility of the commwnity. Monitoring sctivitivs of the CDIY and ARI
programs have shown that conununity members have access to and are making use of the services,
and most importantly, they are benefiting from them.  In order for the progress from programs
aimed at reducing ehildhood deaths from dinrrheat discases and ARL to continue, these programs
must be sustained within the conmumitics through local resources.

For the purpose of this study, cost recovery is defined as the conlinued efforts to make health a
community responsibility, and elforis aimed at managing and maintnining health programs through
he vse of local resources,  This includes covering the costs of pediatric cotrimoxazole tablets
andfor ORS packets ot the community level through sales by FCHVYs with the (inal aim of
achieving independence from external sources of aid for these commoditics.
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3. Study Objectives

This study’s objectives arc to study the existing cost-recovery strategies in Makwanpur and in
Siraha, An investigation into the experiences and personal changes of FCHVs will also be
conducted, This study's overall objective was to assemble recommendations for implementing
similar cost recovery strategics in other districts of Nepal in the future.

3.1 Cost Recovery Objectives

a) determine the catalyzing factors for the start of the cost recovery strategies in each
district

b} determine the extent to which the desired cost recovery has been achieved in each
district

¢) determine the level of effectiveness of each strategy (the successes and problems)

d) dctermine the opinions of district health staff, health facility staff, FCHVs,
community leaders and mothers

3.2 FCHY lInvestigation
a) determine factors in FCHV motivation to continue their work

b) determine how they have been personally changed by their experience as an FCHV




4. Makwanpur District

Makwanpur district (Annex 1} is located in the central hill region of Nepal, in Narayani Zone, :
Information from the United Nations Population Fund (UNFPA) in 2055/56 (1998/99) cstimated i
the total population 10 be 384,677, and the totad population under the age of 5 years to be 60,154,

I'he Nepal Census conducted in 1991 determined that 24% of women in Makwanpur district were i
literate.

Preliminary visits to Makwanpur district were conducted with the objective of understanding the
oxisting cost recovery strategy and interviewing district and health facility swaff, FCHVS,
community leaders and mothers, for opinions about the current situation. Questions were tested in
order to creale standard questionnaires for future visits. After the questionnaires were developed, a
sccondary visit to Makwanpur district was carried out in Maagh 2057 (January 2001) with the

purposc of collecting data for the study. T
4.1 Interview Process ;
3
Al the time of this study 8 VDCs in Makwanpur disiricl "
had started the cost recovery strategy.  Among these, the
strategy had been actively working for a period of 8 1010
months in 5 VDCs, which were considered to be mature.
I'herefore these 3 VDCs: Nibuwatar VDO, Bhainse VDC,
Harnamadi ¥DC, Daman VDC and Palung VDC, were
selected for the study.
Tnterviovenng Nebtowator FONE Champes Rane
tivard 82) Makwanpur divirdt
Srexhul Bkt and Brshow Phay!
nterviewving o mother fria Makweanpor
district
In Mokwanpur distriet, the DPHO was interviewed.  Tn addition, the 111 InCharge or the HF
officiating InCharge and the VDC Chairman or VDC Viee Clhairman (VDCCVE) were also
interviewed in each of the 5 selected VDCs, 1L was decided to randomly select 50% ol the 45
wards in the § VDCs Tor our study using M$ Excel, ‘Fherefore, 23 FCHVS, 23 community leiders,
and 23 mothers were interviewed (Table 3} (Annex 3). Senior Child Healh ield Officer
IS8 Letaudia Dev Phoj Karki was also interviewed. o
“Fubile 31 Distershes s condueted i Mukwanpur disteicl l
- POSITION NUMBER v
| DPHO L 1
VDE ChairmandViee Chairman {(VDCC/VE) 8
HE InCharge/Ofticiating InCharge 5
FCHYS . 23
Community Leaders . 23
Mothers 23

// 10

The FCHY in ¢ach of the randomly sclected wards was interviewed, as well as a community leader
and a mother from the same ward as the FCHV. If the FCIIV was away from her home for more
than § days, then the FCHV from the next ward in ascending order was chosen for an interview,
and a community leader and mother were interviewed from this new ward. The community leaders
interviewed included cither the Ward Chairman, the Female Ward Member, or any Ward Member
available. Among mothers, MG members or mothers with children under the age of 5 years were
interviewed.

Intervicws in Makwanpur district were conducted by an AHW, Bishne Phuyal. He began cach
interview by explaining the study's purpose, and then asked the questions on cach of the respective
questionnaires, All of the questions were asked in an open-ended manner, and no prompting was
given.

4.2 Results of Interviews with DPHO, YDCC/VC and HF staff

Makwanpur district is taking active measures to ensure that its FCHVs
have a continuat supply of cotrimoxazole and ORS packets with which to
treat sick children. At the time of this study 8 VDCs in Makwanpur had
implemented cost recovery strategies in which FCHVs charge community
members  for  pediatric  cotrimoxazole, ORS  packets and BPCs.
Commenting on the strategy, Sr. DPHO Jagata Nanda Singh said, "HMG
shoutd not be solely responsible for health; people should be
responsible for their own health” In this respect people are aware of
the importance of cotrimoxazole, and realize that they must he responsible
for ensuring that eotrimoxazole is always available. Sr. DPHO Singh
went on to say that since the strategy started there has been an increase in
public awareness and interest about il. Mr. Singh feels that in order for
the program to be sustained, visits with the community on lopics such as
prevention and preventative health must be inereased.

Dev 1hef Karki, Nadia
) . ¢Corvatho, and Sr. DPHO
The cost recovery strategy in Makwanpur today was developed as the  Jugar Nanda Singh in

result of an exchange visit in Baishaakh 2056 (ApriliMay 1999) from the Makwanpur district
Nuwakot district health team to Nibuwatar VDC, With the pwpose of
recovering costs, the organization SCF (US) asked FCHVs in Nuwaket district to charge Rs 12 for
20 cotrimoxazole tablets, and Rs 18 for 30 cotrimoxazole tablets. This strategy had started as part
of a pilot program using the existing MOL mode! in 3 VDCs of Nuwakot, The Nuwakot district
health wam, which included FCHVs, met with
\ Nibuwatar SHP staff, VD members, community
s :;}W'l"’ . |:::1(|c1'5 and FCHVYs. The team lefl the Nibuwatar
At R R SHP with one question: What will happen if
sawe e donor  agencies  stop  providing  you  with
T | cotrimuxazole: will you et your children die of
preitnedn?

The Nibuwatar SHIPT Mr, Anunta Baskota was
very impressed with the Nuwakot healtiy wim and
their ideas, and deeided 10 implement similar coslt
recovery aclivities m his VDC,  He began with
discussions with the Nibuwatar FCHVs and then
presented a proposal to the VDO,

(From teft to vigpht) Dev Dhoj Koeki, Bivhoe Phuy ol
Kuvuay Lawichane, SUPE Anetntar Boskonn, amd Suchal
Kearki in front of the Nilmewatar SHIt or MMaksanpior




The cost recovery strategy was started in Mangsiv 2056 (November/December 1999), with Rs
10,000 from the Nibuwatar VDC. In the fiscal year of 2057/58 (2000/01) the Nibuwatar VDC
lonated Rs 11,000, from which Rs 2,000 was used to start a savings fund with which to buy
‘otrimoxazole tablets.

success in Nibuwatar VDC prompted the initiation of the same cost recovery strategics in Palung
VDC in Baishak 2057 (April/May 2000), followed by Daman VDC in Jesth 2057 (May/June
*(00), Bhainse VDC in Srawan 2057 (June/luly 2000}, and finally Harnamadi VDC in Bhadra
'057 (July/August 2000).

sach FCHY in VDCs where cost recovery activities are occurring is given 100 cotrimoxazole
-ablets with which to start. She charges Rs 12 for 20 cotrimoxazole tablets and Rs 18 for 30
_olrimoxazole tablets. BPCs and ORS packets are cach sold for Rs 6. She sells the cotrimoxazole
tablets as required to community members and keeps a report of her sales and the money she
receives. Each month at a meeting at the HF, she hands in her report with the money from her
ales, and is provided with enough cotrimoxazole to ensure she has 100 tablets. Some VDCs are
levising internal strategies for those who cannot afford to pay for cotrimoxizole.

Among the HF Incharges who were interviewed in the selected VDCs from Makwanpur district, all
of them felt good about the way in which the cost recovery strategy was working. Cotrimoxazole
availability and independence from donor organizations were cited as the primary reasons for this,
The HF Incharges said that at first community members were teluctant to pay for cotrimoxazole,
but that now there were no problems getting them to pay because they understood about the
strategy. The Incharges also felt that the prices were affordable 1o community members and that
the strategy promoted a feeling of setf-sufficicncy in the community. These sentiments were also
<hared by the VDCC/VC interviewed.

43 Results of Interviews with FCHVs

Livery FCHYV interviewed in Makwanpur district knew the currect doses of cotrimoxazole for the
two age groups. They all also knew how to correctly prepare ORS, When asked about the three
home rules for treating diarchea, it was determined that 91% of FCHVs knew all 3 home rules.
Every FCHYV interviewed knew the first (increase the fluid intake of the child) and the third (watch
for danger signs and refer the child to a HF if they have any danger sign) rules. Ninety-one percent
(91%) of FCHVs intervicwed knew the second rle (continue to feed the child). Graph 1 shows
FCHV knowledge of the danger signs to watch for. It was determined that 96% of FCHVs knew at
least two of the danger signs. OF importance was that 20 of the 23 FCHVs, or 87% of FCHYs
interviewed gave weakness as o donger sign when it is not on the list as a danger sign of diarchea,

Graph 1: FCHY Ynowledge of dinrrheal danger signs for referral 1o health facliities
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All 23 FCHVs interviewed knew about the cost recovery strategy. They knew the prices at which
to sell cotrimoxazole, BPCs and ORS packets, and had all been taught how to sell them. Every
FCHYV felt that the strategy was good, and said that they had no problems

getting cotrimoxazole. They also said that they did not have any difficulties getting commuunity
members (o pay for cotrimoxazolc either because they convinced them about the strategy or
because they gave it on credit and got the money back at the third day follow up visit with the
child. Only one FCHV, Devaki Adikhari from ward #6 of Daran VDC, mentioned experiencing
difficulty in getting community members to pay for cotrimoxazole, She also felt that there was a
reduction in patient numbers since the cost recovery activitics started because carctakers did not
want to pay for medicines. However she was the only person to make this statcment, and a review
of her records for previous months was not conducted.

On the day they were interviewed, 83% of the FCHVs [ 83% FCHY's with at least 1 ORS packet
had al least ORS packet, and 78% of FCHV's had at | 78% FCIVs with at leas) 20 tabtets

least 20 cotrimoxazole tablets with them, Five | 57% FCHVstreatedat least | case
FCHVs (22%) had o cotrimoxazole, and one of them FCI1Ys treat an average of 1.2 casey/month
reported that she didn't sell because she lived very close to the Bhainse SHP. Interviewers were
unable to determine how many FCHVs were actively treating pneumonia. A review of the
treatment books for ARI was conducted by the interviewer, Among the 23 FCHVs interviewed in
Makwanpur, 13 or 57%, had treated at least one pneumenia cas¢ in the last three months, On
average, cach FCHV treated 1.2 pneumonia cases cach month,

Graph 2 shows the reasons that FCHVs gave for continuing their work as FCHVs when they
receive no monctary incentive for their services. Among the 23 FCHVs interviewed, 37% said that
they work to serve the community and 29% said that their work aliowed them to cam Dharma
(spititual gain). Twelve percent (12%) of FCHVs gave the reason of passing on their knowledge
about health to the community and another 12% said that it was because they had been working as
FCHVs for so long that it was now a sort of habit.

Graph 2: FCHY reasons (or continuing their work as xn FCHY (muliiple answer)
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When determining if FCEIVs were getting the support they needed to comtinug their work it was
revealed that FCIIVs in Nibuwatar VI reeeived a lot of support from VIC, community amd ward
members. They receive Rs 75 at cach monthly mecting, as well a5 support during vitamin A and
oral polie distributions,  FCHVs in Bhainse VDC received support from VIXC and community
leaders. but disclosed that although the VDC had promised them Rg 60 at gach monthly meeting,
they had not received any money, In Daman and Palung YICs, FCTVS said they received support
during vitamin A and oral polio distributions, FCHVs in Daman and Palung say they have not
received the Rs 100 for monthly meetings since 2057 but the Daman FCHVs say that they get
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community support, while the Palung FCliVs aet support from the VDC. In Harmamadi FCHIVs
gt Rs 50 at each monthly meeting, and every FCHV said that they received support from
cemimunity members,

FCHVs were finally asked abowt changes that had 1aken place in their lives due to their expericnce
us FCHVs. Graph 3 shows that 33% said that they have the confidence to speak and express their
thoughts and concerns in front of others, 31% said that they have been able to gain significant
knowledge and skills, and 22% said they have gained respect from the community,  This
demonstrates that FCHVs are becoming respeeted and recognized in their communitics due to the
work that they do. FCHVs are able to acquire useful skills and knowledge and are able 1o pass this
information on to other people in their communities in order Lo improve the health of others.
FCHY Kanchhi Maya Thing from Nibuwatar VDC's Ward #4 was clected Female Ward Member
(o her ward because of her work as an FCUV. This demonstiates that FCIVs are guining many
skills. as well as conficdence and recognition within their communities. which is allowing them to
hecome empowered.

Graph 3: The persounl changes experienvedd by FCHYs sinee hecosning an FOHY (multiple unswer)

from———— . e e ——— e
140 4
wh——m—m -
o —
z "
Lo =2
pnd
204
{) 4
Conlidence Knowludpe Respect Recosnehon Nithe ndependenge
Shat Dullerency

44 Results of Interviews with Community Leaders and Mothers

Interviews with commanily leaders indicied tht 917 ke about the cosl egovery aclivitivs i
their VDO They were all in Fivor of thy strategey siving: that it enabled them 1o he independent
ud allowed for medicines o be made avasthedle g cheap price teompared with medical shops} in
their villages, Ameig mothers 74%, knew about the cost recovery stailesy, Onee it was explained
I lose who were uninware ailsout il they all felt it it was o goad way 1o ensure constan
aviilability of cotrimoxazole in the villages w a cheap price.

I Makwanpur district, four of the commmanity Teaders interviewed were Terile wiend nembrs,
When asked where tley 1ok their chikdren wlien they sere sick with AR ssinptams o <diarrhes,
W of the community leaders interviewed ahis included one of the for female wittd embyers
iterviewed amnd 65% of smuthers interviewed said they ke theie children o e KOV irnph «h.
IEwas determined thad 8% of community leaders (this included one of the fere fermade wand
wembers imerviewed) ook their childeen 10 e nearest [ while 30% of muathers tesk 1heir
< hidelren o the HIF. Reasons Tor rking chitdren 1o the VE mehrded st the T wi closer than the
FETIV, while i Tew community teaders el ethat FCHVS coutd only trea “simple™ illesses, These
results ilostrate that FCTVS seem to be more popidiar with women than with men, Ttmay be thn
wanten feel more comtortable wking their chiklren ke imother woman whom ey recepnize in
sheir comunmity, thin tos JE where their chald may be treated by someene thal they div et know.
I this is the G, i demonsirges B FCHVS are essential in providing health core services 1 the

/(3 I

local children because they may be trusted more by mothers, On the other hand, the finding that
more women than men take their children to an FCHV can also be explained by the distance and
time required traveling. It may be that men are able to travel further with their children to a HF,
wiile women are constrained by the time and distance front their homes to a place where health
care services are provided,

Graph 4: Places where community leaders and mothers take their chilren when they are stk with ARI
or dlarrliea (sIngle answer)
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Every mother interviewed felt that the FCHV's work was very good, Ninety-six percent (96%) of
mothers knew the FCHV nearcst to them, and 78% of these mothers knew the FCHV's name.
When asked if FCHVs received a salary for their work, only 13% of mothers knew that FCHVs
were not paid for their services.

Community leaders were asked the same questions about the FCHV's work in order to determine
their feclings towards FCHVs with the purpose of ascertaining the level of support they provide to
their FCHY. Every community leader interviewed felt that FCHVs did very good work and 96%
believed that FCIEVs had the knowledge to treat children with pnewmonia. Interviews determined
(hat 96% of commumity leaders knew the name of the FCHV nearest to them, Every community
leader interviewed felt good abowt having to buy cotrimoxazole and two members said they had
alrcady bought the drug while two others had bought BPCs. Eighty-seven percent (87%) of
comnumity leaders knew that FCIHIVS receive no monetary incentives for their work,

Graph §: The different methods in which community teastery suppoert their FCHY sy reported by
community leaders (multiple anyiver)
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Graph 5 shows the different methods of FCHV support by community leaders, such as by
advertising their services {33%) and by helping FCHVs when they ask for help (26%). Graph 6
shows that 61% of mothers reported that they support FCHVs by going to them when the FCHV
calls them and 26% follow their advice as a means of support, This reveals that mothers in the
community accept advice from their FCHV, whercas community leaders tend to give the FCHV
advice about making local people aware of her activities and the services that she provides.
Community leaders primarily support and help their FCHVs by promoting messages about oral
polie vaccination and vitamin A distributions in the community. On the other hand, mothers
primarily support their FCHV by coming to her assistance when she asks for help,

Graph 6: Mothers' mechanisms of supporting their FCHV as reported by mothers (single answer)
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Only 4 mothers out of the 23 mothers interviewed hiad ever attended a MGM; the majority said
they had cither not hieard when the MGMs were being held, or that no MGMs had been conducted
in a long time, When the mothers were asked about the activitivs performed by FCHVs (Graph ),
83% knew about oral polio vaceination, 61% mentioned that FCHVs treat ARI and are able (o
diagnose and treat pneunmonia, and 48% knew about vitamin A distribution,

Graph 7. Molhers' knowledge of the different setivitles 1hat FCHVY perform {multiple answers).
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Maternal knowledge of the AR and dinrthen danger signs was determined.  Ninety-one percent
(91%) of mothers interviewed recognized fast breathing as a danger sign of ARL, while 83% knew
about fever and 65% knew about chest indrawing (Graph B).,  However, none of the mothers
interviewed mentioned severe malnutrition as an AR danger sign. Previous swdies and training
seasions have shown that severe malnutrition is a difficult concept for mothers and FCHVS to
understand.  This may account for the fact that no mothers mentioned this danger sign. 1t is

/5 .

therefore recommended that all of the ARI danger signs be emphasized during future MGMSs and at
future FCHV training sessions.

Graph 8: Mothers' knowledge of the different AR danger signs (multiple answer)
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Mothers in Makwanpur district were finally asked about the danger signs of diarthea (Graph 9). o
was determined that 96% of mothers knew that having many waltery stools was a danger sign, 43%
knew about fever, and 30% mentioned marked thirst as a danger sign.

Graph 9: Mothers' knowledge of the danger signa to look for when children have dlarrhea {multiple answer)
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5. Siraha District

Siraha district (Annex 2) is located in the Eastern Terai region of Nepal, in Sagarmatha Zone.
Information from the UNFPA in 2055/56 (1998/99) determined the total population to be 554,384,
and the total population under the age of 5 years to be 80,009, The 1991 Nepal Census determined
that the literacy rate among women in Siraha district was 13%.

Preliminary visits to Siraha were carried out with the objective of understanding the cxisting cost
recovery strategy and interviewing district members, health facility staff, community leaders,
FCHVs, mothers and MG members for opinions about the current situation. Questions were tested
in order to create a standard questionnaire for future visits. Once standard questionnaires were
developed, a sccondary visit to Siraba district was conducted in Chaitra 2057 (April 2001} in order
to collect data,

5.1 Interview Process

‘I'ie study in Siraha district was conducted jointly by JSI and SCF (US). Sixteen interviewers were
selected by SCF (US) and were oriented on the cost recovery straiegy and the interview process by
both SCT (US) and JSI. They were divided into four groups, each with one supervisor (Krishna
Bandhu, Hira Tiwari, Bishwo Shanti Malla, Indra Bhattarai}, and under the direct supervision of
JS1/Kathmandu FCHV Program Officer Itira Lal Rajbansh, and SCF (US) Heaith Program Officer
l.axmi Bhattacai. Each group was assigned to complete ali the interviews in one VDC per day.
liach interviewer began the interview by explaining the study's purpesc, and then asked the
questions on cach of the respective questionnaires, Al of the questions were asked in an open-
ended manner, and no prompling was given.

wl'“ i LB g

Struhy interview deam in front of the SCF (US) office in Lohan,
Nrahu

!
i
i
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Siraha district has 106 VDCs, each with five treatment FCHVs and four referral FCHVs. SCF
(US) has implemented the cost recovery strategy in all of its VDCs, and it works with ninc drug
retaiters in the district. 1t was decided to randomly select twenty VDCs (19%) for this study in
Siraha district using MS Excel (Table 4) (Annex 4).

Table 4: Interviews conducted In Slraba district

POSITION EXPECTED ACTUAL
NUMBER TQ BE NUMBER
INTERVIEWED INTERVIEWED
DPHO . o 1 1
vpeewe X 19
HF InCharge/Officiating InCharge | 20 20
Drug Retailers ) 9 8
Referral FCHVs 40 3%
Treatment FCHVs 100 38
Community Leaders e 40 40
Mothers with children treated for 40 40
pneumonia | Jo.
MG Members 40 39

Treatment FCHVs are trained to diagnese and treat "pncumonia only" cases with cotrimoxazole,
and to refer cases of severe pneumenia in children to the nearest HF. Referral FCHVs are trained
to diagnoese pneumonia in the same way, but are required to refer all cases of pneumonia regardless
of the degree of severity. They refer cases of "pncumonia only” to the treatment FCHV in their
VDC, and cases of "severe pneumeonia” lo the nearest HF.

The DPHO from Sirzha district was
interviewed.  From cach of the twenty
randomly sclected VDCs, the HE InCharge
or officigting InCharge and VDCC/VC
were interviewed, The guestionnaire was
pretested  with one drug retailer and
thereafter interviews were attempted with
the cight remaining drug retailers,  An
attempt was made lo inlerview all five
treatment FCHVs from each of the twenty
randomty sclected VDCs (see Annex). If
any treatment FCHV  was  cither not
available for one day, had dropped out, or
had dicd, they were excluded from the
study, Among the four reforral FCHYs in  Strbe inferviewers posing for a picnire after orientation
each of (he rundomly selected VDCs, any two referral FCHVs were seleeted to be imerviewed
(able 4), J$VBiratnagar Child Health Field Officer Hira P, Tiwori was interviewed, as well as
SCT (US) Health Program Officer Laxmi Dhantarai and Health Officer Bishwo Shanti Malla,

Among the five treatment FCHVs from each rndomly selected VBC, any two wards with
treatment FCHVs who had treated children wnder the age of § years for pneumonia since the start
of the CBAC program were chosen, One community leader (Ward Chairman, Female Ward
Member, or Ward Member), one mather whose child under the age of § years was treated for
peumonia by the FCHY, nnd one MG member were interviewed in each of the two wards
selected. A total of forty community leaders, forty mothers with chiklren under the age of § years
who had pneumonta, and Forty MO members would therefore be interviewed (Table 4).




2 Results of Interview with DPHO

e Community-Based ARI/CDD (CBAC) program in
raha district was implemented in Baishaakh 2056
wpril/May 1999). District Public Health Officer / ARIL
wcal Person Ramesh Prasad Singh was inspired to start
ance he learned that 7071000 children under the age
5 years dic from pneumonia each year in his district.
aring the initiation of the CBAC program, he was
proached by SCF (US) with the idea of recovering
¢ cost of pediatric cotrimoxazole by having FCHVs
I the antibiotic to carctakers. As a result, the CBAC
ogram and a cost recovery strategy for cotrimoxazole
cre both started at the same time in Siraha district.

DPHOVARE Focal Person Rumesh Prosad
Singh

marketing network has been established in Siraha
strict, in which cost recovery activities work. The
mpany Royal Drug Limited provides cotrimoxazole tablets to selected wholesalers.  The
holesaler Contraceptives Retail Sales (CRS) provides these tablets as well as other commodities
ih as ORS packets, family planning pills, condoms and Clean Delivery Kits o the ten pre-
lected drug retailers in the district, who then supply these commodities to FCHVs.  Treatment
CHVs in Siraha charge the same prices for cotrimoxazole as FCHVs in Makwanpur district; 12
s for 20 cotrimoxazole tablets and 18 Rs for 30 cotrimoxazole tablets. They are required to
plenish their drug supply from one of the ten authorized drug retatlers in the district. Treatment
1*[1V's make a profit of Rs 2 from the sale of 20 tablets and Rs 3 from the sale of 30 tablets when
wy replenish their colrimoxazole supply at an authorized drug retailer. Ten to twelve FCIIVs in
iraha district were appointed as sales agents by SCF (US) to scll ORS packets for Rs 6 cach,
‘Wlier FCHVSs in Siraha district do not sell ORS packets, and BPCs are sold by no FCHVs,

Greaph 10 Percentage of expecied pocumonia cases

treated during the first year of the programs
in Siraha and Jhaps districis

v order 1o determine if  charging  the
mmmnunity for cotrimoxazole in Siraha was
‘Tecting  whether  people  were going  to
CHVs for trentment, data from Siraha and
‘pa districts were compared.  Jhapa is o
snparable district with Siraha in terms of
eation, region and size. The CBAC progeam
as started in Jhapa in 1998, and FCHYs and 40 4
IFs  provide cotrimoxazole free to the 20 -
ommunity,  The percentage of expected 0 -
aeumenia cases treated during e first year Pcumonia Cases
{ the program in Siraha was 43%, compured
dith 42% in Jhapa,  demonstrating  that W Sirahn B Ihapu
harging the community for cotrimoxazole in
traha bud no ¢ffect on the number of patients geing to the FCHY for treatment (Graph 10). 5]
wd SCF (USY) monitoring dalta determined that 71% of FCHVs in Siraha had st least 20
strimoxazote ablets at the end of the frst year, while 80% of FCHYs in Jhapa district had at least
1 eotrimoxazole 1ablets al the end of the lirst yeur of the program (Graph 11}, This demonstrates
"l gotrimoxazele availabitity among FCHVs in Siraba district is lower than among FCHVS in
irapa district, alluding 1o the possibility of problems experienced by FCHVs in the resupply of
atrimexazole.
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Graph 11: Cotrlmoxazole availzbility among FCi{Vs after the  DPHO Singh believes his role in the
frst year of the program in Siraba and Jhapa CBAC program and  cost  recovery
istriets strategy is to provide all HFs and VDC

members in the district with information

about how cost rccovery activities are
nunning so they can run smoothly. He
feels that cost recovery activities in Siraha
district can be improved by holding
monthly meetings with the health
organizations who supervise the strategy
in order to obtain support and feedback.

DPHO Singh belicves that since this is a

comanunity progratn, it is imperative that

ESiraha DJhapa the c_ommunity be involved in making it

sustainable.

Percent (%)

Cotrimoxazole Availability

5.3 Resulis of HF Staff and Drag Retailer Interviews

Interviews with HF staff concluded that all FCHVs  [gge, FCIIVs received ARI Tralning

from 16 HFs (80%) had received ARI training. The | 653 FHF unif discuss CBAC & coat recovery
rcasons why FCHVs from the 4 HFs in the | 75% HF staif say programs running smoothly
renmining VDCs had not received ARI training, was

that there were many new FCHVs in the VDC who had as yet only attended Refresher Training but
not ARI training, Sixty-five percent (65%) of HF stafl interviewed said that they discuss the
CBAC program and cost recovery strategy during the monthly HF meetings, and 75% of HF staff
interviewed said that the programs were running smoothly in their VDXCs.

When looking at the overall program, 45% of HF staff interviewed believed that community
leaders felt good about both the CBAC program and ‘cost recovery sirategy in the district, and 45%
said that these leaders help with the programs. Nincty percent (90%) of HIF staff interviewed
belicve that community members take their children first to the FCHV for treatment when they are
sick with ARI or diarthea, They supported their beliefs by saying that community members know
that FCHVs have the knowledge and skills to diagnose and treat pneumonia, and they have
supplics ol cotrimoxazole and ORS packels.  The remaining 10% of HF staff who said that
community members do not take their chikiren to the FCHV first replicd that the community does
nol belicve that FCHVS can ircat AR] and diarchea.

607 1F staif supervise stentegy & sale of cotrlm When asked about their roles it the cost
65" HF siaff ralse awarencss of cotrlm Imporiance rccovery  aclivities, 60% of HF staff
25% MF stafl rabsc awsreness of cost recovery stratepy | intorviewed said that they supervise the
strategy and the sale of cotrimoxazole. Sixty-
five percent (65%) soid that they work to make the community aware of the importance of
cotrimoxuazole and that they must buy it. Finally, 25% of HE staff interviewed said that they work
to make the community aware of the cost recovery strutegy. Inlerviews determined that 50% of HF
staff intervicwed had supervised FCHVs in the CBAC program and cost recovery octivities during
the past three months,

HE stalT was finally asked for their recommendations to improve the CBAC progrom and cost
recovery siralegy in Siraha district,  Fifty percent (50%) recommended training FCHVs every 6
months. Forty percent (40%) said (hat cotrimoxazole should be given to patients free of charge,
while 15% suggested either selling cotrimoxazole everywhere or nuking it free everywhere in the
district,
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TF Regommendations It was suggested by 30% of HF staff that monthly

| 50% more FCIIV training meetings be held between HF staff and CHWs for
40% free cotrimoxazole feedback and supervision. Twenty-five percent
30% HF & CHW feedback & supervision (25%) of the staff proposed giving FCHVs a

25% FCIV salar o, ivi
AFY salal another 25%  recommended ivin
25% FCHY preference: edueated, <50 years Y ¢ giving

25% ndvertise progam and strategy preference to educated women under the age of 50
15% sell cotrimoxazole everywhere or give free years to become FCHVs, and another 25%
cverywhere suggested advenrtising about the CBAC program

and cost recovery strategy in the community.
Other recommendations include making cotrimoxazole tablets available at more locations in the
district, receiving more VIDC support, giving hard-working FCHVs some kind of recognition or
reward for their good work, giving FCHVs a uniform, and aliowing all FCHVs (treatmem and
referral) to treat pneumonia,

Twenty-five percent (25%) of HF staff interviewed were aware of problems in the way in which
the cost recovery activitics were working in their VDCs. Sixty percent (60%) of these individuals
staff said that community members did not want to pay for cotrimoxazole, and they suggested
informing the community about the advantages of cotrimoxazole, and the reasons why they are
being charged for the drug. Twenty percent (20%) of HF staff mentioned FCHY difficulties to
access cotrimoxazole, and another 20% voiced concerns that people get cotrimoxazole free at HFs
but must pay for the same drug with the treatment FCHYV, They mentioned letting FCHVs
replenish their cotrimoxazole supply at a HF as a solution to the former prablem, and as a solution
to the latter problem mentioned either making cotrimoxazole free everywhere or charging for it
everywhere in the district,

Eight of nine ten drug retailers in Siraha district were interviewed, It was determined that they had
been selling drugs for an average of 7.9 years {range: 3 years (o 15 years, mode: 3 years, median:
B.5 years). All of the drug retailess interviewed had received training about the sale of medications
(rom the Department of Drug Adminisiration. They had alse all received training from SCF (US)
in 2055 (1998) abowt seHing cotrimoxazole to FCHVs, The training that they had reccived
included how to sell family planning items (mentioned by 63% or five drug retailers), Clean
Delivery Kits (mentioned by 25% or two drug retailers). and social marketing information

ntione 04 s dr saile
(mentioned by (3% or ane dlllg ruldllu‘). Ceraph 12: Places where dvug ectailers pet
. . . . cotrimoxazele (vingle anwwer)
Each drug retailer said that they receive
advice about sclling cotrimoxizole from

SCF (US).  One retailer also mentiongd SCI(US) Sitala
obtaining advice from the HF in his ward, 12% Diug
while another retniler recalled recciving House
advice from the DHO. Every drug retailer RDL. %

said that they had no problems sclling
cotrimexazole to FCHVs,  However, ane
individual said that many of his tablets
would expire soon, e estimated that 8500
cotrimoxuzole tablets would expire in May
2002, Another remarked that ORS packets 2%
and Clean Belivery Kits were not always
aviilable on the market.  Interviews |
revealed that there had been no shortages of cotrimosazole,

All of the drug retnilers interviewed said that FCHIVS bought cotrimoxazole from them, while $8%
of retnilers knew that treatment FCIIVs are able to trept pneumonia, it was delerinined that an
average of 0.8 FCHVYs bought cotrimexazole (rom each drug retailer (range: 5 to 15 FCHVs, mode
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and median: 10 FCHVs). Graph 12 shows the plages from where drug retailers get cotrimoxazole
tablets. The majority of retailers (62%) receive their tablets from a Royal Drug Limited dealer.
All of the drug retailers interviewed had the R.D. Prim brand of cotrimoxazole. Graph 13
tlustrates the other supplies purchased by FCHVS,

Graph 13: Supplies bought from drug retailers by FUILVs (muitiple answer)
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5.4  Results of Interviews with referral FCHVs

Four of the 39 referral FCLIVs interviewed in Siraha district were ftterate,
Only one FCHY had not received ARI training since she had just become
an FCHV 2 years carlier. However, she did attend ARE Refresher
training.  When asked aboul what they had leamed during ARI training,
92% of referral FCHVs mentioned learning how to diagnose pneumonia
in chitdren by counting respiratory rates using a sound timer.  Another
92% said they learned about where to refer cases of pneumnonia after
having diagnosed them,  Finally, 90% spoke about learning appropriate
nethods of home therapy in order to prevent a chitd from becoming morg
sick.

Graph 14 Referral FOCNY Knawledge ubont the price of
coteintxazole

Bidervieso g an FFCH [~ - T
Sreahir chsteit
1 -
Referral FCHVs were asked about where
they first refer children whom they have ko
diagnosed  with  pocumonia.— Fifly-six O s
pereent {56%) stated that they refer e =
ehild to the treatment FCUY, while 4194 oo
refer the child 1o the nearest health facility, ]
One FCHY, Domni Devi Chawdhiri from
Dodana VDC, buys cotrimoxnzole from 0.
Lahan and treats ehildren whom she has Holh Prives  One Prce Dot Know
diagnased with preumonia hersell, Every

veferral FCHY interviewed knew that tye
treatment FCHY buys and sells cotrimoxazole, When asked about the price, $1% of referral
FCHIVS knew the correet price for 20 nd 30 cotrimoxazole tablets, 23% koew the price of one set
of tablets, and 26% of referrul FCHIVS did not know either of the prices (Grapli 14.)



inally referral FCHVs were asked about ways in which the current cost recovery strategy and
"BAC program could be further improved and sustained. Twenty-one percent (21%) of referral
CHVs suggested having more frequent training sessions. Fifteen percent {15%) asked that they
¢ given cotrimoxazole so that they too can treat children with pneumenia, and another 15% said
wt they should reccive a salary for their work. Other recommendations (49%) are summarized in
able 5,

Table 5; Referral FCHY recommendations for the improvement and sustainability of the CBAC
program nnd cost recovery strategy

RECOMMENDATIONS
1T and FCHV feedback on work 14% Recognition of good work 6%
Give poor free cotrimoxazole 1% | Reduce price/provide cotrim free 6%
Help with MGMs 6% | Advertise FCHYV services 6%

3.5 Results of Interviews with treatment FCHYVs

\ 1otal of B8 treatment FCIIVs were interviewed in Siraha
Nstrict, ‘These women had been working as FCHVs for an
werage of 10.1 years, and 47% were literate. Cvery
reatment FCHY intervicwed had received ARI training,
nd they all knew about selling cotrimoxazole as part of
he cost recovery strategy.  When asked where they
welieve community members take their children when they
e sick with ARI or diarrhea, 75% of treatment FCHVs
aid that they first go to an FCHV. Eighteen percent
(18%) of FCHV's believed that community members take
Iheir children to the nearest HY and 9% said comnmunity
members take their children (o a private doctor,

Interviewuty an FCIV i Steaba district

Graph 15, Ways in which FCHYx replenish their cotrimoxazole supply

(multiple answer) When treatment FCHVS were
asked how  they replenish
their supply of
cotrimoxazole, 56% go to the
woy - il R s drug retailer themselves, 20%
g get o relative to bring them
56 more lablets, and 16% get
) tablats from an AHW (Graph
15). Thirteen percent (13%)
of FCHVs replenish  their
cotrimoxazole tablats during
] training  Sessions. Two
Hersell Refutive VHW FOCHYS  (2%) said  they
T replenish colrimoxazole from
the T, while one FCHY (1%%) said that ancther FCIY brings the drag to her. Six FCUVs (%)
said that they did not buy cotrimoxazole since community members refused 1w buy the medicing
from them. When these resulis were analyzed by litgracy, it was revealed that more illiterate
wreatment FCHVy were replenishing cotrimoxazole themselves.

- ISR S

FCHY (%9
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CGraph 16 displays the length of time required lor Graph 16: Length of time for FCHYS (o reach deag
FCHVs to walk to the nearest drug retaiter in I“l.'t'rl“l'l' to purchase cotrimusazate (single
order to resupply cotrimoxazole, It was i)

determined that 35% of FCHVs had to walk
between half to one hour, 34% walked between
one and two hours, and 31% had more than a
two hour walk to the drug retailer.  Five
reatment FCHVs recalled coming back from the
drug retailer  without cotrimoxazole  tablets
because the storckecper was away.

X
Hours ¢ 12 te
(31%) 4 \ How

N\ (15%)

Al the time of the interview, 57% of treatment
FCHVs had at least 20 cotrimoxazole tablets 102
with them. Among the 39% of FCHVs without Hows
any colrimoxazele tablets. 24% said their supply [ (4%
of cotrimoxazole had just finished and 18% said that they could not get community menthers 10
buy cotrimexazole {rom them so they stopped buying mere tablets, Other reasons in¢luded that the
drug retailer was too fur away, they had no time to replenish their cotrimoxazale supply. and they

‘had no money (o buy more cotrimoxazole tablets.

63% NO PROI!LEMS 37%, PROBLEMS Sixty-three percent (63%) of treatment
[71% with >20 tablets 339% with =20 tablets FCHYVs reported having no problems in

resupplying  cotrimoxazole  tablets.
Among these individuals, 71% actually had w lenst 20 cotrimoxazole tablets with them.  Among
the 37% of FClIVs who memtioned expericncing problems, 67% reported having no money (o
replenish their cotrimoxazole supply since community members refuse to buy the medicine from
iem. Another 30% said that the drug retailer was too far away, and 3% said thay community
members did not khow that they were required o buy cotrimoxazole from them., [t was determined
that 33% of FCHVs experiencing difficultics in obtaining colrimoxazole had at feast 20 tablots,

‘Table 6: Results of Cotrimaxazole surveys

FCHVs with Cotrimoxazole FCHVs without Cotrimoxazole
6% b I
Al lenst 20 tablets 01% | Just finished supply | %
Less than 20 tblets 9% | Nolime to buy A
"R Prime” brand 91% 1 §I¥ close and free 20%
126 not buy ) 18%
VIIW is Buying 6%

It was determined that 91% of FC1Vs interviewed  Graph 17: Distance t drog retniler an
had e  authotized "D Prim® brandof cotrimosazole wsalinbllity.
cotrimoxazale with them (Table 6), Interviewers == s s
were unable to view the brand of cotrimoxasoke for
5 FCHYs whose tablets were locked away in a m’]
cuphoard. Graph 17 shows cotrimoxazole ol
avirilability among treatment FCHIVS i terms of the 40
distance they must wavel Lo the nearest drag, retailer. 20

An interesting  trend  was  unearthed; iU was b
discovered that ais the distanee 10 {he drog retaller 2wl T2 <2
Inereases,  eoteimoxagole  availability with 1hoer.
trestment FCHYS deereuses.
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Among the treatment FCHVs interviewed in Siraha district, 88% felt good about selling
cotrimoxazole tablets to the community. The 12% of treatment FCHVs who did not like having to
sell cotrimoxazole stated that community members belicve FCHVs receive cotrimoxazele frecly
and charge them for the medicine to carn money. Community members are also able to get free
cotrimoxazole tablets at the HI's, and therefore do not understand why they must pay the FCHV for
the same medication. FCHV Bechni Devi Baidha from Badhara Mal VDC said fhat she has
stopped selling cotrimoxazole because people in the community feel that she should give them the
medicine for fice, FCHVs Maya Lama (Badhara Mal VDC), Ban Laxmi Shrestha (Chandralaipur
VDC) and Mina Devi Singh (Chandralalpur VDC) all said that they do not sell cotrimoxazole
because the HF is close and so community members go there for free medicine, However,
according to FCUV Rani Bati Devi Yadab {(Sukhipur VDC) the siation looks promising, "At first
people refused to pay for cotrimoxazole, But, they now sce that cotrimoxazole is effective in
curing pneumonia in children, and now they are not reluctant to pay for such an effective
drug”

71% FCHVs treated at least | case Eleven (11) of the 88 trcalment FCIIVs
| 169 cases "pneymonia only” treated interviewed in Siraha district revealed that they
28% (166 cases "prcumonia unly) followed up were not treating pncumonia since community
16 enses "severe pcwinonin® referred . -

50% (8 cases "severe prieumonia ) Followed 5 members either refused to buy cotrimoxazole or

because they lived close to =z IIF where
cotrimoxazole was free. As a result, the number of ARI cases in the three months preceding the
inlerviews was amalyzed among 77 trealment FCHVs (or 88% of FCHVs interviewed), The
following data was oblained through a review of treatment FCHV records immediately after
interviews in Siraba district, Fifty-five (55) FCHVs (or 71%) had treated nt least one case of
prieumonia in the three months before the interviews, and each FCHV treats an average of one
pnewmonia case per month. A total of 169 pueumonia cases were treated by these FCHVs, and
among these 166 cases (98%) weie followed up by the FCHV, Interviews determined that five
FCHVs had referred cases of severe pocumonia to the nearest I1F. A total of 16 cases of severe
puewmonia were referred, and  records Graph 18: MG member methods of support for thelr FCITV gy
from the treatment book showed that 50% reported by FCHVS (mltiple answer)

of these cases had been followed up on

the third day.
10 = -
Freatment FCIIVS were nest questioned £ ow
about the support that they rcceive from E oo
MG members, Seventy-six pereent (76%) H A
of FCHVs interviewed stated that they z 3 Y
received  some kind of support from g 04
members,  while  24%  of  FClIVs e
mentictied  not receiving any  suppoit, Advertise Attend Gengral
Graph 18 shows the ways in which MG

members assist their FCHY: 40% of
I-'(TI!VS Teported that wembers 'm[vuxlisc their Table 7: Other ways In which MG smerboers
ervices in the comnmnity, 28% said that members sepport thele FONYS

tend the mectings that they orpanive, und 2:4%% of
FOHVS Stated thal members help with everything,
Dther methods of FCHY support by MG members MECHANISMS OF SUPPORT
e summurigct‘! in Table 7, A!nnng the treatment During Vitamin A disteibation
FOTEVS receiving o support from mulhcr.ﬂ". 24% TTelp 16 organize MUMs

fated that they did not need help, 14% said that
here had been no MGMs, and 10% of FCIVS said
Hat peaple do ot attend e meetings beeause of
e CORSIINGS o because they are not intereste,
Ten pereent (10%) of FCHVS mentioned that they

Listen to information taapht at MCiMs
Pass o information to other women in
the community

Maotivite and inspire FCIHV to work

26
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need a salwry in order to organize MGMs. and another 10% of FCHVS said that community
membeis da not believe in their work and therefore do not support them,

Fifiy-seven percent (57%) of (he treatment FCHVs itterviewed receive support lrom HF staff
t‘hrough training sessions to leaming necessary skills,  Another 28% of FCHVs receive support
from HF staff in terms of the resupply of cotrimoxazole.  Other means of HF stalf support are
summffrizcd in Table 8  Nineteen pereent (19%%) of FCHVs interviewed reported receiving
supervision from district health staff,

Table 8: FCRY suppore frane HF seafd

HF MECHANISMS OF FCHY SUPPORT

During Vitamin A and Palio distribtions | Come 1o tike reports

| Orzanization of MGMs VHW supervision
Resupply of Cotrimoxazole and QRS Advertise about FCHV services
During immunizations Advise

When (he treatitent FCIIV interviewed Giraph 190 Mt ceasons that FCTIY
in Sivaha district were asked about their {multiple answer)
reasons for continuing their work as an

S confinne their work

FCHY when they receive no monetary

incentive for doing so, 83% said they 100 g wnziie v

worked T order 10 serve  their F o

comnmumity. ‘Twenly-seven  percent z & 27

(27%) of FCHVs said they worked 1o | £ 0 K 2
increase their own knowiedpe and skills, s

while 13% worked to carn Dharmre and 0 v “ o

12% worked to pass on the knowledpe é € E = &
and skills that they have acquired (o E - 5;
others in their commumity. These resulls v i
are summarized in Graph 19, Other

reasons the FCHVS gave for continuing

their wark as FCHVs included: their ability to make medicings available at the village fevel, 1o gain
contmunity recognition and respect, and 1o meel more people. Only 2 FCls o of the 88
FCHVS terviewed were unhappy witl tieir work asan FCHY  FCHVS Rum Kumari Yadav
(Naveajpur VDC) amd Laxmi Raj {Badhara Mat vix(y expressed feelings of grief because their
amities did vt like them warking for no salary, FCHY Luximi Rai saidh, "It is haed for o dn‘ughtur-
i"'l,f'“' 10 be an FCHV and tet oo salary, My family does not like it and they e withappy with
nie ’

Graph 268: Muln peesenal chuiges expericaced hy KOV

(nultiphe answer) Graph 20 shows the clianges that have

ocewrred in the fives of FCHVs singe fhey

started voluntcering, Ninety-four percent

i (9%) reported pgaining knowledge and

skills, 13% could pass on their tiew

knowledge to COmMBUINILY members, 994

pained commnmity fomlly respect,

] and 8% acquired e confidence 1 speink

. w ind vaice their apintons in I't'(ml'nl'nthcrs,

S (?lllrur' types of changes cx;u.:nunccc! by

" FCHVS inchude the opportunity 1o neet

e peaple, and the ability W enrn a
T sl profit from eotrimoxizole sitles,

Y.

FCHY w3




¢ Results of Interviews with Mothers with Children Treated for
Pneumonia by an FCHV

mong mothers whose children had been wreated for pneumonia by an FCHYV, 97% said that the
. *HV had used a sound timer when assessing their child, and 24% said that the FCHY took their
iild's temperature and pulse, in order to make a diagnosis of pneumonia. ARer their child was
agnosed with pneumonia, 87% of mothers said that they bought cotrimoxazole trom the FCHV.
mong the 13% of mothers {5 mothers) who did net buy cotrimoxazole, 2 said it was because the
CHV was their mother-in-law, Al of the mothers interviewed said that they gave their children
Arimoxazole according to the FCHV's directions. Scventy-nine percent (79%) of mothers took
«cir child back to the FCHVY on the third day for follow up care, and among all of the mothers
werviewed, 97% said that their children were cured after being treated by the FCHY, These
-sults are summarized in Table 9.

Table 9: Methods of examination, care, and fullow up amang mothers whose children hat been treated for
pueumonia by an FCHY

Sound Temp Bought TFollowed Corveet | Followed Up on Cured
Timer | & Pulse | Cotrimoxazole | Directions Dose Third ay
9% | 24% g% | % | A% 9% 97%

Vhen asked the dose of cotrimoxazole, 43% of mothers responded with the correct dose, Looking
o these results by literacy revealed that among those mothers who knew the correct dose of
atrimoxazole, 56% were literate and 39% were illiterate, This can be explained by 2 possible
casons: literate mothers wrote down the required cotrimoxazole dose and this enabled them to
emember it better than illiterate mothers, or illiterate mothers did not recall the correet dose due 1o
he length of time that had passed since their child was treated (or pneumonia. [t is also interesting
o note that 21% of methers did not follow up on their child's pneumonia treatment with the FCHV
w the third day. This indicates that thivd day follow up must be emphasized during training
<ssions.

tienph 21: Ways in which mathers learned that FCHVs ean diagnase Graph 21 shaws how m?‘hcrﬁ.

aod treat paeumonls in ehildren {single answer) whose children had pneumonia and
were treated by the FCHY, knew that
FCHVs were able 1o treal preumonia,

100 A .
Sixty-cight  percent  of  methers
&) ——— e - interviewed said an FCHVY told them,
. i) while 10% ol mothers received the
& information from the MGM, another
g 10% found out from neighbors, and
B W another  10%  discovered  the
informution  because o relative of
2 theirs is an FCHV,  Lvery mother

interviewed  was  bappy  with  the
} , e . wreatment that her child received [rom
FUIIV MGM Reluive  Neighber 10 the FCHY. One of the mothers
interviewed,  Roniya  Devi  from
Nabrajpur VDC, said, "My mother-in-law is an FCHY. § feel very proud when villagers come
te my house to recelve treatment and ndvice from my mother-in-law” This reveals that i totak
of 78% (68% From FCHY and 10% from an FOIV relative) of mothers obiained information about
the sreatment of prewmania from an FCHVY. FCHVs therefore play an important role in making the

%ﬂ 28

cgmmu_nit): aware of the services that they provide, and are an important source of information
dissemination to the community.

Graph 22: Reasons why mothers {ake their ¢hild to the FCHY for
These mothers were asked about treatment {multiple answer)

their reasons for taking their
child to an FCHYV for treatment.

Seventy percent (70%) replied

that the FCHV lived nearby and 80 70

thus they did not have to travel g 58

far for weatment. Fifly-eight g 9

percent (58%) said that the g 40 40

FCHV was cheap and 40% said 2

that they were confident in her 21

trcafment. These results are 04 -
depicted in Graph 22.  They Nearby Inexpensive  Confidence  Know Her

prove that the majority of people

take their sick  children to

FCHVs because they are able to get treatment in the vi i

/ village. FCHVs live among communit
m{l:mbcrs and are available 24 hours a day. They are therefore more easily accessible than HFs o¥
private doctors who are only open for cettain hours a day,

Mothers whose children had been treated for i i

; : . : pneumonia by the FCHV were asked if the

advisc others in their community to go to the FCHV for treatment if their child was sick. yN:::::l:;s
five pereent (95%) of mothers replied in the affirmative. The 2 mothers (5%) who said that they

would not recommend the FCHYV to their neighbors, replied that it
for cotrimoxazole, whereas it is free at the HF. P Was bocauss the FCHV charges

5.7 Results from Interviews witk VDCC/VC, Community Leaders, and MG
Members ’

VDCC/VC, community leaders and MG members were asked about the di tviti

FCHVs perform (_Graph .23).‘ The majority of VDCC/VC, community, and f‘?ig(::::::ﬂ::i:\:::\i ::::
FC;’lle conduct immunization and vitamin A distribution. However, only 53% of VDCCVC
30% 'of' communily lcad_ers. and 13% of MG members mentioned that FCHVs conduct famil’
plauning activities. While knowledge of ARI and diarthea is not very high, it is higher thai
kn?\w:!?dg.t: that i-C.HVs provide advice abont family planning. This cxposes th(': nced fo% FCHV's
activities in ARI, disrrhea, and especially family planning 1o be emphasized in the community.

iraph 23 VDCC/VC, Communlty Leaders and MG member knowicdge of FCHY activities (multiple answer)

Immunization Vitamin A ARI Dimvhea

Family Planning

MWCommunity | eacders MO Members BIVIX'C/VC
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Forty-two percent (42%} of VDCC/VC and 40% of community leaders interviewed said that they
inform the community that treatment FCHVs sell cotrimoxazole, Fvery VDCC/VC interviewed
and 93% of community leaders interviewed said that they help those who cannot afford to pay for
cotrimoxazele.  Economic aid from the VDC fund and giving people money to purchase
cotrimoxazole were means by which 30% of community leaders said they help.  This was
acknowledged-by 58% and 16% of VDCC/VC respectively. Of interest is that 8% (or 3 people) of
community leaders said that they advise those who cannot pay (o go 1o the nearest HF where
wreatment is free. These results arc ilustrated in Graph 27,

Graph 27: Methods in which VDCCVE and community Tesders help those who can not pay for
colrimoxazole (single answer)

100 qoen —re s = s e S S,
- 80
§
o
gi
=
g 26
& e 19
i 0 50
VDC Fund Give Money Advise 1T As needed Uredit
WComuunity Eeders BVDCCVC

When asked where they first take their children when they are sick with ARL or diarrhea, 72% of
MG members, 48% of community leaders and 37% of VOCC/VC said to the FCIIY - Reasons for
doing so include that she is close, she has the knowledge and skills o treat AR and manage
diarrhen. she has medicine Lo treat pacumonia, and the medicine and tremment is cheap.  Thirteen
percent (§3%) of MG membuers, 43% of community leaders and 47% of VRCTVC sti¢l that they
first take their child to the nearest 1F,  These findings are shown in Graph 28. This again
ilustrates that women seem o be more comfbrtable taking their children to an FCHY than men
(YROC/VC and conmunity teadurs). Fhis could be cxplained by the fact that MG members are
able to redate better with, other swomen, and theretore feel that they will be able to articulate their
concerns Tor their child hetter with an FCIV O, it may lave to do with the distanee 1o travel:
men may be able to travel Futher with their children to 115 for wreatment, white time and distance
away from their homtes could Tunit the places where women take their ¢hildren,

Gruph 28: Places where VOOV, commmalty Tenders, st MG menibers st tuke thelr eldldren when
they wee siek with ARS or diseehes (xngle answer)
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Among those VDCC/VC, community leaders and MG members intervicwed in Siraha district,
89%, 83% and 92% respectively, stated that FCHVs worked very well. They maintained that
FCHVs provided treatment at the village level so community members did not have to travel far.
They also stated that FCHVs had the knowledge and skills to treat ARE and manage diarrhea.
FCHVs also passed on their knowledge about cleanliness and sanitation to other men and women
in the community in order to prevent children from becoming sick. Ninety-two percent {92%) of
MG members said that they advise their neighbors to take their child to the FCHV when they are
sick with ARJ or diarrhea. It was determined that 89% of VDCC/VC, 63% of community leaders
and 41% of MG members knew that FCHVSs receive no salary for their work, These results are
summarized in Table 11.

Table 1): Opinlon about FCHY work and knowledge that FCHVY recelve no saiary

YDCC/VC COMMUNITY MG

LEADERS MEMBERS
FCHV Does Good Work 89% 83% 92%
Know No Salary 89% 63% 41%

VDCC/VC, community leaders and MG members were asked about the ways in which they
suppott their FCHV (Graphs 29 and 30). The majority of MG members (21%) said that they
inspire, encourage and motivate their FCHV to continue to work. Forty-two pereent (42%) of
VDCC/VC and 35% of community leaders said they help with oral polio distribution, while 21%
of VDCC/VC and 23% of community Jeaders said they orient local people about the scrvices
FCHVs perform. One reason explaining the fact that more community leaders than VDC members
seem 1o be advertising the cost recovery program and FCHVs services as well as helping during
MGMs, may be that community leaders are more closely associated with FCHVs than VDC
members. Of importance is that 5% of VDCC/VC (1 person), 23% of community and 15% of MG
members said that they offer their FCHV no help.

Graph 29: Methods by which VDC and community Ienders suppert thedr FCHY (multiple answer)

Pereent (¥6)
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Graph 30: Methods by which MG members support their FCIIY (single answer)
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Recognition  Attend MGM

No Help

Vien VDCC/VC and communily  Table 12: Main methods of CBAC and cost recovery program
Improvements and suatainability, as reported by

-aders were asked about ways in
-hich the CBAC program and cost
covery stralegy can be improved

community leaders

nd sustained, 29% of VDCC/VC and VDCCIVC COMMUNITY
8% of community leaders responded LEADERS
hat more advertising was nceded to | FCHV Training 64% 25%
nerease awarencss among  local | Advertise ’ 209%, 8%
wople abowt the program and | gepy Salni’y 53% 13%
trategy  (Table 12). Sixly-four Free Cotrim % 13%

wercent (64%) of VDCC/VC and 25%

f community Teaders replied that FCHVs needed more training, 53% of VDCC/VC and 13% of
ommunity leaders said that FCHYs should be given a salary for their work.  Thirteen percent
13%) of community and 6% of VDCC/VC said that ¢otrimoxazole should be given free. Other
nethods of improving and sustaining the CBAC program and cost recovery strategy mentioned by

ommunily leaders are provided in Table 13.

Table 13: Other methods of CBAC program and cost recovery strategy improvement and sustainabitlty, as

reported by community leaders

IMPROYEMENTS & SUSTAINABILITY

Let all FCHVS treat pnevmionia

Free cotrimoxazole

Advice and Follow-up on FCHV work
More FCHVs in cach ward

‘Train FCHVYs about Kala-Azar

Drugs available M closer localions

Recognition of FCHVs with good work

Give FCHV mare cquipiment

Conununity understanding of sliulcgy

More drugs available with FCHV

M

Relaxing after aninterview

6. Interviews with JSI Child Health Field Officers

JSI/Hetauda

Senior Child  Health  Ficld Officer, Dev Dhaj  Karki,
5§1/Hetauda has heen working with JSI for nearly § years
He became  interested  in - cost
recovery uclivities when he visiled
Dang  wvalley  of  the  Mid-West
Region, where FCHVS in 14 VIXCS
were selling catrimoxavzole tablels as
iitiated by the Nepal Red Cioss
Socicty.  He was reminded ol these
copl recovery activities daring an
exchange visit frome the Nuwakol
digtrict SCF statf, HF stafl, local
lesders and FCIIVs in Baishaakh
2056 (April/ 1999), coordinated
by 181 and SCF (175). The visit took
pliee  in  Nibuwatar VOO in

oAl ERAEC G .
Makwanpur district, where Nowakot Serivr Cliuld Hewlth Field Officer JSIH etawda Dev

JSVBiratnagar

Hira P. Tawari is one of ISI°s Child Heakth Field Officers at

I g e JSI Regional Field Ofice
JSUBiramagar.  Before coming to
work for J8I, Hirn was a Public
Liealth Officer in many districts in
Nepal, working in ihe EP programs,
Hira has been warking with J8! for 8
years, where he is involved in the
child health training and moeniloring,
programs,

Hirn has been involved in child
heakth monitoring, programs in Siraha
district since the beginning of the
CBAC and cost recovery progriums,
He belicves that people in Siraba e

FCHVS asked Nibuwatir FCHVs the Dhef Karki (feft) and Child Health Field Officer ira - pecoming malivated o pay  for

following  wquestion: 11 doner
agencies stop providing yon with
cotrimoxnzele, what will you do? FCHVs from Nuwnket
disiriet  exploined  that  they  charge  corelakers  for
cotcimoxazole in onder to recover the cost of the tublets,
They said that they had no difliculics getting curctukers 1o
pay, md that as o result they have become sell suflicieat in
maiwaining o supply of colrimoxazole,  Nibuwatur FOHVs
were interested and motivated o also chirge corctakers for
cotpmonizale, ns were the Nibuwatar SHPI, the DEO, and
JSEstlT  As o resubl. they degisded 1o mohitize comnupuities
Loy amplemenn the sirastegy.

VIXC members were erienied about the ¢ost recavery idvas
dynng (heir VEX monihly meeting.  They were told tha
coteimosazale @it and BPCS would b seld by the wards
of their VIX. and were asked 1o pass en this information o
their conununily members, Monthly mectings would be held
Tor FCH VS at the HEs, and the VIO was asked to decide the
type of support it would give to FCHVYS for attending this
munihly meeting,

Pev Dhoj has been involved in planing elorts with DI16
staf¥ 1o ereate a sustuinable cost recovery progrom,  Fle has
Been inslewmental in motivatng DI stafl, commmmity leaders,
and FCHVs about the cust secavery stratepy. 1le says that
cyrrenity 11 VIS i Maokwanpur hiee implemented the cost
recovery stralegy. ad many ofher YUs are comiitted fo
stoeliig thas actaeity b the pext seil year Monthly FCHTY
meelnps ate domg sonducted i 28 o the 43 VDO the
detigt, o conmmanaty  lenders e enoperntive
suppostive o the progean,

Dev Dhoj believes that sepatar Tollow ap un lhe sirategics s
necesany fur the progroms o be sugeessiul. He teels thal
PO stall and aithser supervisars mand enconguge FCHYS E
At comimunity fembers to contine with thei work in
Iy programs |k sugpests cotinving internal cxehanpe
vinils for VEXC mernbers, FE sofF and FCEIVS, 08 welt as
contuetmy workshops snug HE stall' where the program
T been ipleisiented ey Doy is convinged that mler
distriel exnchinge visits amongs VI mgmbees, HE stalf ol
FCHIVS woukd mike othier distrigts mteecsted in
implementing simitar cost recovery stralegics in their districls
as wyll

Tiwgr1 JSV Biruinagar {right)
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cotrimoxazole os 1hey start to belicve
in fhe FCHV's ability o treal
pnenmonia and the eifectiveness of the drug. However, he
acknewledpes thit approximalely 30% of people in Siraha
district are very poor, ond cannol alterd to pay for
cotrimoxizole.  As o seselt FCHVs find it bard 1o sell
cotrimoxnzole ta poor people. 1lira is also conceened with
the low female literacy rate in Siralia district

Sinee Thra his been involved in monitoring CBAL activities
in Siraha district, he was uble to come up wilh ceitain
recommendations for inprovieg the cost seenvery sinMegy in
the distries e helieves sat the mest iaportny aspeet is to
mulivate communily Teadees shagt Lhe ¢osl reeoveny sirmegy.
e Feels thal frequent foblow up with the community leaders
will encusrage them (o purticipate in the progiam, and will
advanee methods of YCUV support.  Hiea alvo spoke of
motivating the VD to donnle maoney Tor those poor people
who are nat uble to affurd the price of cotdimoxazole, and he
mentioned trying to increase Biterney among FCHYs, Hira
Binally specified that the cost recovery srategy should be
implensented bl HES in the district, and that metheds o
inerense FCHV accessibilly to cuteemoxinzole should ke
place. He supggested  dewmp Bs gt supplics ol
cotrimoxnzale fram drug retinfers and allowing FCHYS to
replenish their ¢ottimosaeole supplies ot the 11K their
VDL, This would abse allow FCTIVS 0 be monitored on a
repular basis

Fhitn Dhelieves tht in order Tor 1 cost recovery shiategy to be
suceessiul i a distrct, there panst fust be community belief
that FCHYS ¢an treat preomonin He reeommends lening
FOHIVS prve cotnmnxpzole 1o parents und garetakers for tree
A the begiming, 1o sllow the conanunity 1o believe in the
FCHV'S whildy (o frem preumones sul e elctiveness of
cottmoxiaele Tl says tur onee this s been aglueved,
commmnly members will not be s st Weopiny o
eolrnmoxasole snee Dy bave s understamding of how
inpeati 11t ensage that it is constuntly aviiluble  Hien
nlso reemmmiends smplementing e gost regavery Sty ot
il LIS iy the distaek we order 10 avosd discrepaneies and
difticultios for FULIVS, IT tie cost recovery sirategy v aol
inplemented wt RlE ITFs {n the distrbet, the abjective o
reduce child mortallty from pnecamonin will oot be
achieved®  Hire ax confident thint adecuite Tlow ap and
montoring activitivs afier 8 conl recoveey program his heen
implemented will nllow a1 1o be sustamed,




7. Interviews with SCF (US) Program Officers

laxmi Bhattarai is the Health Programy Officer at SCF (U8), She has been working with SCF (US) sinee January 1995
when she began as a Program Officer for the empowerment of women in reproductive heath and family planning in Siraha
district. She is now warking with the IMCI and reproductive health programs in Siraha, and is involved in polio eradication
programs in Siraha and Kailali districts, maternal and nconatal care in Kailadi, adolescent stxual reproductive health
programs, and child syrvival programs,

Bishwo Shanti Malla is a Health Officer with SCE (US) and has been with the ENGO for 15 years. $he began by working
as 4 staff nurse involved in the Maternal and Child Heakth (MCH) clinics and then became & training officer before starting
her work as a Health Otficer. Her current respensibilitics are with the child surviva) program and the MCH clinics,

Laxmi and Bishwo Shanti first becaune involved in the cost recovery
activities in Siraha district during a meeting with the Child Health
section of the DPHO, a1 which ideas for program sustainability were
brought up. A1 that meeting, it was decided to initiate activities to
recover the cost of cotrimoxazole in Siraha, based on experience in
Nuwakol district.  First a basc-line survey of the commeoditics
available, the cost of commodities, and the afferdnbility of prices to the
community was conducted,  Secinl narketing training was next
provided 10 SCF (US) HF coordinators and stall. Royal Drug Limited
provides cotrimoxazole tablets in butk 1o the whelesaler Contraceptives
Retait Sales (CRS). who dn wrn provides these tablets and other
vommudilies (ORS packets, Clean Delivery Kils, family planning pills
and condems) to drug retailers, who provide them to FCIIVs,

Rishwo Shanti said that when the cost recovery activities [rst slarted
vommunity members were ot happy and were felectant to pay for
volrimoxazole since they felt that government services should be free.
She said that after the first six months of the cost recovery activities
enly 50% of people paid for colrimoxazole. lowever, she says that R .
aow 89% of community members pay for the drug, since they m:"m' Program Officer L‘“fm Bhattaral
unierstand that by going to the FCHV they save themsclves time and {right) and Health Officer Bishwo Shanti

bus fore. Eaxmi feels that since the CBAC program and cosl reeovery Malia (icf)

aclivities have been started, community members have become mote aware of the services provided by FCHVs and they
helieve in the FOHV's ability 10 treat their childien.  She said, "FCHVs are available 24 hours a day. [l Is casy for
community members to get treatment from FCHVs since they are cheap and close hy.*

Hoth Laxmi and Bishwe Shanti feel that the eonl recovery activities in Sirho could be improved by using a difierent
wholesaler for cotrimoxazole. Royal Deug Linsted peevitles CRS witlothe R.L. Prim brond of cotrimoxazole only in birlk,
However, muny drag relnilers are hesitant w purchiase cotrimosazele in bulk since they nee aware that the drug is provided
for free at HEs and are concened about being stuck with large quantilics ol expired cotritnoxarole tablets if people do nut
by frem them.  As 3 result, both Laxns and Bashwe Shamti secotmmend using o different company to provide
cutrinexazole, sieh oy the "Welleome Campany”, which can prowide bath small and large quantities of the 1ablet on
rquest.

Taxmi also sugpests establishing o Commmmity Drug Progrom (C1PY et 115 i Siesha district, so that 31Fs can a%o charge
A colrimoxazele, She Belicves that this woubd allow ECHY Lo replenish their eotiirmonazole ablets vl the nearest HE,
Arather way of improving FCHY aceessibility in the sesupply of their ablets would be to inerease the number of drug
wtailers in the district, Faxmi foels i anmwng the 558 rcatent FCHVS in Sirahn, those whe are oetive in their acivitics
il in selling cotriniosazele should e provided with refreshes tgining cvery 346 eonths as well us exten supervision.
“hshwo Shanti also seeonmends more Ticquent whiesher teninting Fo FOTHVE as well wy wre cemtinily inleraétion with
TV order 1o spreatl nwireness of cost reewvety aclivities,  $he says, *The cot recovery actvities bn thix district
How for the program to he sustalnsble, FOHVS are very important 4o this, beeasse 0 peaple belleve in the FCHY
ey will always go 1o them,"
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8. Results from Makwanpur and Siraha Districts

The ARI Strengthening Program was inttiated in Makwanpur district in 1994/95 as one of the
“treatment” model districts. Therefore, FCIVs i Makwanpur had been treating pnewmonia for
approximately 4 years when the strategy for Tecovering the cost ol cotrimoxazole was implemented
in certain VDCs, The CBAC program and cost recovery stralegy in Siraha district were both
started at the same time in Spring 1999,

Tabde 14:  Knowlddge of FCHY activities among mothers and MG members in - A comparl.t;(-)n of mothers’
Makwanpur and Sivabia districts (multipte answer) knowledge in  Makwanpur

district. and MG members'

ACTIVITY MAKWANPUR SIRAHA knowledge in Si.ra_hft district
Vitamin A 17733 37739 about the activities that
s FCHVs perform is shown in
A.RI 14723 25039 Table 14 and Graph 31, I is
Diarrhea 5/23 24’?9 worthy 10 nole that the
10123 37139 knowledge of vitamin A

distribution, immunization,
and diarrhea treatment is higher among MG members in Siraha than Makwanpur. ‘This could be
duc to the fact that regular MGMs are held in Siraha district, allowing members in this district to
better understand the services performed by FCHVs. However, 83% of mothers in Makwanpur
mentioned that FCHVs provide oral polio while none of the MG members interviewed in Siraha
district mentioned this activity, Overall, this illustrates that the activities conducted by FCHVs

need to be emphasized among mothers in both districts.

Coruph 31 Knowledge of FCHY activiiies amnang mothers and MG niembers in Makwanpur aud Siraln distrlets

{innltiple answer)

Percent (9o

Vitamin A

ARI

Dawnihea

W Mahswaopur B Siraha

4

Enmumzation

Table 15: Ko ledge of AR canger shgox nmong ontliers and MO members in
Mukwaunpier anid Sigahn disteiens onultigle sswery
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Knowledge of AR danger
sighs was compared amony,
mothers i Makwanpur

DANGER SIGN MAKWANPUR SIRATEA distriet and MG members
Fast reathing 21423 27435 i Siruha district.  These
Chest Indrawing 1523 27/35 findings are ilustrated in
Stopped Feeding 6/23 10/38 Table 15 and Graph 32,
well

Abnormally Sleepy 5103 5135 B

fever 19/23 1835

Severe Malatrition 0723 1715




Graph 32: Knowledge of ARI danger signs among mothers and MG members in Makwanpur
and Siraha disteicts (multiple answer) g
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I'able 16: Knowledge of diarrhea danger signs among mothers and MG members In Knowledge of
Makwanpur and Siraha disirlets (meltple answer) diarrhea danger
signs was compared
DANGER SIGN MAKWANPUR SIRALIA among mothers in
Fever 10/23 11734 Makwanpur district
Repeated Vomiting 523 14134 and MG members in
Eat/Drink Poorly 6/23 16/34 Siraha districl
Blood in Stool 1423 14/34 (Table 16 and Graph
Marked Thirst 723 6/34 33}
Many Watery Stoocls 22/23 25/34

Graph 33: Knowledge of dlarrhca danger signs among mothers and MG members in Makwanpur
and Siraha districts (multiple spawer}
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Fever Repenled FatDrink Flewul i Marked vy Watery
Yomiting Poorly Stool “Thirst Stonls
W Mukwanpur ElSirabn

Syvery mether in Makwanpwr digtrict ond 72% of MG members in Siraha district koew ot leayt 2
AR danger signs, but very lew know more than 4 signs (Graph 34), More muthers in Makwanpur
han MG members in Sirnla knew that fast breathing and fever were dunger sigas of ARL Tt is
«sential that al) of the danger signs be explained 1o and understood by mothers amd MG imembers
n both of these districts. Many mothers in Makwanpur district (74%) and MG members in Sivaha
listrict (69%) know at least 2 diarchen danger signs, but few know at keast 4 signs (Graph 35).
I hese findings illusteate fhat all of the disrrhea danger signg must be emphagized in buth disiricts
anee knowledge of them is low,
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Graph M: Knowledge of ARI danger signs among Graph 35: Knowledge of diarrhea danger signs nmong
mothers in Makwanpur and MG members maothers in Makwanpur and MG members
in Siraha in Siraha
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W Makwanpur E1Sirsha EMakwoanpur B Siraha

Table I7: Maternal, community leader, angd MG member knowledge that FCHY receive no salury

MAKWANPUR SIRAHA
COMMUNITY | MOTHERS | COMMUNITY MG
MEMBERS
Know No 20123 323 25/40 16/39
Salary
Do Not Know | 3/23 20/23 1540 23/39

Table 17 shows community leaders' and mothers' or MG members' knowledge that FCHVs reccive
no salary for their work. A statistically significant difference was noted belween community
knowledge about FCHVs in Makwanpur compared with community leaders in Siraha (0=0.05).
However, when maternal knowledge among mothers in Makwanpur district and MG members in
Siraha district was analyzed, those who knew that FCHVs reccived no salary for their work was
statistically higher among MG members in Siraha than mothers in Makwanpur (a=0.05). This may
be explained by the fact that MGMs were regularly held in Siraha district, whereas no regular
meetings were held in Makwanpur, As a result it could be that MG members in Siraha have more
contact with FCHVs and their activities than mothers in Makwanpur, who cither visit the FCHIV
when their children are sick or for vitamin A distributions or polio dosing,

Table 18: Plnces where communliy leaders, mother /MG members take siek children (single

anawer)
LOCATION MAKWANPUR SIRAHA
COMMUNITY | MOTHERS COMMUNITY | MG MEMBERS
FCHV 7/23 15/23 19/40) 28/39
1F 11/23 7123 1 7/44) 5/39
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‘When the locations where community  Graph 36: Places where community leaders, mothers/MG members
leaders and mothers in Makwanpur or take sick chitdren (singlc answer)

MG members in  Siraha districts
chose to take sick children were
compared, it was demonstrated that
mothers or MG members in both
districts preferred taking their child to’
an FCHV (Table 8) (Graph 306). This
may be due to the fact that as women,
they feel more comfortable secking
{he advice and treatment of another
woman. It may also be due to the fact
that women are limited by the time
and distance to a HF, therefore W Makwanpur B1Siraha
preferring to stay neatby and take

Percent (%)

FCHY  HF (Comm) FCHV HF (Mom)
(Cornmy) (Mom}

their ¢hildren to an FCHV.

: Graph 37: Avallabliity of more than 20 cotrimoxazole
l’}l;h: ;{; r(‘;::tl:'t:r%:x::oll;ctiit:i’(:sls‘:::oMt;l\z;civa?;:li tablets with FCHVs In Makwanpur and Siraha
A L

and Siraha districts was determined (Graph
37). Seventy-cight percent (78%) of FCHVs
in Makwanpur had at least 20 tablets,
compared with 56% of FCHVs in Siraha.
Therefore, cofrimoxazole availability is
considerably lower in Siraba than Makwanpur
distriet. This alludes to the need to improve
FCHV accessibility to cotrimoxazole, so that
all FCHVs can have an adequate supply of

FCHV (%)

cotrimoxazole with them at all times. More than 20 Tablets
Figure 38 shows the percentage of FCHVs in WMakwanpur ElSirsta

Makwanpur and Siraba treating at least one

preumonia case in the three months preceding . "
the study. It demonstratcs that FCHVs in Siraha scem to be ircating a larger percentage o
pneumonia cases than FCHVs in Makwanpur district. Grnp‘h 39 depicts that the average number of
pricumonia cases wreated by cach FCHVY per month is similar among FCHVs in Makwanpur and
FCHVYs in Siraha districts.

F( H ! f pneutonia cases
Graph 38: Percentage of FCHYs Lreating at feast one Graph 391 Aversge number o
' pricurnonia cane In the lant three months trented by cach ECHY per month

W Makwanpur TSiraha M Makwanpur BSiaha

25 o

Evidence from Makwanpur and Siraha shows that as community awareness about the reason for
charging for cotrimoxazole is increased, people are not as rehuctant to pay for the drug. Charging
local people for cotrimoxazole has many advantages. First, it enables the cost of the drug to be
recovered, so external monetary sources are not needed to purchase the medication, Money is
constantly being made available to purchase additional cotrimoxazole once the supply has been
depleted. This benefits local people, since colrimoxazole is available with FCHVs at the village
level, and the community has access to the drug whenever needed. A third advantage that comes
from charging for cotrimoxazole is that caretakers may have a preater appreciation for a drug that
they have purchased. As a result they would be more likely to give their child the full course of the
medication, and would therefore be inclined to value the drug and its ability to cure their child. "If
people pay for the drug, they take the full course of treatment, are aitentive and belicve in the
medicine,” said FCHV Radha Khadka (Makwanpur district, Nibuwatar VDC Ward #9). FCHV
Sabitri Pudasaini (Makwanpur district, Bhainse VDC Ward #1) said "When people pay for the
drug they believe it 10 be more valuable and effective.” Community leader Sida Bahadur Pulami
{Makwanpur district, Bhainse VDC Ward #3) also feels that charging community members for
cotrimoxazole increases their belief in its ability to cure their children,

181 monitoring data from the 2000/01 fiscal year Graph 40: Percentage of expected cases of pneumonia
shows that a higher percentage (43%) of treated at HEFs and n the community in
expected “pneumonia only" cascs in Siraha Siraha

district are being treated a1 a HF than in the
community (33%) (Graph 40). This may result
from cotrimoxazole being available for [ree at
HFs. Or, it may be that people are unable to pay
for cotrimoxazole and must therefore go to a HF
instead of getting tremment with an FCHV in
their community.
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Cost recovery activities in both districts need
appropriate resupply channels in order to work
properly. In Makwanpur, FCIIVs replenish
their cotrimoxazole tablets at the monthiy
meetings ot the HF in their VDC. These FCHVs { W Year | Yo 2

therefore have a regular means by which they

can resupply cotrimoxazole, and are further able to do so since HFs are located within their VDC.
FCHVYS in Siraha district experience difficultics in the resupply of cotrimoxazole since they must
replenish their tablets from one of the wn authorized drug vetatlers located in different areas of the
district {Annex 2). They must travel long distances to reach retailers, therefore making the
resupply of cotrimoxazole difficull and irregular,

Expected *Pncumonia Oniy™ Cases
e

HE Cosmunily
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. Conclusions and Recommendations

necific objectives on cost recovery and FCHY motivation and experience had been cstablished
‘tor to this study.

‘ust Regovery Objectives

a} determine the catalyzing factors for the start of the cosi recovery strategies in each
district

e catalyst for the initiation of cost recovery activities in Makwanpur was the visit from the
Juwakot district health team to Nibuwatar VDC in Makwanpur district.  The cost recovery
irategy in Nuwakot district is also finked partly to the initiation of cost recovery activities in
siraha district. The activities in Siraha were started as per an agreement from the Child Heaith
«ction of the DPHO for SCF (US) to replicate the Nuwakot health model in the district.

b} determine the extent to which the desired cost recovery has been achieved in each
district

It was not possible to determine the extent to which cost recovery had been achieved in
Vakwanpur and Siraha district, and therefore the second objective on cost recovery was not met.
It is therefore recommended to conduct a further study aimed at determining the percentage of cost
recovered in each district.

¢) determine the level of effectiveness of each strategy

Many successes from the cost recovery activitics were identificd in Makwanpur and Siraha
Jistricts:
s The community was involved in making the programs sustainable
»  There was an increased availability of cotrimoxazole at the village level, ensuring that a
constant supply of the drug was maintained at this level
e “There was increased motivation from the community to pay for cotrimoxazole as they
become aware of the cost recovery strategy in their district, since they believe in the FCHY's
ability 10 treat their children, and since they belicve in the effectivencss of cotrimoxazole
s Achicving independence from external sources of aid for provision of such comn.odities as
colrimoxazole in both districts (and ORS packets and BPCs in Makwianpur)

Two main difficultics in how cost recovery activitics were run were also identificd, first in the
resupply of cotrimoxazole among FCHVS in Sirah, and second in the Jevel at which the activities
hove been implemented in Sirtha, While FCHVS in Makwanpur resupply their cotrimoxazole
tublets during regularly held monthly meetings at the 11F in their VDC, FCHVs in Siraha must
resupply cotrimoxazole from one of nine authorized drug retailers in the district, “They often have
very far to travel, and as a tesult exporience dilficulties in ensuring a constant supply of tablets
witlh them at all times. In Siraha, FCIIVs are aclively involved in cost recovery aclivities since
they charge the community for cotrimoxazole.  However, these activities have not been
implemented at the HF level and as a result FCEHYS are placed in the position of having to explain
10 the community why they must buy cotrimoxazole with FCHVs but ean get it free at Hl's,

d) dete: mine the apimions of district health stafl, HF stafl, community leaders, FCHVS and
mothers

As a final cost recovery objective, opinions from various players involved in the coss recovery
activities in each district were determined. Both Sr. DPIO Jagata Nanda Singh in Mikwanpur and

ofé o

DPHO/ARI Focal Person Ramesh Prasad Singh in Siraha feh confident and positive about the cost
recovery activities in their districts. Every VDCC/VC, HF staff, community leader, and mother
Uerviewed in Makwanpur expressed positive feclings about the cost recovery strategy. Every
FCHV in Makwanpur, with the exception of one, felt good about being part of cost recovery
activities, and mentioned having no difficulties in getting community members to pay for
cotrimoxazole. They either convinced caretakers about the reason for charging for cotrimoxazole,
or provided caretakers with cotrimoxazole on credit and then got the money on the third day follow
up visit once the child was improving with cotrimoxazole treatment,

In Siraha district, 88% of FCHVs felt good about the cost recovery strategy, while the remaining
12% mentioned experiencing problems from the community about selling cotrimoxazole when it
was available for free at HFs, Of the 88 treatment FCHVs interviewed in Siraha, 11 or 13%
revealed that they were not treating preumonia since community members refused to pay for the
drug or because they lived close to a HF where community members were able to get
cotrimoxazoie for frec. Problems in the way in which cost recovery activities were running were
experienced by 25% of HF staff interviewed in Siraha. These included difficulties in getting the
community to pay for cotrimoxazole and difficulties in FCHV accessibility for resupplying
cotrimoxazole. 1t was atso determined that knowledge about the cost recovery activities was low
among VDCC/VC (47%) and community leaders (55%).

FCHY Lnvestigation

The FCHV investigation determined that FCHV motivation is based on their desire to serve their
community, earn Dharma (spirituat gain), increase their own personal knowledge and their ability
10 pass on their knowledge to others in their community, The main personal changes experienced
by FCHVs were increased community respect and recognilion, greater confidence, and an increase
in their own personal knowledge and skills. These personal changes are essential in helping
FCHVs become empowered in their communities.

Cost Recovery Steategies in Makwanpur and Siraba

The main diffcrences in the cost recovery strategies oceurring in Makwanpur and Siraha districts
are the way in which they were started, and the level at which they are being implemented in cach
district, In Makwanpur, cost recovery activities were initiated after the AR program had been well
established in the district, As a result, mothers and othier community members in the district had
the knowledge and belief that FCHVs are able to treat pneumonia. They also understood and
believed in the cffectiveness of cotrimoxazole in curing their children who were sick with
preumonia, This could explain why they were not very reluctant to pay for a medication that they
wrusied, with an individual whose services and methods they were comfortable with and trusted.
HE's and FCHVYs in the VDCs in which cost recovery stratcgies were started all charge for
colrimoxazole.  Therefore there is no discrepancy in these VDCs abowt having to buy
cotrimoxazole,

In Siraha district both the CBAC program and cost recovery sirategy started at the same time,
Conseyuently community understanding of the role of FCHVs and the services that they ore able to
provide was nol yet established.  These community members had no basis for believing that
cotrimoxazole really was an effective drug against preumonia when they were asked to pay for it,
As a result, community members were reluctant to pay for a drug that they are not familiar with,
with an individual whom they are not sure ¢in really treal preumania, In Siraha there is nlso o
disparily as cotrimoxazole is provided free at 115 bt FCHVS charge the community for the same
medication. As a result, problems arise when people do nol understand why they must pay for a
medication ot one Jocation but can receive this same medication free nl anather location,
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Recommendations

Improve FCHV Access to Cotrimoxazole

In order for FCHVSs to treat pneumonia, they must have adequate supplies of cotrimoxazole with
them at all times. In Siraha, increasing the number of drug retailers in the district, or having one
drug retailer in each VDC, would greatly improve FCHVs' avenue to cotrimoxazole. Another way
of improving FCHV accessibility to cotrimoxazole is to let FCHVs obtain the drug at HFs, and to
have HF staff or VIDC members facilitate the procurement of cotrimoxazole from drug retailers.

Implement Cost Recovery Activities at HFs and Increase Awareness about Activities

A major problem highlighted in Siraha district is the discrepancy between obtaining cotrimoxazole
from FCHVs and HFs, Caretakers acquiring treatment for their children with FCHVs are required
to purchase cotrimoxazole lablets, whereas caretakers obtaining treatment at HFs are only required
1o pay a Rs 2 ticketing charge to get cotrimoxazole. As a result local people do not understand
why they are being charged for the drug at one lecation, but are able to get this same drug free at
another location. If they do not understand, or have not heard about the cost recovery strategy to
ensure that FCHVs have adequate supplics of cotrimoxazole with them, these individuals may fecl
anger towards FCHVs and feel that they are being cheated, In order to avert more difficulties in
FCHVs obtaining payment from their patients, it is recommended that the cost recovery strategy be
implemented in afl HFs in Siraha district. Cotrimoxazole should be purchased for the same price at
FIFs, as with FCHVs. This will eliminate discrepancies and misunderstandings, In order for this to
come into effect, VDCC/VC, HF stalf, community leaders, mothers, and MG members should be
made aware of the cost recovery strategy. They should understand why the strategy is in effect, the
advantages of buying cotrimoxazole {0 ensure its availability year-round in the district, and that
they will be charged for this drug everywhere in the district.

Conduct Regular MGMs and Emphasize the Need for Third Day Follow Up

Regular MGMs are being held in Siraha
district, but there have been very few
MGMs in Makwanpur district. Therefore
the need for regular MGMs must be
stressed during future FCHY trainings in
Makwanpur.  Only 79% of mothers
whose children were  diagnosed  with
pneumonia and treated by an FCHV
revealed following up with the FCHV on
the third day. ‘This is a very important
step in verilying if the child is in fact
improving with cotrimoxazole treatment, and that they have not progressed to severe pneumonis.
Itis therefore recommended that the importance of third day follow up be emphasized st MGMs so
thal caretakers can understand that they must revisit the FCHY on the third day in order to ensure
that their child is improving, Third day follow up of "pnecumonia only” cases and of cases of
“severe preumonta® that FCHVs have referred to the nearest HE must also be emphasized at future
FCHV trokning sussions,

An FCRY conducting o MGA in Kancharpur district

Emphasize FCHV Activities, AR and Diarrhea Danger Signs
Knowledge among MG members that FCHVs diagnose and treat pneumenta, and manage diarrhea

is not especially high in Makwanpur and Siraha districts.  These two activities are very important
in child health and survival, and should be emphasized at MGMs for future reference, should

27 "

members' children require treatment. Knowledge among
MG members abowt family planning and health cducation
activities conducted by FCHVs is also low, indicating that
these topics must also be given priority as well as all of the
other lopics covered during MGMSs.  Also, all of the ARI
and diarrhea danger signs should be emphasized during
MGMs,

An FCIV explaining the AR! danger signs
ditring a MGM in Kanchanpur district

Conduct Regular Supervision, Support and Recognition for FCHVs

FCHVs provide numerous services geared to improving child health in Nepal. They not only dose
children twice a year with oral polio and vitamin A capsules, but also provide appropriate home
therapy advice to caretakers about preventing dehydration caused by diarrhea, and are able to
diagnose and treat pneumonia in ARI program districts. FCHVs are active in counseling the
community about family planning, immunization, childcare, first aid, and HIV/AIDS. FCHVs
therefore provide their communities with valuable services and health information essential to
saving childrens' lives, In order for these women to continue to use their personal time and encrgy
to serve children in their community, they require supervision, support and recognition from the
district, the health facility, and the community.

Recommendations for a Future District

Recommendations for implementing similar cost recovery strategies in other districts foliow.
Findings from Makwanpur district show that a cost recovery strategy should be imptemented a few
years after the ARI program in the district. This would ensure community beliet in the FCHV's
ability to treat pneumonia, and belief in the effectiveness of cotrimoxazole to cure pneumonia,
Community participation in both implementing and monitoring the strategy must be stressed. The
strategy should be implemented district-wide (FCHVs and HFs charge for cotrimoxazole} for cost
recovery objectives to be met, and in order to avert any discrepancies in where colrimoxazole must
be purchased. Drug retailers shotild be involved in supplying cotrimoxazole to His, while FCHVs
should be allowed to replenish their supplies at the HF in their VDC.

In conclusion, Makwanpur and Siraha districts are undergoing efforls to continually make health a
community responsibility through uadertakings aimed at managing and naintaining health
programs by way of the use of local resources. Cosl recovery activities designed to cover the cost
of cotrimoxnzole in Makwanpur and Sirahn (and the cost of ORS packets and BPCs in
Mukwanpur) allow communities to become independent from external aid sources for provision of
these commaodities. The current heaith programs in both districts are being sustained within the
conununity using local resources, and cost recovery activities have resulited in a regular supply of
colrimoxazole tablels being made available at the villnge level.  Finally they have heightened
conununity awarchess about ongoing cost recovery strategies in the districts and have inereased
community betief of FCHY services and the benefits of cotrimoxazole, resulting in enhunced
community motivation o pay for the drug when needed.  Implementing cost recovery activilies
requires time, motivation, determination and regular follow ep, among other  ¢lements,
Makwanpur and Siraha districts both show great undlerstanding of these essential requirements as
well as the ability to make cost recovery strategies in their districts a success,
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Annex # 1: Map of Makawanpur District

—

[

?
Q’ " ’,.4 ‘i 7.
"';” ‘L: ‘:"j é,gm

{ ' v G
oy LN
v :’ﬁ» g, JE:

: . zfz*_ ﬁ:%_,m e

Wt

o !

D Drug Retailers VDCs Selected for Study




Annex #3: FCHVs interviewed in Makwanpur District

VDG | WARD NUMBER FCHV

Nibuwatar

2

. |.Champa Rena

Konchhi Maya ‘Thing

Bamala Lama

San Nani B.K.

Binda Lama

Radha Khadka

Bhainse

Sabitri Pudasaint

Padmn Lama

Ful Maya Blon

Harnamadi

Yosuda Ghimire

Rama Bainya

Durga Devi Baniya

Sita Baral

fiﬂman . _

Dhana Maya Shrestha

Madu Maya Tamong

Sarala Bisla

]

Kanehlu Gopali

l’alui{g

Devaki Adhikari

Sapta Devi Pradhan

Som Maya Bomjan

Jagath Muya Pradan

Kamala Karki

| s = e~ | s ool of ot = o]l ol Gl o eal e

Bindn Dhakat

Annex #4: FCHVSs interviewed in Siraha District
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Surativa Devi Yadav

Mank Mahara

Kaali Devi Mandal

Bimala Slrarma

Bhulur Devi Dlianuk Mandal

Kasam Devi Mandal

Asha Devi Jha

Sanjatiya Devi Mandal

Santi Devi Mandal

Rampari Mandal

Marbati Devi Yaday

Eklas Mandal

Dodhanp

Chandra Chaudhari

Domni Devi Chaudhari

Koshila Devi B.C.

Niras Chaudhari

Kusgum Devi Chaudhari

Kisini Devi Chaudhari

Tulsipur

Bacchhi Jha

Sunaina [yevi Singh

Chameli Devi Shah

Phulo Devi Shing

Chandra Kala Bevi Yadav

Bima Devi Mahato

Lalita Pathak

Badhara }

Sumilra Pokhrel

Laxmi Lama

BechniDevi Baidha

Bhagnbati Lamu

Laxmi Rai

Maya Lama

Budhani Devi Mahara

Ganga Devi Mahoto

Sonnbati Mahato

Subha Devi Yadav

Chandrakala Devi Mandel

Gupla Muya Shrestha

Sukhuriya Devi Mandal

Sann Sapkoti

Duknni Devi Thakur

vpC

TREATMENT WARD

REFERRAL WARD

Sanhaitha

Subluden Devi Yadav

Janak Devi Yadnb

Urmiln Kumari Mahato

.| Kebal Devi Shan

Jibdari Dévi Yaduv

Framsiln Yadab

Bislmupur Pranama

Silorba Fehhaw

Sesnwnni

Nawraipur

Pelba

Rudha Devi Yadav Sukni Devi Yadab
Pan Kamari Yaday
Santi Devi Shah

Ruojkumari Yaday

Sobha Devi Jha

Rumpyri Dovi Mahato

S liya Mandal

Maunia Kumin Yaday

Govindhopur

Sushiln Dahat

Kamala Koitala

Milserl Bevi Yadav

Sogar Devi Kamal

Rantbati Devi Yaday

Ausha Devi Karna

Phul Kumnri Mafinie

Sumnites Nevi Yadav

Suimita Devi Mandal

Rumbani Devy Yaday

Ram Suncyar Devi Bal

Radha Devi Ray

Arnriti Devi Mahato

Sabitri Devi Yadav

 Suklsipur

Tila Rai

Anita Devi Mithato

Rujeswasi Devi Shah

Dulari Devi Shah

Minn Devi Gupta

Mundira K Riut

Dayabati Thakur

Bineswari Devi Yaday

Lasmi Chictri

Rauni Riti Devi Sharma

Upnsi Devi Chaudhani

Sonnbati Devi Yadab

Hirn Devi Yaday'

Bhugani Chaudlvri

Laxnime Chaidhari

Tna Devi Yoday
Inhri Devi Mancd
Sabiiri Devi Choudari

Hindn Devi Kamet

Paniyy Devi Mandul

Parvati Devi Yodny

Ram Kuman Yodov

Chandrn Kata Devi Mahnlp

Sita Devi Gareri

Pabitra Devi Shah

Phuta Tevi Mafiara

Paryng Devi Chaudhaii

Rani Bati Devi Yadav

Chandraldpue

Astpur Batknwa

Ajima Katun

3inn Devi Kama
Sugne Deyi Thakur
Bin Laximi Sheesiin

Durgn Devi Uenig

Dana Devi Shal

Mutiknb Polasn

Kaushalys Muhiti

Ramperyn Yudah

Mina Devi Sing

Wfl'l‘ll_hull!!

Plurd Kumaei Sevi Sape

Chindra Kels Misen

Sonnbati Devi Koiry

Urmila Devi Pasman

Ciulubs Devi Shah

Jenani Devi Sae

Munni Devi Fhakus

Jumuna Devi Pasbaan

Rol Kumani Yaduv

Jugtarion Deva Purbe

Caatarl _Anitn Panta Rekha evi Mandal

- R Debu Jha Molina Khatun
Sonana Chaudhan —
Munta Shah
Jagataran Devi Mandal

Sarswar “Sukuntala Shrestha Eklas Devi Yadah




\nnex #5:; Case Study: Bimala Lama

Empowered Female Community Hendth Volunteers Make a Difference

Bimala Luma is an ilfilerate Female Community Health Volunteer (FCHV}
in Ward ¥5 of Nibuwatar VIDC dn the hills of Makwanpur disiriel.
Nibuwatar SHE sinfy snd VDO members are very suppotive of their
TCHVs, giving them Rs 75 per monthly meeting that they aitend. “This
VDC is the first of currently 8 VIICs to slart an internal, sembsponfancous
cosl recovery strtegy W0 make cotrimoxazale, w very effeclive druy for
treating pneamonia, continually available with FCIVS,

I Juae 1999 n health wam from Nuwakot district came o an exchunge
visit [o Mukwanpue, meeling with Nibuwatar S1IP staff, comnuintly leaders
wkl FCHYs. Through an iniidtive by Save the Children (SCF US),
Nuwakot FCTIVS charge Rs 12 tor 20 cotrimoxazolc (ablels and Rs 18 for
30 cotimoxnsole tablets, The Nuwakot temn departed Nibuwatar VI
will vue guestion: “Are you willing to lel your children die from
preamanta if cotrimoxazole is not available?

In eexponse 4o 1his visil, o similar cost recovery stralepy was slarted seven
months later in Nibuwatir VIXC, As part of this strategy, ench FCHV keeps
+iwnthly repont with the amount of eotrimoxazole sold, the amount of cotrimoxazole given on eredil, and the amount of
ottimosizele renvaming with thens. They submit the snonthly report 1o the Nibuwatar $11° alowg with the money Uiy
coctve from siles, ad are resupplicd with enough cotrimoxnzole tnblets 10 ensure that they have 100 blus,  Cost
eovery nclivities in Nibuwatar VDU have spugred the initistion of sinsilas activities in other VOCs of Makwanpur disirit

“Simala Lama is a strong believer in the cost recovery sttegy, "Until now donor agencies have been providing us
with cotrimoxazole. 'What will happen onee they siop? We cnnnot depend on others for the rest of our
tifetime, We have to stand on our own,” She fecls fiut community mensbees have heen acgepling the Tact thal they
nust ity for cotrimoxuzale, They realize thi they con cither travel 45 minutes by bus to Hesaudi for expensive
aedication. ar walk « short distance to her i o buy an eifective medwation m n much cheaper price. Bimala Lamna s s
It she fas had no problems getting carctikers 1o pay for cowimovazale. IF they do nol have money with them she gives
e the cotrimuoxasole on credit and gets the money whien ey ectuns e hier wath the child on the third daty Tor a follow up
sl

Fhen ashed why shie continies her wozk ox o FCHY when she
ceives no payment for et services, Bimala Lima replicd that
118 her way of servang her conmunity, by suvesty the fives of
hitdren  She says thal since becoming sa FCHY she is nol shy
> ostandd g and speak in Tent of others, md st she s
evpecied by the comsnuniy beeaise ol Bier waeh. Some people
ringe wegelables i bee B, and others siy *Numaste® 1o e
vhea they see hee on the sond Beemne shy treats their b
Respeet  is  n bwo-way  process  between  the
ommunity and myself. § respect the community and
srw the community respeets me,”

Uil Lovta Feels that us an FCHY she has improved conmunity niemibers® knewledge aboul pneumonia and dinhen
fer mgnihly Mothees' Graup Mectings (MGM3) focus an preomonia md ARE daring the winter, and dinrhea dueang tlic
unner, wmuong oller fopics, Ske suys thit she has seen fewer cines of pveanmionis and severe presmonia among children
u her commumty sinee the AR program began

MU timke she win anterviewed, Bonata Lami had 130 cotrimesirule tblets mnd 2 prekets of oral echydration sufl (ORS)
ath her. She bid teated two cases of pewnonin md bl scen no cases of severe preomonia i e three months
seeedmg the mtcrview. T8 1 go to the temple and pray, | will not enrn Dhvarma,  But 15 | serve my
smmunity, thee | earn Dharma”
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