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EXECUTIVE SUMMARY 

A. INTRODUCTION 

The second Nepal Health Sector Programme (NHSP 2) provides an overall framework for the 

ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ bŜǇŀƭΩǎ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ōŜǘǿŜŜƴ нлмл ŀƴŘ нлмрΦ Lǘ ŦƻŎǳǎŜǎ ƻƴ ƛƴŎǊŜŀǎƛƴƎ ŀŎŎŜǎǎ ǘƻ ŀƴŘ 

the utilisation of health care services, and aims to address disparities between different income, 

gender, caste, ethnic and other groups. The three objectives of NHSP 2 are: 

¶ to increase access to and utilisation of quality essential health care services; 

¶ to reduce cultural and economic barriers to accessing health care services and harmful cultural 
practices in partnership with non-state actors; and 

¶ to improve the health system to achieve universal coverage of essential health services. 

NHSP 2 requires information beyond that collected on a routine basis in order to monitor progress on 

the above three objectives. A Service Tracking Survey (STS) was carried out by the Ministry of Health 

and Population (MoHP) and the Nepal Health Sector Support Programme (NHSSP) in 2011 to collect 

additional facility-based information.  

 

B. METHODOLOGY 

The following factors were considered while designing the sampling strategy of the STS: the data 

should be nationally representative; key indicators need to be monitored over time; districts need to 

be randomly selected for each survey while representing all regions and topographical zones; and all 

hospitals within the selected districts should be included, along with a proportion of lower level public 

health facilities. 

The STS 2011 randomly selected one district from each of 13 sub-regions. A total of 169 health facilities 

were assessed across the 13 selected districts covering all the public hospitals and a sample of primary 

health care centres (PHCCs) (76%), health posts (41%) and sub-health posts (SHPs) (15%). In addition, 

exit interviews were conducted with 1,017 clients: 820 outpatients and 197 women who had recently 

delivered or experienced obstetric complications. 

 

C. KEY FINDINGS 

The key findings are presented here according to the five objectives of STS 2011. 

OBJECTIVE 1: ¢ƻ ǇǊƻǾƛŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ƳƻƴƛǘƻǊƛƴƎ ǊŜƭŜǾŀƴǘ ƛƴŘƛŎŀǘƻǊǎ ƛƴ bI{t нΩs logical 

framework and Governance and Accountability Action Plan (GAAP) 

NHSP 2 logical framework 

Lƴ нлммΣ ŦƻƭƭƻǿƛƴƎ Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ǿƛǘƘƛƴ aƻItΣ ƛǘ ǿŀǎ ŀƎǊŜŜŘ ǘƘŀǘ ǘƘŜ ƛƴŘƛŎŀǘƻǊǎ ƻŦ bI{t нΩǎ ǊŜǎǳƭǘǎ 

framework would be revised in what is now called the logical framework. The findings of STS 2011 have 

been compared with the original targets for 2011, which were not revised and are due to be reviewed 

in late 2012.  

There has been mixed progress towards reaching these targets. The targets have been achieved for 

three of the indicators and there was good progress against an additional two indicators for which no 
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targets were set for 2011. The 2011 targets were not achieved for six of the indicators and there was 

poor progress for two indicators for which no targets were set for 2011. 

Achieved target Good progress ς  

no 2011 target  

Not achieved target Poor progress ς 

no 2011 target  

¶ % of health facilities that 
have undertaken social 
audits as per MoHP 
guideline in the last 
fiscal year;  

 

¶ %  of clients satisfied 
with their health care at 
hospitals, PHCCs, health 
posts and SHPs (age, sex 
and caste/ethnicity);  

 

¶ % of health posts that 
are birthing centres 
providing deliveries 
24/7. 

¶ % of health facilities 
with at least three 
females and at least 
two Dalit and 
Janajati members in 
health facility 
management 
committees 
(HFMCs) and 
hospital 
development 
committees (HDC) 

 

¶ % of safe abortion 
sites with post 
abortion long acting 
family planning 
services. 

¶ % of sanctioned posts 
that are filled τ 
doctors at district 
hospitals 

 

¶ % of sanctioned posts 
that are filled - 
doctors at PHCCs;  

 

¶ % of sanctioned posts 
that are filled - nurses 
at district hospitals 

 

¶ % of sanctioned posts 
that are filled - nurses 
at PHCCs;  

 

¶ % of PHCCs that 
provide all basic 
emergency obstetric 
and neonatal care 
(BEONC) signal 
functions 24/7;  

 

¶ % of health posts 
providing condoms, 
pills, injectables, 
intrauterine 
contraceptive devices 
(IUCD) and implants. 

¶ % of hospitals that 
have at least 1 
obstetrician-
gynaecologist or 
MDGP (specialist 
general practitioner), 
5 trained nurses, and 
1 anaesthetist or 
anaesthetist assistant;  

 

¶ % of districts that 
have at least one 
facility providing all 
comprehensive 
emergency obstetric 
and neonatal care 
(CEONC) signal 
functions 24/7.  

 

 

Governance and accountability 

¶ Nearly one third (27%) of the facilities had undertaken a social audit in the current or last fiscal 

year. Hospitals were less likely to have, but most of those that did undertake one had produced a 

report that was present in their facilities. All Hospitals, 82% of PHCCs, 53% of HPs and 60% of SHPs 

that conducted social audits in the previous year, reported that they had  incorporated the 

recommended actions into their annual work plan and budgets (AWPB). 

¶ aƻǎǘ ƘŜŀƭǘƘ Ǉƻǎǘǎ όфс҈ύ ƘŀŘ ŀ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊΣ ŦƻƭƭƻǿŜŘ ōȅ ƘƻǎǇƛtals (87%), SHPs (77%) and PHCCs 
όтм҈ύΦ bŜŀǊƭȅ ŦƻǳǊ ƻǳǘ ƻŦ ŦƛǾŜ ƘƻǎǇƛǘŀƭǎ όтф҈ύ ƘŀŘ ǇƭŀŎŜŘ ǘƘŜ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊ ƻǳǘǎƛŘŜ ǘƘŜƛǊ ōǳƛƭŘƛƴƎ 
in a visible place, while less than a quarter of SHPs (23%) had done so. Of those with a charter, 
most included information on free drugs, outpatient services and the Aama Programme (if they 
were implementing the latter). 

¶ Hospital development committees (HDCs) had been established in all hospitals and health facility 
management committees (HFMCs) in all lower level facilities, except for one SHP. Most of these 
committees were reportedly active and over three-quarters had oriented all their members on 
their roles and responsibilities. The most common activity by HFMCs and HDCs was infrastructure 
development and maintenance, and half of the HFMCs and HDCs had recruited health workers. 
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¶ However, many HDCs and HFMCs were not holding meetings on a monthly basis while just under 
half of facilities reported that the female members and members from disadvantaged groups were 
always active in committee meetings, with a lesser number reporting that these members always 
participated in decision-making.  

 

 

OBJECTIVE 2: To provide inputs for the National Health Financing Strategy 

¶ MoHP was the main financier of health facilities at all levels except for the higher level hospitals. 

¶ All facilities, except for district hospitals, derived a significant proportion of their income from 
ǎƻǳǊŎŜǎ ƴƻǘ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ aƻItΩǎ ŀƴƴǳŀƭ ǿƻǊƪ Ǉƭŀƴ ŀƴŘ ōǳŘƎŜǘΦ ¢Ƙƛǎ ƳŜŀƴǎ ǘƘŀǘ ŦŀŎƛƭƛǘƛŜǎ Řƻ ƴƻǘ 
report to the government on a significant part of their revenue and expenditure. This could have 
far-reaching consequences for the way in which the health system is managed towards outputs 
and outcomes, given the government does not know what these funds are spent on and the extent 
to which their allocation contributes to achieving health sector goals.  

¶ Nearly a quarter of the facilities (20%) reported they had not received their allocated budget from 
MoHP, while a higher proportion (31%) reported not knowing whether they had received their 
allocated budgets. 

¶ Facilities received most of their budgets in the last trimester. This pattern complicates facility cash 
management and helps explain why budgets are often under-spent. 

¶ Staff salaries were the major expenditure category from funds received from MoHP for all levels of 
facility. This was more so for hospitals (47% of total expenditure) than for lower level facilities 
where salaries accounted for about a third of expenditure from MoHP funds. 

 

OBJECTIVE 3: To monitor the implementation of the Aama Programme 

¶ Twelve per cent of facilities that should have been implementing the Aama Programme were not. 

¶ Maternity clients were relatively well aware of the Aama Programme: 78% were aware that 
delivery care should be free and 81% knew about the transport incentive. The main sources of 
information were friends, neighbours and female community health volunteers.  

¶ Despite these high levels of awareness only 61% of clients had received the transport incentive 
they were entitled to and half of clients (50%) had received free delivery care.  

¶ There was confusion amongst some clients in regards to the amount they expected to receive and 
more than one in three women had been asked to show their antenatal care cards to obtain the 
Aama transport incentive, which is not a requirement as per the Aama guidelines. Both of these 
factors may be a result of confusion with the separate antenatal care incentive programme. These 
results highlight that not all facilities comply with the Aama policies, and that different schemes 
with different rules may hinder compliance. 

¶ Not all health facilities had registered the names of the clients provided with benefits, and not all 
women had been asked to fill in a form as per the Aama guidelines. 

 

OBJECTIVE 4: To monitor the implementation of free health care, including the financial 

management capacity of health facilities 

Free care 

¶ Ninety two per cent of outpatients at district hospitals, PHCCS, health posts and SHPs were aware 
that health care should be free.  
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¶ Despite the high levels of awareness about free care more than one tenth of clients (11%) had paid 
for health care. The most common reason for payment was that it had been a precondition for 
receiving services.  

¶ The number of clients receiving free essential health care services had markedly increased over the 
three years prior to the STS for all levels of facility. The rate of increase differed by the level of 
facility with the largest increases at hospitals and PHCCs.  

 

Financial management 

¶ Most facilities (94%) had a bank account, but only 85% of mountain facilities had one. 

¶ All the hospitals reported having prepared a financial report for the previous fiscal year. 

¶ Although three-quarters of hospitals had carried out an internal audit and a final audit in the 
previous fiscal year, most of the lower level facilities had not. Of those that had conducted a final 
audit, nearly one-third had been advised to carry out their financial audits in a more timely way. 

 

OBJECTIVE 5: To provide regular information on the functioning (readiness to provide services), 

client experiences and quality of priority health services 

Human resources 

¶ Staff at most facilities (>80%) felt that the number of sanctioned staff was inadequate, especially 
for maternity services. The official number of sanctioned posts did not always match the actual 
number. Four key reasons were identified for this: some facilities were being upgraded but the 
number of sanctioned posts had not yet changed; some existing staff had been promoted into 
positions not officially sanctioned by that facility; some positions had become defunct but the staff 
could remain in post until they chose to leave; and some differences reflected the different needs 
between topographical zones. 

¶ At the four higher level hospitals there was no type of cadre for which all posts had been filled. This 
was largely due to Hetauda hospital only being upgraded to a regional level hospital recently and 
many of the posts had yet to be filled. 

¶ At district hospitals 81% of the sanctioned posts were filled, but less than two thirds of medical 
officer and health assistant posts were filled. At PHCCs most auxiliary health worker (AHW) and 
auxiliary nurse midwife (ANM) posts were filled and three-quarters of laboratory assistants, many 
staff nurse, medical officer and health assistant posts remained unfilled. At health posts most AHW 
and ANM posts were filled, but only 47% of sanctioned health assistant posts were filled. Overall 
just over three-quarters of the sanctioned posts at SHPs were filled, including most AHW posts; but 
only 78% of maternal and child health worker (MCHW) and 61% of village health workers (VHW) 
posts were filled. 

¶ The highest proportions of contract staff was found for medical officers at hospitals and staff 
nurses at higher level hospitals. HFMCs and HDCs have been responsible for recruiting relatively 
high proportions of ANMs at the higher level hospitals, AHWs and ANMs at district hospitals, and 
AHWs and AHWs at health posts. 

¶ The shortage of formal anaesthetic and obstetric skills is affecting the provision of caesarean 
sections. Over half of the hospitals (56%) were unable to provide caesarean sections: 13% had an 
obstetrician but no anaesthetist and 44% had neither an obstetrician nor anaesthetist. 
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Drug supply and storage 

¶ Across the 169 facilities, all types of essential drugs were procured from both central and local 
sources. At hospitals most were procured from central sources, while below hospital most came 
from local sources. 

¶ Only half of the health facilities stored at least some of their drugs in a locked cabinet. However, 
most facilities stored their drugs in cool and dry locations (87%). 

¶ Most hospitals had access to at least two refrigerators, and nearly three-quarters had access to at 
least one refrigerator 24 hours a day. However, a quarter of PHCCs, over a half of health posts and 
over three-quarters of SHPs had no access to a refrigerator. Not all of those without constant 
access to a refrigerator used ice boxes. 

¶ Many of the health facilities stored drugs ordered by expiry date; however, nearly one-fifth of 
hospitals (19%) did not. Less than a half of the facilities (46%) had undertaken a review of their 
drugs in the previous fiscal year. 

¶ A quarter of hospital outpatients and 41% of hospital maternity clients paid for essential drugs that 
should have been provided free of charge. Maternity clients were more likely to have paid than 
outpatients, and hospital clients were more likely to have paid than those at lower level facilities. 
Of those who paid for drugs at hospitals, maternity clients paid an average of Nepali rupees (NPR) 
1,892, while outpatients paid an average of NPR 250. 

 

Quality of care 

¶ All hospitals and most PHCCs and SHPs had running water with soap; but 18% of health posts did 
not. There was good availability of bins for biomedical waste disposal. 

¶ Most birthing centres were providing routine deliveries (98%), with over three-quarters doing so 
24 hours a day (77%). However, less than three-quarters of CEONC facilities (71%) provided all 
CEONC signal functions on a 24 hour basis and just 39% of districts had at least one facility 
providing all CEONC functions at all times. Less than half of all BEONC facilities provided all BEONC 
signal functions 24 hours a day. Just one-fifth of PHCCs provide all BEONC signal functions, with 
18% providing all of these on a 24 hour basis (18%). The biggest gaps were seen for the provision of 
services to remove retained products and to provide assisted deliveries, blood transfusions and 
caesarean sections. 

¶ All selected hospitals and 68% of the PHCCs were officially classified as safe abortion sites. Post 
abortion care was available at most safe abortion sites (80%), two-thirds provided first trimester 
abortion care (66%) and over a quarter (26%) provided second trimester abortions. There was 
good provision of short term hormonal, short-term non-hormonal, long term and permanent 
methods of family planning at all facility levels (as appropriate) and post-abortion family planning 
at safe abortion sites. 

¶ One-third of clients thought that it was important to improve cleanliness in the facility. However, 
most clients were satisfied with the care they received with only 4% percent saying they were 
unsatisfied.  

 

D. 2011 RESULTS AGAINST STS INDICATORS 

Table 0.1 presents key indicators from the STS 2011 to reflect each of the key themes. The indicators 

that are included in the NHSP 2 logical framework are shaded in tan (darker) colour.  
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Table 0.1: Key indicators from the STS 2011 

STS 2011 indicators 2011 

results 

(%) 

95% CI 

FREE CARE   

% of outpatients aware of free care 92.1 83.1-96.6 

% of Dalit and Janajati outpatients aware of free care 80.6 50.3-94.3 

% of outpatients who paid for care under the free care policy 11.3 6.2-19.7 

% of Dalit and Janajati outpatients who paid for care under the free care policy 5.5 2.4-12.4 

AAMA PROGRAMME   

% of hospitals, PHCCs and health posts implementing Aama  88.0 77.2-94.1 

% of maternity clients aware of transport incentive 81.4 54.3-94.2 

% of Dalit and Janajati maternity clients aware of transport incentive  82.8 55.2-95.0 

% of maternity clients aware of free delivery care 78.3 43.2-94.5 

% of Dalit and Janajati maternity clients aware of free delivery care  83.1 47.6-96.4 

% of maternity clients who paid for delivery care 50.3 25.2-75.2 

% of Dalit and Janajati maternity clients who paid for delivery care 57.3 20.4-84.0 

FINANCIAL MANANGEMENT   

% of facilities that spent all the money received 26.7 14.1-44.8 

% of facilities with a bank account 94.6 74.4-99.1 

% of facilities that disclosed their income and expenditure to the public 81.9 67.7-90.8 

% of facilities that conducted an internal audit in the last fiscal year 12.7 7.4-21.1 

% of facilities that conducted a final audit in the last fiscal year 15.3 9.6-23.5 

GOVERNANCE AND ACCOUNTABILITY   

% of health facilities that undertook social audits in the current or last fiscal 
year* 

27.4 17.4-40.4 

% of facilities that conducted a social audit in the last fiscal year, made findings 
public and incorporated recommended actions in annual workplan and budget 
(AWPB) 

22.0 15.0-31.0 

҈ ƻŦ ŦŀŎƛƭƛǘƛŜǎ ǿƛǘƘ ŀ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊ ǇƭŀŎŜŘ ƛƴ ŀ ǾƛǎƛōƭŜ ƭƻŎŀǘƛƻƴ ŀƴŘ ƛƴŎƭǳŘŜŘ 
information on free drugs, outpatient services and Aama (if Aama implementing 
facility) 

58.4 43.8-71.8 

% of facilities with a health management committee (health facility 
management committees [HFMCs] and hospital development committees 
[HDC]) meeting on a monthly basis 

37.1 22.3-54.8 

% of health facilities with at least three females and at least two Dalit and 
Janajati members in health facility management committees (HFMCs) and 
hospital development committees (HDC)* 

46.0 36.5-55.8 

% of facilities with an emergency contingency plan for women and children 29.4 16.7-46.4 

HUMAN RESOURCES   

% of sanctioned posts that are filled:   
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STS 2011 indicators 2011 

results 

(%) 

95% CI 

¶ Doctors at district hospitals* 68.9 46.7-79.6 

¶ Doctors at PHCCs* 50.0 35.1-64.9 

¶ Nurses at district hospitals* 83.3 74.3-89.6 

¶ Nurses at PHCCs* 73.8 60.5-83.8 

% of hospitals that have at least 1 obstetrician-gynaecologist or Specialist 
General Practitioner (MDGP), 5 SBA (skilled birth attendant) trained nurses and 
1 anaesthetist or anaesthetist assistant*  

31.2 14.5-55.0 

% of PHCCs with at least 1 medical officers, 1 health assistant/senior auxiliary 
health worker (SAHW), 1 staff nurse, 2 AHWs, 3 ANMs and 1 lab assistant in 
filled post 

7.1 0.6-47.8 

% of category A health posts with at least 1 health assistant/SAHW, 2 AHW and 
1 ANM in filled post 

53.3 19.2-84.6 

% of category B health posts with at least 1 health assistant/SAHW, 1 AHW and 
1 ANM in filled post 

20.0 8.7-39.6 

% of SHPs with at least 1 AHW, 1 MCHW and 1 VHW in post 

 

50.0 37.8-62.2 

DRUG SUPPLY AND STORAGE   

% of facilities with drugs stored in a cool and dry place 86.8 64.0-96.1 

% of facilities with drugs stored as per first expired, first out (FEFO) principles 87.9 76.5-94.2 

% of PHCCs with at least one fridge with guaranteed power 24/7 47.6 24.3-72.0 

% of outpatients who paid for essential drugs 40.6 24.0-59.7 

% of maternity clients who paid for any drugs 55.0 25.9-81.0 

QUALITY OF CARE   

% of health facilities with running water and soap 88.0 78.6-93.6 

% of facilities with comprehensive biomedical waste management in place 
(puncture proof bin for needles; bin for disposing of plastics; bin for disposing of 
blood/fluid stained items; pit for placenta/deep burial) 

12.5 

 

 

8.5-17.9 

% of CEONC facilities providing all CEONC signal functions 24/7 71.4 26.4-94.6 

% of district hospitals providing all CEONC signal functions 24/7 8.3 0.7-53.2 

% of districts with at least one facility providing all CEONC signal functions 24/7* 38.5 21.5-58.8 

% of BEONC facilities providing all BEONC signal functions 24/7 40.9 20.1-65.5 

% of PHCCs that provide all BEONC signal functions 24/7* 21.1 8.1-45.7 

% of health posts that are birthing centres providing deliveries 24/7*  79.2 51.6-93.1 

% of safe abortion sites providing post-abortion care, and first trimester 
abortion  25.7 

11.1-48.9 

% of safe abortion sites with long acting family planning services* 91.4 77.8-97.0 

% of district hospitals providing male and female permanent family planning 
services  33.3 

9.6-70.2 

% of health posts providing condoms, pills, injectables, IUCDs and implants* 13.3 5.8-27.9 

% of outpatients who thought the facility was overcrowded 30.9 20.2-44.1 
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STS 2011 indicators 2011 

results 

(%) 

95% CI 

% of maternity clients who thought maternity department was overcrowded 23.6 13.9-37.0 

% of clients (maternity and outpatients) who thought the facility was clean/very 
clean 45.4 

35.2-56.0 

% of clients (maternity and outpatients) who thought the respect for their 
privacy was good/very good 54.1 

37.2-70.0 

% of clients (maternity and outpatients) satisfied with their health care* 95.8 91.5-98.0 

Note: NHSP 2 logframe indicators are shaded in tan (darker) colour and marked with an asterisk (*). 
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1 INTRODUCTION 

1.1 BACKGROUND 

The second Nepal Health Sector Programme (NHSP 2) (MoHP 2010a) provides an overall framework for 

ǇƭŀƴƴƛƴƎ ŀŎǘƛǾƛǘƛŜǎ ǿƛǘƘƛƴ bŜǇŀƭΩǎ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ŦƻǊ нлмлς2015. NHSP 2 is focused on increasing access 

to and the utilisation of health care services, and aims to address disparities between different income, 

gender, caste, ethnic and other groups.  

The three objectives of NHSP 2 are: 

¶ Increase access to and utilisation of quality essential health care services (EHCS). 

¶ Reduce cultural and economic barriers to accessing health care services and harmful cultural 

practices in partnership with non-state actors. 

¶ Improve the health system to achieve universal coverage of essential health services. 

NHSP 2 requires information to monitor progress on the above objectives. However, only some of this 

ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ŀǾŀƛƭŀōƭŜ ŦǊƻƳ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ǊƻǳǘƛƴŜ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴ ǎȅǎǘŜƳǎ ƛƴŎƭǳŘƛƴƎ ǘƘŜ IŜŀƭǘƘ 

Management Information System (HMIS). Hence there is a need for additional data collection, 

including facility-based and household surveys. Service Tracking Surveys (STS) are therefore being 

carried out to gather additional facility-ōŀǎŜŘ ƛƴŦƻǊƳŀǘƛƻƴ ǘƻ ƳƻƴƛǘƻǊ bI{t нΩǎ ƻōƧŜŎǘƛǾŜǎΦ ¢ƘŜǎŜ 

surveys are designed to inform health-related programmes at health facility and community levels.  

The STS 2011 evolved from previous health facility-based surveys. During the latter part of the first 

Nepal Health Sector Programme (NHSP 1, 2004ς2009) a health facility survey was conducted three 

times per year by the Ministry of Health and Population (MoHP) with support from the Health Sector 

Reform Support Programme (HSRSP) to monitor free health care. These surveys were undertaken in 

one district in each of 13 sub-regions (see Table 2.1 for these sub-regions). All hospitals within the 

selected districts were surveyed along with 44% of primary health care centres (PHCCs), 39% of health 

posts (HPs) and 15% of sub-health posts (SHPs). The survey instruments included a facility tool with 

questions on the amount of funding received and used for free care; the supply, consumption, and 

replenishment of drugs; services provided; referrals; facility monitoring; human resources; the 

management of facilities and the quality of care. It also included exit interviews with clients to collect 

information on client experiences and characteristics, such as caste and ethnicity. 

The Family Health Division (FHD) of MoHP, with the Support to the Safe Motherhood Programme 

(SSMP) also undertook facility surveys in 2009 and 2010 to monitor the achievements of the Aama 

Programme. This programme provides incentives for mothers to give birth in health facilities. The 

instruments used were similar to those used in the HSRSP study although they went into more detail 

on quarterly cash flows and services provided. 

Given the overlap in previous years in monitoring free care provision and the Aama Programme, from 

2011 only one survey is being carried out τ an annual STS to that monitors both free care and the 

Aama Programme. 
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1.2 SURVEY OBJECTIVES 

The objectives of these STSs are as follows: 

¶ Provide information for monitoring identified indicators in the NHSP 2 logical framework and 

GAAP (Governance and Accountability Action Plan). 

¶ Provide inputs for the new National Health Financing Strategy (which is currently under 

development). 

¶ Monitor the implementation of the Aama Programme. 

¶ Monitor the implementation of free health care, including the financial management capacity of 

health facilities. 

¶ Provide information on the functionality (readiness to provide services), client experiences and 

quality of care. 

In addition, these surveys aim to provide a detailed accounting of the flow of services and finance, 

adherence to annual work plans and budget (AWPB) processes and the availability of human resources. 

1.3 TECHNICAL WORKING COMMITTEE 

THE STS 2011 was designed and implemented under the guidance of a technical working committee of 

government, external development partners and Nepal Health Sector Support Programme (NHSSP) 

advisors (see Annex 1.1 for members). 

1.4 STRUCTURE OF REPORT 

This report has 11 chapters and several annexes. The first part (Chapters 1ς3) explains the objectives, 

the study methodology and the background characteristics of the 169 health facilities and the 1,017 

client respondents covered by the study. Chapters 4 to 10 give the detailed study findings across seven 

specified areas linked to monitoring the implementation of NHSP 2. Key STS indicators are presented at 

the start of each chapter to summarise the current situation. STS is the source of information for a 

number of NHSP 2 logical framework indicators and the final chapter (Chapter 11) presents the 

achievements of these indicators against the targets. 
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2 METHODOLOGY 

The following factors were considered while designing the sampling strategy for the Service Tracking 

Survey 2011 (STS 2011): 

¶ the data needs to be nationally representative (but will not provide district level estimates); 

¶ the key indicators need to be monitored over time; 

¶ the districts will be randomly selected for each survey; but all regions and topographic zones 

will be represented in all surveys; and 

¶ all hospitals within the selected districts will be included, along with a proportion of primary 

health care centres (PHCCs), health posts and sub-health posts (SHPs). 

2.1 SAMPLING STRATEGY 

District selection τ The cluster design for the periodic Nepal Demographic and Health Surveys (NDHS) 

stratifies Nepal into three topographic zones (mountain, hill and Tarai), five development regions and 

subsequently into 13 sub-regions. Due to their relatively small populations the mountain districts in the 

Western, Mid-Western and Far-Western development regions are combined into one sub-region. The 

same 13 sub-regional domains were used in the facility surveys conducted by the Ministry of Health 

and Population (MoHP)/Health Sector Reform Support Programme (HSRSP) in 2009 and 2010. The STS 

2011 took a similar cluster approach to sampling (Table 2.1) by randomly selecting one district from 

each of the 13 sub-regions (see Figure 2.1 and the districts in bold in Table 2.1). The advantages of 

using this approach are that it is nationally representative and data can potentially be compared with 

NDHS data and earlier surveys undertaken by MoHP/HSRSP. 

Table 2.1: Districts within the 13 sub-regions (STS 2011 districts are given in bold) 

Sub-region (13) Districts (75) 

Eastern mountain (3) Taplejung, Sankhuwasabha, Solukhumbu 

Central mountain (3) Dolakha, Rasuwa, Sindhupalchowk 

Far-/Mid-/Western mountain (10) Bajhang, Bajura, Darchula, Dolpa, Humla, Jumla, Kalikot, Manang, Mugu, Mustang 

Eastern hill (8) Bhojpur, Dhankuta, Ilam, Khotang, Okhaldhunga, Panchthar, Terhathum, Udayapur 

Central hill (9) Bhaktapur, Dhading, Kavrepalanchowk, Kathmandu, Lalitpur, Makawanpur, Nuwakot, 

Ramechhap, Sindhuli 

Western hill (11) Arghakhanchi, Baglung, Gorkha, Gulmi, Kaski, Lamjung, Myagdi, Palpa, Parbat, Syangja, 

Tanahun 

Mid-western hill (7) Dailekh, Jajarkot, Pyuthan, Rolpa, Rukum, Salyan, Surkhet 

Far-western hill (4) Achham, Baitadi, Doti, Dadeldhura 

Eastern Tarai (5) Jhapa, Morang, Saptari, Siraha, Sunsari 

Central Tarai (7) Bara, Chitwan, Dhanusha, Mahottari, Parsa, Rautahat, Sarlahi 

Western Tarai (3) Kapilbastu, Nawalparasi, Rupandehi 

Mid-western Tarai (3) Bardiya, Banke, Dang 

Far-western Tarai (2) Kailali, Kanchanpur 
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Figure 2.1: Map of Nepal showing location of STS 2011 districts 

 

Health facility selection τ The sampling approach used to select facilities was designed to produce 

nationally-representative but not district-level representative samples. Within the 13 selected districts 

a sampling frame was created including all public health facilities divided into hospitals, PHCCs, health 

Ǉƻǎǘǎ ŀƴŘ {ItǎΦ ¢ƘŜ Ψ{ŀƳǇƭƛƴƎ aŀƴǳŀƭ ŦƻǊ CŀŎƛƭƛǘȅ {ǳǊǾŜȅǎΩ όa9!{¦w9 9Ǿŀƭǳŀǘƛƻƴ нллмύ ǿŀǎ ŎƻƴǎǳƭǘŜŘ 

to identify the number of facilities by type to be sampled. The total number of facilities selected (169) 

exceeded the number recommended in the manual (100). Higher-level facilities had a higher 

probability of being selected, with all public hospitals in selected districts included. The equal 

probability sampling method (EPSEM) was used to select a random sample of PHCCs, health posts and 

SHPs. 

The number of facilities sampled (169) (see Table 2.2) was similar to previous HSRSP surveys1. 

¶ All 16 public hospitals in the study districts, including 12 district level hospitals and four higher 

level hospitals, were selected. 

¶ Between one and five PHCCs were selected from each of the 13 districts. In districts with one or 

two PHCCs, all were selected; in districts with three PHCCs, two were selected; and in districts 

with four or more PHCCs, three were selected. This resulted in 28 (76%) of the 38 PHCCs in the 

13 districts being selected. 

¶ Forty-five of the 110 health posts across the 13 districts were selected, ranging from six to ten 

per district. This represented 40% of health posts across the selected districts. 

¶ Eighty of the 536 SHPs were selected representing 15% of SHPs in the selected districts. 

                                                           
1
 The HSRSP surveys sampled all 15 hospitals (100%), 15 of the 34 PHCCs (44%), 47 of the 120 health posts (39%) and 91 of the 

603 SHP (15%). 168 health facilities were sampled from a total of 772 health facilities. 
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Table 2.2: Number of facilities by type and district in total and included in STS 2011 

District Population 

(census 

2011) 

HDI* 

ranking  

(2004) 

Hospital PHCC Health post Sub-health 

post 

No. Sample No. Sample No. Sample No. Sample 

Baitadi 252,116 63 1 1 2 2 10 4 55 8 

Banke 493,017 29 1 1 3 2 9 4 35 5 

Jajarkot 172,565 71 1 1 2 2 7 3 25 4 

Kailali 770,279 46 2 2 5 3 7 3 31 5 

Kapilbastu 570,612 47 2 2 3 2 7 3 66 10 

Mahottari 646,405 59 1 1 3 2 6 2 67 10 

Makawanpur 427,494 31 1 1 4 3 10 4 30 5 

Mugu 55,311 75 1 1 1 1 8 3 16 2 

Panchthar 198,362 24 1 1 2 2 10 4 29 4 

Sindhupalchowk 289,455 54 1 1 3 2 10 4 65 10 

Solukhumbu 106,772 30 1 1 2 2 9 4 23 3 

Sunsari 751,125 16 2 2 5 3 7 3 40 6 

Syangja 288,040 7 1 1 3 2 10 4 54 8 

n (total facilities) 4,101,042  16  16 

(100%) 

38 28 

(76%) 

110 45 

(41%) 

536 80 

(15%) 

bƻǘŜ ϝΥ I5L Ґ ¦b5tΩǎ IǳƳŀƴ 5ŜǾŜƭƻǇƳŜƴǘ LƴŘŜȄ ό¦b5tΣ нллпύΦ ¢ƘŜǎŜ ǊŀƴƪƛƴƎǎΣ ōŀǎŜŘ ƻƴ нллм ŘŀǘŀΣ ŀǊŜ ǘƘŜ ƭŀǘŜǎǘ available 

district-wise HDI rankings. 

Selection procedure for PHCCs, health posts and SHPs: 

¶ Step 1: Within each district the PHCCs, health posts and SHPs were listed separately and 

arranged in serpentine order commencing at a corner of the sampling frame (for example, the 

northwest). Systematic equal probability sampling was used, which gave the same chance of 

selection to every facility within the district. Each facility within the district was numbered 

following the serpentine order. 

¶ Step 2: The sample was selected based on the interval, I = N/n where N is the number of health 

facilities in the sampling frame of each district and n is the sample size. For example, four health 

posts were selected from among the ten health posts in Makawanpur district τ I = 10/4 = 2.5 @ 

3. A number between one and three was then selected randomly by lottery. If, for example, 2 

was selected, then facility number 2 was selected. 

¶ Step 3: The sample interval (3) was then added to the first randomly selected facility (2), i.e. 2 + 

3 = 5, meaning that health post 5 was the second selected health post. The third and last health 

post to be selected was 5 plus the interval (which is 3), i.e. 5 + 3 = 8, leading to health post 8 

being the third selected health post. Following this, the fourth and last selected health post 

would have been number 11; but given there are only 10 health posts in Makawanpur district, a 

systematic circular procedure indicated that the first health post on the list became the fourth 

selected health post. 
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¶ Steps 1 to 3 were repeated to select the other levels of facilities in the district and for the other 

twelve districts. 

Client selection τ Exit interviews were conducted with 820 outpatients and 197 women who had 

recently delivered or experienced complications post-delivery. The exit interviews were conducted 

with women who were discharged on the day of data collection. The interviewers aimed to interview 

all those who left the facility during the time they were conducting the exit interviews. 

2.2 QUESTIONNAIRE DESIGN 

Questionnaires developed in previous health facility-based surveys provided a basis for developing the 

data collection instruments for STS 2011. It was important to ensure that key variables captured in the 

earlier surveys were included in the revised instruments to ensure that progress with free care and the 

Aama Programme could be tracked. 

The following three tools were designed to be administered at health facilities to collect information 

for the 2011 survey:  

¶ a health facility questionnaire; 

¶ exit interviews with outpatients; and 

¶ exit interviews with women who had recently given birth at the facility or experienced maternal 

complications. 

In designing these tools the team referred to other tools to enable comparison, consulted national and 

international experts and held review meetings with the STS 2011 technical working committee. The 

draft tools were also reviewed by external development partners. 

Logical framework indicators τ The revised logical framework (2012) of NHSP 2 calls for an STS to be 

carried out each year to collect information on the following indicators: 

¶ Percentage of clients satisfied with their health care at hospitals, PHCCs, health posts and SHPs. 

¶ Percentage of health facilities with at least three females and at least two Dalit and Janajati 

members in health facility management committees (HFMCs) and hospital development 

committees (HDC). 

¶ Percentage of sanctioned posts that are filled - doctors at PHCCs. 

¶ Percentage of sanctioned posts that are filled - doctors at district hospitals. 

¶ Percentage of sanctioned posts that are filled ς nurses at PHCCs. 

¶ Percentage of sanctioned posts that are filled - nurses at district hospitals. 

¶ Percentage of hospitals that have at least 1 obstetrician-gynaecologist or a specialist general 

practitioner (MDGP), 5 SBA (skilled birth attendant) trained nurses and 1 anaesthetist or 

anaesthetist assistant. 

¶ Percentage of districts with at least one facility providing all comprehensive emergency 

obstetric and neonatal care (CEONC) signal functions 24/7. 

¶ Percentage of PHCCs that provide all basic emergency obstetric and neonatal care (BEONC) 

signal functions. 

¶ Percentage of health posts that are birthing centres providing deliveries 24/7. 

¶ Percentage of safe abortion sites with post-abortion long-acting family planning services. 
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¶ Percentage of health posts providing condoms, pills, injectables, IUCDs and implants. 

¶ Percentage of health facilities that have undertaken social audits as per Government of Nepal 

(GoN) guidelines in the last fiscal year. 

Tracking resources and activities τ The STS 2011 also tracked the financial and human resources of 

the health facilities (over Nepali fiscal year 2010/2011 [= mid-July 2010 to mid-July 2011]). The 

information collected was of the following four types: 

¶ Release of funds covering the date and amount for drugs, free care, transport incentives, free 

delivery, training, utilities and other categories. 

¶ Expenditure covering monthly spending by spending category/line item. 

¶ Staffing τ covering filled, deputed and contract (including HFMC and HDC) posts, by staff 

category (doctors, health assistants, nurses, auxiliary health workers (AHWs), maternal and 

child health workers (MCHWs), village health workers (VHWs) and laboratory assistants. 

¶ Receipt of free care (including medicine) and incentive payments. 

Service functionality τ Information was collected on the readiness of the facilities to provide priority 

services; infrastructure; basic and comprehensive emergency obstetric and neonatal care 

(BEONC)/CEONC availability and functionality; and the membership and functionality of health facility 

management committees (HFMCs). 

Translations τ Back-to-back translations of the questionnaires (EnglishςNepaliςEnglish) were done to 

ensure the quality of the Nepali and English versions prior to pre-testing. 

Pre-testing τ In mid-August 2011 the questionnaires were pre-tested in Kavre and Sindhupalchowk 

districts to validate and finalise the order of questions, and identify any necessary changes. The facility 

questionnaire was pre-tested at all four levels of health facilities. Two women who had recently 

delivered or had maternal complications and five outpatients were interviewed at each facility. Five 

officials from MoHP joined the research team for this exercise. The questionnaire was further modified 

during the training of field coordinators and enumerators by taking their feedback into consideration. 

2.3 SELECTION OF SUPERVISORS AND ENUMERATORS  

Supervisors τ One supervisor coordinated data collection in each district. The selection criteria for 

coordinators were: 

¶ experience in supervising research activities, preferably related to health systems; 

¶ experience in conducting facility-based surveys; 

¶ ƎƻƻŘ ƪƴƻǿƭŜŘƎŜ ƻŦ ǘƘŜ DƻǾŜǊƴƳŜƴǘ ƻŦ bŜǇŀƭΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳΤ 

¶ good writing skills in English and Nepali; 

¶ a paramedical background (health assistant, staff nurse) or bachelors degree in medicine, public 

health, nursing or social science; 

¶ familiarity with local cultural and political situation; and 

¶ ability to work as part of a team. 

The final criterion was identity, which was considered to achieve a gender, caste and ethnic balance. 

Enumerators τ Fifty-five enumerators were selected for carrying out the STS 2011, with a further 

three enumerators trained as reserves to prevent any interruption to the work. Prospective local 
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enumerators from each district were identified with support from regional health directorates, 

international non-governmental organisations (INGOs) and non-governmental organisations (NGOs) 

with a presence in the field in the selected districts.  

The criteria for the selection of enumerators were as follows: 

¶ preferably female; 

¶ local residents with familiarity of local language and geographical situation; 

¶ educated to least school leaving certificate level; 

¶ previous interview or survey experience, ideally related to the health sector; 

¶ basic knowledge and experience of the government health system; and 

¶ caste and ethnic balance. 

2.4 ORIENTATION AND TRAINING  

Supervisor orientation τ Prior to training, the 13 supervisors took part in a one-day orientation 

meeting, which provided an introduction to the questionnaire, fieldwork and code of conduct. 

Training τ The 65 enumerators and 13 supervisors attended a five-day training workshop in August 

2011. The training took place through presentations, role-plays, and group discussions. It covered 

survey objectives, approach, ethical issues, research instruments, monitoring and reporting, data 

quality assurance and logistical support. Participants were orientated on the three questionnaires with 

every question thoroughly discussed and misinterpretations clarified.  

2.5 IMPLEMENTATION  

Data collectionτ Enumerators were allocated to all 13 districts in sufficient numbers to ensure that 

the fieldwork could be completed within 30 days. Five enumerators were allocated to Makawanpur, 

Kapilbastu and Sindhupalchowk districts while four were assigned to all the other districts. Thirteen 

district supervisors were assigned. Data collection was undertaken between 12 September and 25 

October 2011.  

Support and supervision τ Monitoring and supervision visits were made by the supervisors soon after 

fieldwork started so that any problems could be identified and corrected early on. The research team 

planned to visit all 13 districts; but visits were not possible to the remote districts of Mugu and 

Solukhumbu. Frequent support was provided to all districts by phone. 

Quality assurance τ The completed questionnaires were checked by the monitoring team during and 

after data collection. Feedback was provided to survey teams during data collection. Supervisors 

checked all questionnaires before sending them to Kathmandu for data entry. 

2.6 DATABASE DESIGN, CODING, ENTRY AND CLEANING 

Database design τ Three databases were developed in CS Pro software τ one for each tool. The data 

entry software was developed to have the same appearance as the questionnaire to minimise data 

entry errors. The databases were pre-tested before data entry started, and any errors were fixed. 

Coding τ Open-ended responses were coded prior to data entry. Completed questionnaires were 

assigned unique ID codes.  
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Data entry τ The data entry officers received a one-day orientation. The completed questionnaires 

were entered into the CS Pro databases. Data entry personnel were hired from among supervisors with 

experience in data entry and processing. They were closely monitored by the database designer and 

back-up files were created each day to prevent data loss.  

Data cleaning τ Consistency checks and content cleaning were carried out. Outliers in continuous 

variables were checked. Entry errors were cross-checked against hard copies of the completed 

questionnaire. Variables were cross-tabulated to check consistency 

Data analysis τ Statistical analysis software Statistical Product and Service Solutions (SPSS) 16 has 

been used for data analysis. Frequency tables of all variables have been produced, along with cross 

tabulation with type of facilities for all the facility level information and key socio-demographic (such as 

caste/ethnicity, ecological zone, and level of facilities) for exit interview clients.  

 

Weighting 
Facility data: 

¶ In order to produce nationally representative results, when data from all facility levels are 

combined, it was necessary to calculate appropriate weights based on the sample design (Annex 

2.1). The weighting has eliminated any bias related to the different probabilities of selecting 

different levels of facility. Without weighting, the lower level facilities are under-represented, given 

the lower proportion selected, and the higher level facilities are over-represented, given the higher 

proportion selected. The data were post-stratified, so that the data from each level of facility were 

weighted in proportion to the number of facilities at each level of facility, at the national level, 

using data from the DoHS Annual Report 2009/10. However, with weighting the total figures are 

naturally more reflective of performance at the lower levels given the higher numbers. Given the 

large differences in expectations between different levels of facilities for many indicators, a more 

accurate picture of performance may be gained by looking at the data for the levels of facility 

individually, rather than the combined figure.  

¶ The data presented for each level of facility individually were unweighted, as the weight applied to 

each level is constant. It was not felt appropriate to give, for example, one PHCC more weighting 

than another PHCC just because it was selected from a larger sub-region and so had a lower 

probability of being sampled. There is no evidence of greater similarities between facilities within 

one sub-region compared to facilities from another, and indeed neighbouring facilities can often be 

in stark contrast to one another.   

¶ Different weights were applied to assess the functionality of CEONC facilities, BEONC facilities, 

birthing centres and Safe Abortion Services. These were calculated based on the distribution of the 

different levels of facilities within these categories at the national level (Annex 2.1).   
Client data: 

¶ As with the facility data, it was necessary to calculate appropriate weights for the client exit 

interview data based on the sample design, to produce nationally representative results. The 

weighting has eliminated any bias related to the different probabilities of selecting different levels 

of facility (Annex 2.1). 

¶ The client exit interview data were also weighted to eliminate any bias related to the different first 

stage probabilities of selecting one district in each sub-region. There are differences in the level of 

utilization at each facility level between sub-regions and, without weighting, the characteristics of 
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the larger sub-regions are under-represented and the characteristics of the smaller sub-regions are 

over-represented.  

¶ The data were post-stratified so that the data from each sub-region and level of facility are 

weighted in proportion to the expected utilization of health services, using data from the DoHS 

Annual Report 2009/10 for the outpatient exit interview and the Nepal Demographic Health Survey 

2011 (NDHS 2011) for the maternity exit interviews.  

¶ The weights for both the outpatients and maternity clients were trimmed: any weights greater 

than ten were allocated a weighting of ten, and any weights less than 0.1 were allocated a weight 

of 0.1 which resulted in ten maternity clients having their weight trimmed. 

¶ However in Tables 3.4 and 3.5 unweighted figures are given as our objective there is simply to 

describe the sample of clients achieved in terms of facility and district, not to make inference for 

clients across Nepal  
Significance tests and Interval estimation  

The sampling design involved the selection of only one PSU (district) within each sub-region (strata), 

and also involves post-stratification; such a design cannot be acknowledged precisely in the data 

analysis. However, we approximate this design as the selection of districts within strata defined by 

ecological zones (mountain, hill, and Terai). We acknowledged the weighting of the data, the 

approximate stratification, and the two-level clustering (districts as PSUs and facilities as Secondary 

Sampling Units (SSUs)) while computing statistical tests and confidence intervals, using the complex 

survey functions of SPSS. Statistical tests were performed for the client data to assess the differences 

in utilisation by ecological zone, caste/ethnicity and facility level. However, significance tests were not 

performed to assess differences by facility level when using the facility survey data due to the small 

number of hospitals sampled and the high sampling fractions of some facility levels, particularly 

hospitals. 

¶ We have used the complex survey adaptations of the chi-squared test for the categorical variables.   

¶ We have reported significance with a p-value of <0.05 (significant at the 5% level). 

¶ Confidence intervals were computed for the key variables in each chapter, including all NHSP-2 LF 

indicators. 

2.7 LIMITATIONS AND CHALLENGES 

The main limitations of the methodology of the STS 2011 were as follows: 

¶ The STS 2011 is a cross-sectional survey and hence only provides a snapshot of information at 

one point in time. 

¶ The findings are nationally representative, but the study was not designed to produce sub-

regional or district estimates of the research questions. 

¶ Some of the questions relied on the perspective of clients and so their answers may be biased 

by subjective interpretations. 

¶ Some of the sample sizes, especially when disaggregating the results by caste/ethnicity and 

topographical zone are small, and hence further research may be needed to confirm these 

observations. 

¶ Only descriptive findings and associations have been reported, and no causal relationships have 

been deduced between data. 

The main challenges faced in carrying out the survey were as follows: 
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¶ Field researchers were unable to meet all representatives from facilities as planned. 

¶ Some health workers were uncooperative. 

¶ Poor quality record keeping at many health facilities, including inconsistent approaches to 

record keeping, facility records kept in locked cupboards with key-holders absent and the 

incomplete recording of information and missing pages in record books. 
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3 BACKGROUND CHARACTERISTICS 

3.1 INTRODUCTION 

This chapter presents the characteristics of the facilities surveyed and clients interviewed. It should be 

noted that the characteristics of those interviewed may not be representative of all clients who use the 

selected facilities. Infrastructure data is presented at the facility level. Client information is broken 

down by type of facility, place of residence, demographic characteristics (sex, age, caste/ethnic group, 

religion and education) and services accessed. 

3.2 FACILITIES 

The Service Tracking Survey 2011 (STS 2011) covered 169 public health facilities: 16 hospitals, 28 

primary health care centres (PHCCs), 45 health posts and 80 sub-health posts (SHPs). The 16 hospitals 

comprised 1 central level, 1 regional, 2 zonal and 12 district hospitals. (Note the cabinet level decision 

to upgrade Hetauda hospital to regional level status [50 beds] was taken just prior to STS 2011 data 

collection and upgrading was in process at the time of STS 2011 data collection). 

Ownership of health facility buildings τ Table 3.1 shows the ownership status of the health facility 

buildings.  All hospitals surveyed and a high proportion of PHCCs (89%) and health posts (93%) were 

self-owned. However, less than two-thirds of SHPs (64%) were self-owned.  

Table 3.1: Ownership of health facility buildings by level of facility 

 Hospital 

(%) 

PHCC 

(%) 

Health post 

(%) 

SHP 

(%) 

1. Ownership of building     

Own building 100 89.3 93.3 63.8 

VDC/public building 0.0 3.6 4.4 20.0 

Leased/rented 0.0 7.1 2.2 16.3 

n (total facilities) 16 28 45 80 

2. Length of time rented or leased     

1-5 years 0.0 100 100 69.3 

> 5 years 0.0 0.0 0.0 30.8 

n (total facilities) 0 2 1 13 

3. Built by:     

Local authority 6.3 15.4 25.0 73.1 

MoHP 68.8 69.2 40.9 10.4 

INGO/NGO 31.3 19.2 34.1 22.4 

Individual 0.0 0.0 2.3 1.5 

n (total facilities) 16 26 44 67 

Source: STS facility questionnaire 

¶ Perceived need for additional construction τ The following findings on the need for additional 

construction should be interpreted with caution as they are the perspective of health facility 

staff and are not derived from a systematic comparable assessment measuring the current 
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situation against government guidelines. Staff at almost all hospitals (94%) reported the need 

for additional construction and staff from nearly three-quarters of hospitals (73%) and PHCCs 

(71%) reported the need for additional construction of staff quarters (Table 3.2). Likewise, over 

half of all staff reported the need for a birthing facility with the need greatest at the lower level 

facilities τ at 61% of SHPs and 56% of health posts.  

¶ Separate delivery room τ The likelihood of having a separate delivery room decreased by level 

of facility with 89% of PHCCs having a separate room for this purpose compared to 69% of 

health posts and only 14% of SHPs. 

Table 3.2: Additional construction required and availability of separate delivery rooms 

 Hospital 

(%) 

PHCC  

(%) 

HP  

(%) 

SHP  

(%) 

1. Additional construction required 93.8 80.8 81.8 83.6 

2. Areas in need of additional construction     

Staff quarters 73.3 71.4 58.3 44.6 

Birthing unit 40.0 47.6 55.6 60.7 

Admin. and finance section 20.0 33.3 47.2 28.6 

Outpatient area 46.7 23.8 19.4 37.5 

Inpatient ward 73.3 28.6 8.3 7.1 

3. Have separate delivery room 100 89.3 68.9 13.8 

n (total facilities) 16 28 45 80 

Source: STS facility questionnaire 

Table 3.3: Availability of permanent and overnight accommodation by level of facility 

 Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

Permanent accommodation for institution head 100 50.0 35.6 8.8 

Permanent accommodation for nurses 93.8 46.4 26.7 5.0 

Overnight accommodation for health workers 56.3 35.7 35.6 5.0 

Overnight accommodation for nurses 43.8 14.3 8.9 3.8 

No accommodation for staff 0.0  35.7 46.7 85.0 

n (total facilities) 16 28 45 80 

Source: STS facility questionnaire 

¶ Staff accommodation τ All hospitals had permanent accommodation for the head of the 

institution (100%) and most (94%) had permanent accommodation for the nursing staff (Table 

3.3). However, the provision of overnight accommodation was less common, with over half 

having this for health workers (56%) and less than half for nurses (44%). Permanent and 

overnight accommodation was less common at lower-level facilities τjust 46% of PHCCs had 

permanent accommodation for nurses and 14% had overnight accommodation for nurses. 
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3.3 CLIENT CHARACTERISTICS 

A total of 1,017 exit interviews were conducted τ 820 (81%) with outpatients and 197 (19%) with 

maternity clients. Data are presented separately for maternity clients and outpatients, given that the 

services they are accessing differ greatly. When describing the client sample in terms of facility type 

and district unweighted percentages are presented, but otherwise to make inference for clients across 

Nepal data are weighted to give nationally representative figures (see Section 2.6). 

Facility type τ Hospitals represented only a small proportion of the facilities surveyed, but their higher 

caseloads resulted in most maternity exit interviews being with hospital clients (91%) (Table 3.4). 

However,  40% of outpatient exit interviews were conducted with hospital clients. Most of the hospital 

exit interviews were conducted at district hospitals (50% of maternity interviews and 25% of outpatient 

interviews). More than one quarter (30%) of outpatient interviews were conducted at PHCCs, followed 

by 16% at SHPs and 15% at health posts. Of the maternity interviews, 8% were at PHCCs, 1% at health 

posts and SHPs. 

Table 3.4: Exit interviews by type of facility 

 

Maternity 

(%) 

Outpatients 

(%) 

All 

(%) 

1. Hospital 90.9 40.0 33.3 

Central  11.2 3.5 3.3 

Regional  9.6 4.4 3.6 

Zonal  19.8 7.1 6.4 

District  50.3 25.0 19.9 

2. PHCC 7.6 29.8 17.0 

3. Health post 1.0 14.8 8.1 

4. Sub-health post 0.5 15.5 8.4 

n (total clients interviewed) 197 820 1,017 

Source: STS maternity and outpatient exit interviews 

Note: Percentages presented in the table are unweighted 

 

Districts τ Most exit interviews were conducted in the four districts with the largest populations τ 

Mahottari, Sunsari, Makawanpur, and Syangja, which together accounted for 51% of outpatient exit 

interviews and 53% of maternity interviews (Table 3.5). The proportion of interviews conducted for 

outpatients and maternity cases were similar in each district. Few interviews were conducted in Mugu 

owing to the small caseload there. 

Place of residence τ The maternity clients (14%) were more likely than the outpatients (1.5%) to use a 

facility located in a different district from the one in which they normally reside (Table 3.6), suggesting 

that maternity clients may be willing to, or need to, travel further than outpatients. For maternity 

clients, 82% of PHCC clients interviewed came from the same district, while hospital clients were more 

likely to come from a different district (14%). For outpatients, the pattern was similar with all health 

post and SHP clients, and 98% of PHCC clients interviewed coming from the same district, and 9% of 

hospital clients coming from a different district. The districts with the most non-resident clients were 

Sunsari, Banke and Kailali. Sunsari had clients from a wide range of places: Dhankuta, Morang, Saptari, 

Bhojpur, Jhapa, Khotang, Saptari, Siraha and India. The non-resident Banke clients came largely from 
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the adjoining district of Bardiya, and non-resident clients in Kailali came largely from the adjoining 

district of Kanchanpur. It is not surprising that these districts had the highest proportion of clients 

coming from outside their districts given that these districts contain the central and zonal hospitals. 

Table 3.5: Number of exit interviews conducted in each district  

 
Maternity 

(%) 

Outpatients 

(%) 

All 

(%) 

Mahottari 15.2 14.6 14.7 

Sunsari 15.7 14.6 14.8 

Makwanpur 11.7 11.7 11.7 

Syangja 10.2 10.0 10.0 

Kapilvastu 10.2 9.4 9.5 

Kailali 9.6 9.0 9.1 

Banke 7.1 7.2 7.2 

Panchthar 8.1 7.2 7.4 

Jajarkot 1.0 5.1 4.3 

Mugu 5.6 4.8 4.9 

Baitadi 3.0 3.0 3.0 

Sindhupalchowk 2.0 2.4 2.4 

Solukhumbu 0.5 0.9 0.8 

n (total clients) 197 820 1,017 

Source: STS maternity and outpatient exit interviews 

Note: Percentages presented in the table are unweighted 

Table 3.6: /ƭƛŜƴǘǎΩ ǇƭŀŎŜ ƻŦ ǊŜǎƛŘŜƴŎŜΥ ǎŀƳŜ ƻǊ ŘƛŦŦŜǊŜƴǘ ŘƛǎǘǊƛŎǘ 

 
Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

Total 

(%) 

1. Outpatients      

Same district 91.3 97.8 100 100 98.5 

Different district 8.7 2.2 0.0   0.0 1.5 

n (total clients) 328 244 121 127 820 

2. Maternity      

Same district 86.4 81.8 100 100 86.1 

Different district 13.6 18.2 0.0   0.0 13.9 

n (total clients) 179 15 2 1 197 

Source: STS maternity and outpatient exit interviews 

Urban/rural τ Across Nepal 83% of the population resides in rural areas (i.e. village development 

committees [VDCs]) (GoN census 2011). To assess whether surveyed clients came from urban or rural 

areas, they were asked whether they resided in a municipality or a VDC area. Of the clients interviewed 

94% of outpatients resided in rural areas, slightly higher than the national distribution, along with 70% 

of maternity clients (Table 3.7). There were very few urban clients in facilities below hospital level, and 
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97% of PHCC outpatients coming from rural areas. At the hospital level 68% of maternity clients and 

57% of outpatients were rural. 

Table 3.7: /ƭƛŜƴǘǎΩ ǇƭŀŎŜ ƻŦ ǊŜǎƛŘŜƴŎŜΥ ǳǊōŀƴ ƻǊ ǊǳǊŀƭ 

 
Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

All 

(%) 

1. Maternity      

Rural 68.0 100 100 100 70.3 

Urban 30.1 0.0 0.0 0.0 27.9 

India 2.0 0.0 0.0 0.0 1.8 

n (total clients) 179 15 2 1 197 

2. Outpatients      

Rural 57.4 96.7 100 100 93.5 

Urban 41.7 3.3 0.0 0.0 6.4 

India 0.9 0.0 0.0 0.0 0.1 

n (total clients) 328 244 121 127 820 

Source: STS maternity and outpatient exit interviews 

Demographic characteristics τ As already stated, the characteristics of clients interviewed may not be 

representative of all clients using the facilities. The characteristics of the clients interviewed were as 

follows (see Table 3.8): 

¶ Sex: 67% of outpatient clients were female and 33% male. 

¶ Age: The maternity clients tended to be younger than the outpatient clients with 97% of 

maternity clients being under 30 years of age compared to 47% of outpatient clients. Maternity 

clients ranged from 16 to 39 years old, with a mean age of 23 years. Male outpatients were 

aged between 1 and 85 years with a mean of 37 years while female outpatients were between 

1 and 83 years old with a mean of 33 years. (Note that the guardians of child clients were 

interviewed.) More than one fifth of maternity clients were under nineteen years old, 3% were 

in their thirties and none were over 40 years. In contrast, 35% of outpatients were over 40 

years. Nationally, the NDHS 2011 found that 20% of mothers were under 20 years old, 73% 

were between the ages of 20 and 34 years and 7% were older than 35 years. 

¶ Marital status: All but one of the maternity clients were married (the exception was a widowed 

woman), compared to 83% of outpatients. Twelve per cent of outpatients were single, 5% 

widowed and 0.5% were separated. 

¶ Caste and ethnic group: Thirty per cent of outpatients and 31% of maternity clients were from 

the Brahmin and Chhetri castes. Many maternity clients (69%) and outpatients (70%) belong to 

castes and ethnic groups that are prioritised for social inclusion initiatives. NHSP 2 classifies 

Dalits, Adibasi-Janajati (Newar and Janajati), Madhesi other castes and Muslims as excluded 

caste and ethnic groups. Note that the study followed the caste, ethnic and other population 

group categorisation as given by Bennett et al. (2008). This has the groups of Brahman/Chhetri, 

Terai/Madhesi other castes2, Dalits, Newars, Janajatis (ethnic groups excluding Newars), 

Muslims and other (see Annex 3.1). 

                                                           
2
 bƻǘŜ ǘƘŀǘ Ψ¢ŀǊŀƛκaŀŘƘŜǎƛ ƻǘƘŜǊ ŎŀǎǘŜǎΩ ŀǊŜ ŀƭǎƻ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨhǘƘŜǊ .ŀŎƪǿŀǊŘ /ƭŀǎǎŜǎΩ όh./ǎύΦ 
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Table 3.8: Demographic characteristics of surveyed clients 

 

Background characteristics 

Maternity  

(%) 

Outpatients 

(%) 

All 

(%) 

1. Sex      

Female 100 66.9 72.6 

Male - 33.1 27.4 

2. Age (years)       

<20 21.7 12.7 14.2 

20-24 46.9 18.0 23.0 

25-29 28.1 16.3 18.3 

30-34 2.7 9.6 8.4 

35-39 0.7 8.8 7.4 

40+ 0 34.7 28.8 

Don't know  0 0 0.0 

3. Marital status       

Married 100 82.5 85.5 

Widowed 0.0 5.0 4.1 

Separated 0.0 0.5 0.4 

Single 0.0 12.0 9.9 

4. Caste-ethnic group       

Brahmin and Chhetri 30.8 29.8 30.0 

Janajati 26.2 30.7 29.9 

Terai-Madhesi other castes 22.0 16.7 17.6 

Dalits 8.3 15.6 14.3 

Muslim 8.4 4.4 5.1 

Newar 4.1 2.8 3.0 

Other 0.2 0.1 0.1 

5. Education       

No schooling ς illiterate 24.9 50.1 45.8 

No schooling ς literate 4.1 10.9 9.7 

Grade 1-5 14.7 10.6 11.3 

Grade 6-9 27.4 14.6 16.8 

SLC 14.7 10.4 11.1 

Proficiency certificate 5.1 1.9 2.5 

Bachelor degree or above 9.1 1.6 2.9 

6. Religion        

Hindu 86.1 80.4 81.4 

Buddhist 2.9 9.4 8.3 

Muslim 8.3 5.3 5.8 

Christian 0.9 2.3 2.1 

Kirat 1.8 2.6 2.5 

n (total clients) 197 820 1,017 
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Source: STS maternity and outpatient exit interviews 

¶ Education τ In general, the maternity clients were more educated than the outpatients, and the 

outpatients were more likely to be illiterate (50% compared to 25%). This is largely a reflection of 

the differences in the age structure with maternity clients tending to be younger than outpatients 

and hence more likely to have a higher level of education. More than half of maternity clients 

(56%) had completed up to grade 6-9 at school, and 29% had completed their school leaving 

certificate (SLC) or higher (grade 10+). For outpatients, 29% had completed grade 6-9, and 14% 

their SLC or higher. 

¶ Religion τ Most clients were Hindu (86% of maternity clients and 80% of outpatients). There was a 

higher proportion of Buddhist clients using outpatient services than maternity services (3% 

compared to 9%). 

Services accessed τ The study found that (Table 3.9): 

¶ over four-fifths of exit interviewees were outpatients and the remaining 19% were maternity 

clients, reflecting the higher caseload of outpatients at the facilities; and 

¶ most outpatients interviewed attended for general curative services (85%), followed by acute 

respiratory infections (10%) and diarrhoea (10%). 

¶ Note that obstetric clients were interviewed using the outpatient tool if it had been more than 

42 days since their delivery.  

Table 3.9: Purpose of visits to health facilities 

Purpose of visit % 

General Curative Services 85.4 

Diarrhoea 10.2 

ARI 10.1 

Antenatal Care 5.2 

Family Planning 4.9 

Immunization 3.8 

Postnatal Care - infant 2.9 

Lab test and x-ray 1.8 

Postnatal Care - mother 1.5 

Delivery care 1.1 

TB 0.6 

Gynaecological problem 0.5 

Other 0.5 

n (total clients) 820 

Source: STS maternity and outpatient exit interviews 

Maternity services τ Most of the maternity clients interviewed had delivered at the facility (96%), 

with 12% having arrived before labour started, 76% during the first 24 hours of labour and 8% after 24 

hours of labour (Table 3.10). The reasons for attending before going into labour included breech 

pregnancies and eclampsia.  
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Table 3.10: Stage of childbirth when maternity clients arrived at facilities 

Stage % 

Before labour 12.2 

During first 24 hours of labour 75.7 

After 24 hours of labour 8.4 

Postpartum  3.7 

n (total clients) 197 

Source: STS maternity exit interviews 

Childbirth complications τ Nearly one third (27%) of the surveyed maternity clients reported that 

they had experienced a complication prior to arriving at the facility (Table 3.11). This reflects the 

2008/09 maternal mortality and morbidity (MMM) study findings, which showed that those 

experiencing complications were more likely to go to a facility for delivery (Pradhan et al. 2010). The 

most common complication experienced prior to arrival was prolonged or obstructed labour (51%), 

followed by antepartum haemorrhage (26%). 

Table 3.11: Experience of complications by maternity clients prior to arrival  

Experience of complications % 

1. Had complication prior to arrival at facility 27.2 

n (total clients) 197 

2. Complications  

Prolonged/obstructed labour 51.2 

Antepartum haemorrhage 25.5 

Vaginal bleeding during pregnancy 14.3 

Retained placenta 6.3 

High blood pressure 5.1 

Postpartum haemorrhage 3.8 

Intrapartum haemorrhage 3.5 

Puerperal sepsis/infection 1.3 

Eclampsia/pre-eclampsia 0.5 

Missing 0.6 

n (total clients) 45 

Source: STS maternity exit interviews 

Mode of delivery τ Among the maternity clients interviewed, 92% were seen as inpatients and 8% as 

outpatients. Of those who were seen as outpatients, most had arrived within the first 24 hours of 

labour (81%). For those who delivered at the facility, most had a normal delivery (96%), with 3% having 

an assisted delivery and 0.7% a caesarean section (note that the mode of delivery findings reflect those 

who were interviewed and are not necessarily reflective of the population) (Table 3.12). The main 

reasons for having an assisted or caesarean delivery were prolonged labour (66%) and foetal distress 

(42%).  
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Table 3.12: Mode of delivery, for those who delivered in an STS 2011 facility  

Mode of delivery for those who delivered in an STS 2011 facility % 

1. Mode of delivery  

Normal 96.1 

Vacuum aspiration/forceps delivery 3.2 

Caesarean section 0.7 

n (total clients) 189 

2. Reason for assisted/caesarean delivery   

Prolonged labour 65.5 

Foetal distress 41.6 

Multiple pregnancy 3.3 

Client requested caesarean section  6.6 

n (total clients) 10 

Source: STS maternity exit interviews 

Time of delivery τ The deliveries of those interviewed were not evenly distributed throughout the day 

with 40% occurring between 9am and 3pm τ the timing most convenient to service providers (Table 

3.13). 

Table 3.13: Time of delivery of women who delivered in the facilities 

Time period % 

09:00-14:59 hrs 40.3 

15:00-20:59 hrs 15.8 

21:00-02:59 hrs 14.9 

03:00-08:59 hrs 29.0 

n (total clients) 189 

Source: STS maternity exit interviews  

 



21 

 

4 FREE CARE 

4.1 INTRODUCTION 

The interim Constitution of Nepal, 2007 (the current constitution) considers the right to health as a 

ŦǳƴŘŀƳŜƴǘŀƭ ǊƛƎƘǘ ƻŦ ǘƘŜ ǇŜƻǇƭŜ ƻŦ bŜǇŀƭ ŀƴŘ ƎǳƛŘŜǎ ǘƘŜ ǎǘŀǘŜΩǎ ŀŎǘƛƻƴǎΦ ¢ƘŜ DƻǾŜǊƴƳŜƴǘ ƻŦ bŜǇŀƭ 

introduced free health care in several stages: 

¶ Since 2006, emergency and inpatient services have been provided free of charge to poor 

people, people living with disabilities, senior citizens and female community health volunteers 

(FCHVs) in district hospitals (of up to 25 beds) and primary health care centres (PHCCs) (as per 

government decision of 15 December 2006).  

¶ Since January 2008, the provision of free care services has been expanded to all citizens at sub-

health post (SHP) and health post level (as per decision of 8 October 2007).  

¶ Since January 2009, all services at district hospitals (of up to 25 beds) have been provided free 

of charge for the targeted population groups of poorer people, poor/destitute/helpless people, 

people living with disabilities, senior citizens and FCHVs. 

¶ Also since January 2009, essential drugs have been made available free of charge to all citizens 

(see list of drugs in Annex 4.1) and delivery care (childbirth) services have been provided free of 

care (see survey findings on the latter in Chapter 5).  

Therefore, according to government policy, primary outpatient care3 consultations, essential drugs, 

and institutional deliveries in all public and some private facilities should be provided free of charge to 

all citizens, while targeted population groups also benefit from free secondary care. 

This chapter presents the findings of the Service Tracking Survey, 2011 (STS 2011) on the situation of 

free health care in 169 public sector health facilities. Data are presented from the STS facility 

questionnaire and exit interviews conducted with outpatients (N=820). The STS data collection also 

reviewed Health Management Information System (HMIS) record forms. Analysis by type of facility, 

topological zone and ethnicity is given where relevant.  

4.2 RESULTS 

Box 4.1: Key STS indicators for free care 

Indicators 2011 results 

(%) 

95%CI 

% of outpatients aware of free care 92.1 83.1-96.6 

% of Dalit and Janajati outpatients aware of free care  80.6 50.3-94.3 

% of outpatients from mountain districts aware of free  care 82.6 41.1-96.9 

% of outpatients who paid for care under the free care policy 11.3 6.2-19.7 

% of Dalit and Janajati outpatients who paid for care under the free care policy 5.5 2.4-12.4 

 

                                                           
3
 Lƴ ǘƘŜ ǊŜƳŀƛƴŘŜǊ ƻŦ ǘƘƛǎ ŎƘŀǇǘŜǊ ΨƻǳǘǇŀǘƛŜƴǘ ŎŀǊŜΩ ǊŜŦŜǊǎ ǘƻ ǇǊƛƳŀǊȅ ƻǳǘǇŀǘƛŜƴǘ ŎŀǊŜΣ ǳƴƭŜǎǎ ǎǘŀǘŜŘ ƻǘƘŜǊǿƛǎŜΦ 
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4.2.1 Awareness 

Under the free care policy district hospitals, PHCCs, health posts and SHPs should all provide outpatient 

care and essential drugs free of charge. Three of the 169 health facilities are referral hospitals (BP 

Koirala Institute of Health Sciences, Bheri Zonal Hospital and Seti Zonal Hospital) and were excluded 

from the outpatient exit interviews as they are not included in the free care policy. 

The STS 2011 found that 92% of outpatients were aware that services should be provided free of 

charge. Brahmins and Chhetris (98%) were most aware of free essential health care with the Dalits the 

least aware (77%) (Table 4.1). This difference is statistically significant (p=0.004). There was no 

significant difference in awareness of the entitlement to free care by topographical zone (Table 4.2). 

Most clients had learned about free care from their friends and neighbours (58%), followed by family 

members and relatives (41%) and FCHVs (28%) (Table 4.1). There is little difference by caste/ethnicity, 

with friends/neighbours being the main source of information on free care for all groups.  

Table 4.1: Awareness of free care and source of information by caste/ethnicity 

 

Brahmin/ 

Chhetri 

(%) 

Terai/ Madhesi 

other castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

Total 

(%) 

P 

1. Aware of entitlement to free care 97.8 91.5 77.2 95.5 94.6 90.6 92.1 0.004 

n (total clients) 234 133 105 18 196 47 733 

2. Source of information:         

Friends/ neighbours 57.8 43.6 47.4 76.3 69.3 42.6 57.7  

Family member/ relative 39.8 37.5 58.6 19.9 37.7 41.3 40.8  

FCHV 20.1 40.8 35.2 58.2 18.3 68.0 28.1  

Facility staff 28.1 25.5 21.8 24.3 21.5 5.1 23.7  

Radio 28.9 17.7 9.6 20.5 28.6 9.4 23.3  

Health providers 17.2 22.1 17.4 7.9 20.1 11.0 18.5  

Posters/ pamphlets 4.0 7.5 7.0 0.0 5.3 0.0 5.1  

Television 4.0 7.4 0.5 0.0 3.5 13.3 4.2  

Teachers 0.5 0.0 4.6 0.0 0.2 0.0 0.8  

n (total clients) 219 106 96 16 180 40 657  

Source: STS outpatient exit interviews 
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Table 4.2: Awareness of free care and source of information by topographical zone 

Sources  

Mountain  

(%) 

Hill  

(%) 

Terai 

(%) 

Total 

(%) 

P 

1. Aware of entitlement to free care 82.6 96.7 89.4 92.2 0.208 

n (total clients) 86 247 400 733 

2. Source of information:      

Friends/ neighbours 62.1 62.0 51.7 57.7  

Family member/ relative 29.2 36.5 47.7 40.8  

FCHV 22.7 25.8 31.7 28.1  

Facility staff 8.2 24.6 25.5 23.7  

Radio 33.4 30.9 12.6 23.3  

Health providers 35.3 15.6 18.5 18.5  

Posters/ pamphlets 2.6 4.8 6.0 5.1  

Television 1.8 2.4 6.7 4.2  

Teachers 1.6 0.3 1.3 0.8  

n (total clients) 78 230 349 657  

Source: STS outpatient exit interviews 

4.2.2 Client reporting of payment 

Although care should have been free and most clients were aware of this (Table 4.1), one in ten (11%) 

had paid for their services (Table 4.3). There are some variations by caste/ethnicity, p=0.02, with 

Muslims (3%) being the least likely to pay for services, and Brahmin/Chhetris the most likely to (16%). 

There was no significant difference in client reporting of payment for services by topographical zone 

(Table 4.4). Of those clients who paid for services by giving a tip to health personnel, few did so 

voluntary, with no statistically significant difference by caste/ethnicity (Table 4.3) or topographical 

zone (Table 4.4). 

Table 4.3: Payment for free care by caste and ethnic group 

 

Brahmin/ 

Chhetri 

(%) 

Terai/ Madhesi 

other castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

Total 

(%) 

P 

1. Paid for services that 
should be free 

16.4 7.6 4.9 9.5 13.0 3.1 11.3 

0.021 

n (total clients) 234 133 105 18 196 47 733 

2. Told to pay tip to 
health service provider 

100 100 100 100 97.2 100 99.0 

0.853 3. Voluntarily paid tip to 
service provider 

0.0 0.0 0.0 0.0 2.8 0.0 1.0 

n (total clients) 87 45 24 4 57 13 230 

Source: STS outpatient exit interviews 
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Table 4.4: Payment for free care by topological zone  

Information on free care  

Mountain  

(%) 

Hill  

(%) 

Terai 

(%) 

Total 

(%) 

P 

Paid for services that should be free 29.0 13.0 5.9 11.3 
0.242 

n (total clients) 86 247 400 733 

Told to pay a tip to health service provider 100 98.4 100 99.0 

0.717 Voluntarily paid tip to health service provider 0.0 1.6 0.0 1.0 

n (total clients) 41 82 107 230 

Source: STS outpatient exit interviews 

Reasons for payment 
 

Overall, more than three quarters of clients (78%) who had paid for services reported that payment 

had been a condition for receiving the service (Table 4.5). The second and third most common reason 

given by clients had been that the drugs given were not on the essential drug list (i.e. provided free of 

charge) (25%) and that the facility had run out of essential/free drugs (8%). 

Table 4.5: Reasons for payment, by caste/ethnicity 

 

Brahmin/ 

Chhetri 

(%) 

Terai/ Madhesi 

other castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

Total 

(%) 

Would not get treatment 
unless paid 

87.4 92.3 80.3 76.4 63.6 66.9 
78.2 

Medicine not in free drugs 
list 

14.8 15.9 25.7 0.0 44.7 0.0 
25.3 

No free drugs in stock 8.9 4.4 2.3 23.6 9.9 0.0 8.0 

Facility short of money 0.0 4.4 7.0 0.0 11.7 18.0 5.7 

Free services not available 
at facility 

4.7 15.9 8.0 0.0 0.2 15.1 
4.6 

Not entitled to free 
services 

2.0 1.1 5.0 0.0 1.0 36.0 
2.3 

n (total clients) 82 45 20 3 57 12 219 

Source: STS outpatient exit interviews 

The reason given for having to pay for care was more or less similar in different topological zones. The 

most commonly reported reason in every region was that the client would not get treatment unless 

they paid (67% of Mountain, 82% of Hill and Terai) (Table 4.6). 
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Table 4.6: Reasons for payment, by topological zone 

Reason for paying  

Mountain 

(%) 

Hill 

(%) 

Terai 

(%) 

Total 

(%) 

Would not get treatment unless paid 66.8 81.6 82.3 78.2 

Medicine not in free drugs list 34.1 25.8 17.6 25.3 

No free drugs in stock 11.2 6.4 10.5 8.0 

Facility short of money 18.0 0.0 5.7 5.7 

Free services not available at facility 2.1 2.3 12.6 4.6 

Not entitled to free services 4.1 0.5 4.4 2.3 

n (total clients) 41 73 105 219 

Source: STS outpatient exit interviews 

4.2.3 Facility reporting of provision of free care 

The number of clients receiving free health services has markedly increased over time for all levels of 

facility (Figure 4.1). The rate of increase, however, differs greatly by facility type. For health posts and 

SHPs there has been a small increase for each year since 2008/09. For PHCCs and hospitals4, following 

a small increase between 2008/09 and 2009/10 there was a large increase between 2009/10, 

especially for the district hospitals, with a 160% increase over three years (Figure 4.1). The lowest 

increase was at health post level (a 14% increase). 

Figure 4.1: Clients receiving free services by level of facility (average per facility type) (for fiscal 

years 2008/09 to 2010/11) 

 
Source: STS facility questionnaire  

The rate of increase in the number of clients receiving free care by topographical zone has been 

uneven (Figure 4.2). In the Terai districts the number of clients receiving free care saw a large increase 

                                                           
4
  Includes Hetauda hospital but not other higher level hospitals 
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from 2008/09 to 2010/11, whereas the hill districts saw a modest increase over this period while the 

mountain districts saw a modest increase between 2008/09 and 2009/10 but a decrease between 

2009/10 and 2010/11. 

Figure 4.2: Clients receiving free services by level of facility (average per topographical zone) (for 

FYs 2008/09 to 2010-11) 

 

Source: STS facility questionnaire  

4.2.4 Drugs under the free care policy 

¢ƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ŦǊŜŜ ƘŜŀƭǘƘ ŎŀǊŜ ǇƻƭƛŎȅ ƛƴŎƭǳŘŜǎ ŀ ƭƛǎǘ ƻŦ ŜǎǎŜƴǘƛŀƭ ŘǊǳƎǎ ǘƘŀǘ ŜŀŎƘ ǘȅǇŜ ƻŦ ŦŀŎƛƭƛǘȅ 

should provide free of charge to clients. Hospitals should provide 40 types of drugs free of charge, 

PHCCs, health posts 35 and SHPs 25. Annex 4.1 shows the list of essential drugs while Chapter 9 reports 

the detailed survey findings on drug supply. 

4.3 KEY FINDINGS 

Awareness 

¶ Ninety two percent of outpatients at district hospitals, PHCCs, health posts and SHPs were 

aware that health care should be free. 

¶ Brahmins and Chhetris (98%) were most likely to be aware of free health care and Dalits (77%) 

least likely. 

¶ Most clients learned about free care through their friends and neighbours (56%), family 

members and relatives (41%) and female community health volunteers (28%). 

Client reporting of payment 

¶ Although care should have been free, and most clients knew it, one in ten clients (11%) had paid 

for health care.  
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¶ By far the most common reason why clients had paid for health care that should have been free 

was that payment was said to have been a precondition for receiving the services with more than 

three-quarters of clients (78%) giving this as a reason. The second and third most common reasons 

were that the required drugs were not on the list of essential/free drugs (25%) and that the facility 

had run out of essential/free drugs (8%). 

Facility reporting of the provision of free care 

¶ Data from HMIS shows that the number of clients receiving free essential health care services 

has markedly increased over the past three years for all levels of facility. 

¶ The rate of increase differs by the level of facility with the largest increases at hospitals and 

PHCCs.  

¶ There was an uneven rate of increase by topological zone. The number of clients receiving free 

care saw a large increase over the three fiscal years 2008/09ς2010/11 in the Terai districts, while 

the increase was modest in the hill districts and there was a reduction between 2009/10 and 

2010/11 in the mountain districts. 

¶ The SHPs, health posts and PHCCs reported providing free care to most of their clients, thus 

suggesting that the free care policy is being correctly implemented.  
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5 AAMA PROGRAMME  

5.1 INTRODUCTION 

One of the main objectives of the Aama Programme is to reduce the financial barriers households face 

in accessing delivery care and thereby improve maternal and child health outcomes. Through the 

programme all women delivering in health facilities that are implementing the Aama Programme (both 

public and non-public), receive free delivery care and a transport incentive. Cash incentives were 

initiated in July 2005 under the Safe Delivery Incentive Programme (SDIP) with NPR 1,000 paid to 

women residing in the mountain and hill districts that ranked the lowest on the human development 

index (HDI). Free institutional delivery care was subsequently launched in January 2009, and a separate 

programme for antenatal care (providing incentives for women who attend four antenatal care 

checkups) began in 2009 funded from pooled donor contributions. 

The Aama Programme provides the following: 

¶ Transport incentives ς all women who deliver in a facility implementing the Aama Programme 

receive a cash payment after delivery. The amount received varies by topographical zone, with 

women residing in mountain districts receiving NPR 1,500, women in hill districts NPR 1,000 and 

women in Terai districts NPR 500. 

¶ Free delivery care τ all women who deliver in a facility implementing the Aama Programme 

are entitled to free delivery, irrespective of the mode of delivery. A payment is made to health 

facilities for providing free care. For a normal delivery, health facilities with less than 25 beds 

receive NPR 1,000 and facilities with 25 beds or more receive NPR 1,500. For complicated 

deliveries health facilities receive NPR 3,000 and for caesarean sections NPR 7,000. These 

payments are designed to cover all required drugs, medical supplies and instruments and an 

incentive to health workers of NPR 300. 

¶ Incentives to health workers for home deliveries ς An incentive payment of NPR 300 used to 

be paid to health workers who attended home deliveries to encourage deliveries by skilled birth 

attendants. This incentive is being phased out to promote institutional delivery and has been 

reduced to NPR 200 per delivery. 

Previous studies (Powell-Jackson et al. 2010; SSMP and CREHPA 2010) have highlighted the following 

challenges associated with the Aama Programme: substantial increases in demand for delivery care 

may affect the quality of care; the need for continuously strengthening financial management systems 

at all programme levels; the need to monitor the rate of caesarean sections to avoid supply-side 

induced demand; and the need to strengthen referral systems. 

This chapter reports the findings of the Service Tracking Survey 2011 (STS 2011) on the implementation 

of the Aama Programme. Information was gathered from the facility-based questionnaire for 94 of the 

169 facilities that were implementing the Aama Programme, with public health nurses and family 

planning assistants as respondents. The Health Management Information System (HMIS) recording 

forms of the facilities were also accessed as a source of information for the facility questionnaire. Exit 

interviews were administered to 197 women who had recently delivered or had experienced 

complications in facilities implementing the Aama Programme. This chapter reports the findings from 

the facility and exit interview tools on the general implementation of the scheme, the transport 

incentives, free delivery care and home delivery incentives. 
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5.2 RESULTS 

Box 5.1: Key STS indicators for the Aama Programme 

Indicators 2011 results 

(%) 

95% CI 

% of hospitals, PHCCs and health posts implementing Aama  88.0 77.2-94.1 

% of maternity clients aware of transport incentive 81.4 54.3-94.2 

% of Dalit and Janajati maternity clients aware of transport incentive  82.8 55.2-95.0 

% of maternity clients aware of free delivery care 78.3 43.2-94.5 

% of Dalit and Janajati maternity clients aware of free delivery care  83.1 47.6-96.4 

% of maternity clients who paid for delivery care 50.3 25.2-75.2 

% of Dalit and Janajati maternity clients who paid for delivery care 57.3 20.4-84.0 

5.2.1 Facilities implementing Aama Programme 

All public hospitals, primary health care centres (PHCCs) and health posts are required to implement 

the Aama Programme. Most hospitals (94%) and PHCCs (96%) were implementing the Aama 

tǊƻƎǊŀƳƳŜΣ ŀƭƻƴƎ ǿƛǘƘ ун҈ ƻŦ ƘŜŀƭǘƘ Ǉƻǎǘǎ ό¢ŀōƭŜ рΦмύΦ bƻǘŜ ǘƘŀǘ ǎƻƳŜ ŦŀŎƛƭƛǘƛŜǎ ŀǊŜ ŎƻǳƴǘŜŘ ŀǎ Ψƴƻǘ 

ǇǊƻǾƛŘƛƴƎ !ŀƳŀΩ ōŜŎŀǳǎŜ ǘƘŜȅ Řƻ ƴƻǘ ǇǊƻǾƛde delivery care. Sub-health posts (SHPs) can choose to opt 

into the Aama Programme if they meet certain criteria and are approved by the Family Health Division 

(FHD). Of the surveyed sub-health posts 19% were voluntarily implementing the Aama Programme. 

However it should be noted that SHPs with birthing centres were prioritised for selection in the 

sampling of SHPs and hence this is not a generalisable figure. 

All of the hospitals and PHCCs, 92% of health posts and 67% of sub-health posts that were 

implementing the Aama Programme reported provided the incentives (Table 5.1). These figures do not 

tally with what the clients report as only 63% of women reported actually receiving the incentives (see 

Table 5.6 below). This suggests that facilities over-report on the number of women they provide 

transport incentives to, but further research is needed to confirm this. 

Table 5.1: Health facilities implementing the Aama Programme  

 Implementation status 

Hospitals 

(%) 

PHCCs 

(%) 

HPs 

(%) 

Total (hospitals, PHCCs, HPs) 

(%) 

SHPs (optional) 

(%) 

Implementing Aama 
Programme 

93.8 96.4 82.2 88.8 19.0 

n (total facilities) 16 28 45 89 80 

Facility reported providing 
transport incentive to clients  100 100 91.9 96.2 66.7 

n (total facilities) 15 27 37 79 15 

Source: STS facility questionnaire 
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5.2.2 Client awareness 

Transport incentives 

Overall 81% of maternity clients were aware of the transport incentive with no significant difference by 

caste/ethnicity or topographical zone (Table 5.2 and 5.3). Overall clientsΩ main sources of information 

on the transport incentive were friends and neighbours (53%), followed by female community health 

volunteers (FCHVs) (44%) (Table 5.2).  

Table 5.2: Awareness of transport incentives and source of information, by topographical zone  

Awareness of transport incentives and 

source of information 

Mountain 

(%) 

Hill 

(%) 

Terai 

(%) 

Total 

(%) 

P 

1. Aware of entitlement to transport incentive  100.0 84.1 78.1 81.3 0.606 

n (total clients) 19 55 123 197  

2. Sources of information  
    

 

Friends/neighbours 15.9 51.2 58.0 53.1  

FCHVs 72.9 40.0 43.0 43.5  

Facility staff 12.8 24.2 31.4 27.6  

Health providers 21.9 37.5 14.8 24.0  

Family members/relatives 58.7 14.1 41.8 31.9  

Radio 2.5 26.8 9.7 16.0  

Television 7.5 13.0 5.5 8.5  

Posters/pamphlets 0.0 2.2 5.8 4.1  

n (total clients)  18 48 100 166  

Source: STS maternity exit interviews 

 



31 

 

Table 5.3: Awareness of transport incentives and source of information, by caste/ethnic group 

Awareness of transport incentives and 

source of information 

Brahmin/ 

Chhetri 

(%) 

Terai/ Madhesi other 

castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

Other 

(%) 

Total 

(%) 

P 

1. Aware of entitlement to transport 
incentive  

76.5 83.3 84.6 71.4 83.7 92.9 0.0 81.3 
0.656 

n (total clients) 59 40 18 10 59 10 1 197  

2. Sources of information           

Friends/neighbours 40.8 59.5 34.2 26.5 69.7 54.0 0.0 53.1  

FCHVs 29.4 48.8 57.0 46.5 48.2 49.5 0.0 43.5  

Facility staff 18.7 42.1 43.4 0.0 29.1 13.4 0.0 27.6  

Health providers 35.6 20.1 13.5 38.7 21.9 8.9 0.0 24.0  

Family members/relative 23.5 37.7 28.3 0.0 23.5 82.4 0.0 31.9  

Television 19.3 0.0 0.0 3.9 9.9 1.4 0.0 8.5  

Radio 22.7 5.4 18.6 0.0 24.2 1.4 0.0 16.0  

Posters/pamphlets 0.0 6.3 10.5 20.7 4.0 0.0 0.0 4.1  

n (total clients) 48 32 17 8 51 9 0 166  

Source: STS maternity exit interviews 
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Free care 

Overall 78% of maternity clients were aware that goods and services related to delivery care should be 

provided free of charge with no significant difference between topographical zone or caste/ethnicity 

(Table 5.4 and 5.5). Of the 155 clients who had been aware that delivery care services should be free, 

93% had known this prior to visiting the facility. The main source of information on free delivery care 

was friends and neighbours (54%) followed by family members/relatives (44%) and FCHVs (42%) and 

(Table 5.4).  

Table 5.4: Awareness of free care and source of information, by topographical zone  

Awareness of free delivery health care 

Mountain  

(%) 

Hill 

(%) 

Terai 

(%) 

Total 

(%) 

P 

1. Aware of free delivery at health facility? 100 81.0 75.0 78.3 0.696 

n (total clients) 19 55 123 197  

2. When aware of free delivery 
    

 

2.1. Aware of free delivery prior to going to health 
facility 

100 94.1 91.7 93.1 
 

2.2. Became aware of free delivery only after going to 
health facility 

0.0 5.9 8.3 6.9 
 

n (total clients) 17 45 93 155  

3. Sources of information on free care       

Friends/neighbours 20.5 58.3 53.6 53.6  

Family members/relatives 57.8 29.4 52.2 43.6  

FCHVs 65.7 33.4 44.9 41.6  

Facility staff 6.5 37.6 26.3 29.6  

Health providers 21.2 22.3 18.9 20.3  

Radio 6.5 32.7 10.4 18.9  

Television 7.6 7.9 5.7 6.6  

Posters/pamphlets 0.0 2.7 3.3 5.9  

n (total clients) 17 45 93 155  

Source: STS maternity exit interviews 
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Table 5.5: Awareness of free care and source of information, by caste and ethnic group  

Source of Information 
Brahmin/ Chhetri 

(%) 

Terai/ Madhesi other 

castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

Others 

(%) 

Total 

(%) 

P 

1. Aware of free delivery 70.6 81.1 100 42.9 79.1 100.0 0.0 78.3 0.154 

n (total clients) 59 40 18 10 59 10 1 197  

2. When aware of free delivery  
      

 
 

 

2.1. Aware of free delivery prior 
to going to health facility 

94.4 96.7 84.6 100.0 88.2 100.0 
0.0 

93.1 
 

2.2. Became aware of free 
delivery only after going to facility 

5.6 3.3 15.4 0.0 11.8 0.0 
0.0 

6.9 
 

n (total clients) 42 33 17 6 47 10 0 155  

3. Sources of information          

Friends/neighbours 48.3 48.4 37.8 21.6 69.3 61.3 0.0 53.6  

Family members/relatives 38.8 53.6 46.0 0.0 26.8 80.9 0.0 43.6  

FCHVs 32.3 56.1 53.2 67.6 42.2 16.6 0.0 41.6  

Facility staff 30.8 32.5 21.8 0.0 36.9 15.1 0.0 29.6  

Health providers 28.8 8.6 31.3 7.2 14.8 29.1 0.0 20.3  

Radio 26.1 8.2 25.0 0.0 26.8 1.3 0.0 18.9  

Television 7.9 10.9 0.0 14.4 5.7 1.3 0.0 6.6  

Posters/pamphlets 4.4 9.5 0.0 0.0 9.6 0.0 0.0 5.9  

n (total clients) 42 33 17 6 47 10 0 155  

Source: STS maternity exit interviews    
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5.2.3 Client receipt 

Transport incentives 

The STS 2011 found that only 61% of the clients had actually received the transport incentive at the 

time of discharge (Table 5.6) despite 81% of them being aware of their entitlement (see Table 5.2). 

There were no significant differences in the extent to which clients from the different caste and ethnic 

groups or different topographical zones received the transport incentives.  

Clients from the mountain districts received NPR 1,500 for the transport incentive τ which is the 

amount they expected and the amount they should receive (Figure 5.1). However, clients from the hill 

and Terai districts expected to receive slightly more than they were entitled to and reported receiving 

similar to what they were entitled to. It is possible that women from hill and Terai districts perceive the 

4ANC and the Aama transport incentive to come as one incentive package. This casts doubt on the 

validity of client responses regarding how much they received for the transport incentive despite being 

asked at the time of discharge. Similar, but distinct, policy interventions seem to be causing confusion. 

Table 5.6: Payment for delivery care and receipt of incentive payments, by caste and ethnicity 

Receipt of Incentive 

Brahmin/ 

Chhetri 

(%) 

Terai/ Madhesi 

other castes 

(%) 

Dalits 

(%) 

Newar 

(%) 

Janajati 

(%) 

Muslim 

(%) 

 

Total 

(%) 

P 

Paid delivery 
expenses 

47.1 40.5 46.2 57.1 55.8 71.4 50.3 
0.439 

n (total clients) 59 40 18 10 59 10 197  

Received incentive 56.9 58.3 84.6 42.9 61.4 85.7 61.4 0.360 

n (total clients) 59 40 18 10 59 10 197  

Source: STS maternity exit interviews     Note: Others category in each row showed zero 

Table 5.7: Payment for delivery care and receipt of incentive payments, by topographical zone 

Awareness  

Mountain 

(%) 

Hill 

(%) 

Terai 

(%) 

Total 

(%) 

P 

Paid delivery expenses 37.5 40.3 57.9 50.3 0.668 

n (total clients) 19 55 123 197  

Received transport incentive 87.5 61.9 59.4 61.4 0.768 

n (total clients) 19 55 123 197  

Source: STS maternity exit interviews 
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Figure 5.1: Official amount, expected amount and amount given for transport incentive, by 

topographical zone (in NPR) 
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Source: STS maternity exit interviews (Official amount is as per Aama Guideline)  

Free delivery care 

Half of the clients (50%) had received delivery care for free (Table 5.6) despite 78% of them being 

aware that they are entitled to free delivery care (see Table 5.4). There were no significant differences 

by caste/ethnicity or topographical zone. 

Types of payment made by clients 

The Aama guidelines specify that all the goods and services listed in Table 5.8 should be provided free 

of charge, and tips should not be provided to health personnel. However, one out of two of the 

maternity clients (50%) paid for goods and/or services at Aama implementing facilities. The most 

common costs were for medicine (51%), registration fees (49%), laboratory tests (30%), cord cutting 

(22%) and sanitary staff fees (19%).  
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Table 5.8: Types of payments made by maternity clients  

Types of payment 

Mountain 

(%) 

Hill 

(%) 

Terai 

(%) 

Total 

(%) 

Medicine 100.0 16.0 65.5 51.2 

Registration fee 0.0 72.0 41.1 49.4 

Laboratory tests 0.0 24.0 33.9 29.8 

Cord cutting 0.0 56.0 7.3 21.7 

Sanitary staff fee 0.0 20.0 20.0 19.3 

Delivery/operation fee 0.0 0.0 17.9 11.9 

Sanitary pads 0.0 4.0 14.5 10.8 

Sanitary staff tips 0.0 0.0 10.7 7.1 

Informal payments to providers 0.0 0.0 9.1 6.0 

Delivery items required 50.0 12.0 0.0 4.9 

Gloves 0.0 0.0 1.8 1.2 

Complication management fee 0.0 0.0 0.0 0.0 

n (total clients) 14 25 73 112 

Source: STS maternity exit interviews 

5.2.4 Procedures for paying incentives 

The Aama guidelines stipulate that clients are required to fill out a form to claim their transport 

incentive. The requirement to fill out a form was followed by 79% of facilities (Table 5.9). More than 

one-third of facilities requested clients to show their antenatal care (ANC) card to obtain the transport 

incentive, although this is not specified by the Aama guidelines. This may have resulted from confusion 

with the guidelines for the ANC incentive programme. These results highlight that not all facilities 

comply with the Aama guidelines, and that different systems for different schemes may cause 

confusion. A few facilities (4%) reported that women did not have to show any documentation in order 

to claim their incentive. 

Table 5.9: Procedures requested by facilities to claim transport incentive 

Action needed % 

Fill out claim form 78.7 

Show antenatal care (ANC) card  36.2 

Show ID card 6.4 

Needed to do nothing (just received incentive) 4.3 

Needed VDC recommendation 2.1 

n (total clients) 94  

Source: STS facility questionnaire 

5.2.5 Record keeping 

According to the Aama guidelines facilities must record programme beneficiaries (those who receive 

free delivery care and a transport incentive). However, 13% of hospitals, 11% of PHCCs, 16% of HPs and 
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40% of SHPs did not maintain a list (Table 5.10). Furthermore, not all of those who reported that they 

kept a list were able to show it to the enumerators, including one-fifth (20%) of the hospitals. The 

facilities kept such a list and were able to show the list of beneficiaries, with compliance being greatest 

at PHCCs (74%) and lowest at SHPs (60%).  

Table 5.10: Record keeping of women receiving Aama benefits (incentives & free delivery) 

Questionnaire finding 
Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

Showed list of beneficiaries  66.7 74.1 70.3 60.0 

Reportedly kept list, but not seen 20.0 14.8 13.5 0.0 

Did not maintain a list 13.3 11.1 16.2 40.0 

n (total facilities) 15 27 37 15 

Source: STS facility questionnaire 

5.2.6 Number of deliveries 

¢ƘŜ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘƛŜǎΩ ǊŜŎƻǊŘǎ ǊŜǾŜŀƭŜŘ ǘƘŀǘ ǘƘŜ ƘƻǎǇƛǘŀƭǎ ƘŀŘ ǇǊƻǾƛŘŜŘ ǎŜǊǾƛŎŜǎ ǘƻ Ƴŀƴȅ ƳƻǊŜ ƳŀǘŜǊƴƛǘȅ 

clients (average 1,188) in the previous fiscal year, for all modes of delivery, than the other types of 

facilities (e.g. PHCCs had an average of 121 clients) (Table 5.11). Currently hospitals receive a higher 

subsidy (NPR 1,500) for normal deliveries than lower level health facilities (NPR 1,000). As expected 

complicated deliveries were more likely to be carried out at hospitals and caesarean sections were only 

performed at hospitals. 

Table 5.11: Average number of deliveries by level of facility (FY 2010/11) 

 Hospital PHCC HP SHP 

Total women who received 
service 

1,188 136 43 21 

Normal 
deliveries 

942 121 41 21 

Complicated deliveries 147 14 2 0 

Caesarean 
sections 

98 0 0 0 

n (total facilities) 15 27 37 15 

Source: STS facility questionnaire 

5.2.7 Receipt of payments 

Hospitals implementing the Aama programme received an average of NPR 3.2 million from the 

programme, PHCCs NPR 251,222, health posts NPR 82,010 and SHPs NPR 39,060 (Table 5.12). These 

amounts were for paying the incentives and free delivery costs. The same pattern, with hospitals 

receiving the most and SHPs the least, holds true for the amounts broken down into the incentives and 

free delivery costs. 

Hospitals received more than ten times the amount other facilities received. This is the result of both a 

price and quantity effect. Hospitals receive a higher subsidy per delivery because they deliver 

comparatively more complicated deliveries and caesarean sections; and they also receive a higher unit 
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subsidy (an additional NPR 500) for normal deliveries. And hospitals deliver more infants across all 

types of delivery than other facilities (as shown in Table 5.11). 

Table 5.12: Average amount received from Aama Programme by facility type 

Aama Fund received 

Hospital 

(NPR) 

PHCC 

(NPR) 

HP 

(NPR) 

SHP 

(NPR) 

Total amount received 3,283,788 251,222 82,010 39,060 

Amount for free delivery 1,478,013 133,988 42,759 11,226  

Amount for transport incentive  876,366 85,251 34,519 10,300 

n (total facilities) 15 27 37 15 

Source: STS facility questionnaire 

5.2.8 Health management committee engagement with programme 

One of the intended consequences of the Aama Programme is that facilities use the subsidies they 

receive from the Aama Programme to improve their performance. Anecdotal evidence suggests that 

health management committees (hospital development committee [HDCs] and health facility 

management committees [HFMCs]) often actively discussed the distribution of the subsidies received 

per delivery across the different types of costs of procuring drugs, small-scale facility maintenance and 

health worker incentives. The STS found that most facilities (>85% at each level of facilities) with health 

management committees reported that the committees discussed the implementation of the Aama 

Programme (Table 5.13).  

 

Table 5.13: HDC/HFMC engagement with Aama Programme 

 

Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

HDC/HFMC discussed about Aama 
Programme 

86.7 92.6 86.5 86.7 

n (total facilities) 15 27 37 15 

Source: STS facility questionnaire 

5.2.9 Incentives for home deliveries 

Thirteen per cent of hospitals, 19% of PHCCs, 24% of HPs and 27% of SHPs implementing the Aama 

tǊƻƎǊŀƳƳŜ ŘƛŘ ƴƻǘ ǇǊƻǾƛŘŜ ƛƴŎŜƴǘƛǾŜǎ ǘƻ ƘŜŀƭǘƘ ǿƻǊƪŜǊǎ ŦƻǊ ŀǘǘŜƴŘƛƴƎ ŘŜƭƛǾŜǊƛŜǎ ŀǘ ŎƭƛŜƴǘǎΩ ƘƻƳŜǎΣ 

despite the programme providing an incentive of NPR 200 per such delivery (Table 5.14). SHPs (27%) 

were twice as likely to pay incentives to health workers as hospitals (13%), which corresponds with 

expectations, as staff at lower level health facilities are more likely to conduct home deliveries. 
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Table 5.14: Provision of cash incentives to health workers for attending home deliveries 

 

Hospital 

(%) 

PHCC 

(%) 

HP 

(%) 

SHP 

(%) 

Provided incentive to health workers 13.3 18.5 24.3 26.7 

n (total facilities) 15 27 37 15 

Source: STS facility questionnaire 

5.3 KEY FINDINGS 

Implementation 

¶ Not all facilities that should be implementing the Aama Programme were implementing it. 

Client awareness 

¶ Maternity clients were relatively well aware of the Aama Programme: Nearly four fifths were 

aware that delivery care should be free and 84% knew about the transport incentive. 

¶ The main source of information on both the transport incentive and free delivery care were 

friends, neighbours and FCHVs with information and education materials (radio, television, posters 

and pamphlets) playing a relatively minor role. 

Client receipt of free delivery care and transport incentive 

¶ Only 61% of clients had received their entitled transport incentive and half of clients (50%) had 

received free delivery care. 

Facility procedures, recording and receipt of payments 

¶ More than one in three women had been asked to show their ANC card to obtain the Aama 

transport incentive. This is not part of the Aama guidelines and may be the result of confusion with 

the antenatal care incentive programme. These results highlight that not all facilities comply with 

the Aama policies, and that different schemes with different rules may hinder compliance. 

¶ Not all health facilities had registered the names of the clients provided with benefits, and not 

all women were asked to fill in the form as per the Aama guidelines. 

¶ Hospitals received significantly more Aama funding than other types of facilities. 
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6 FINANCIAL MANAGEMENT  

6.1 INTRODUCTION 

Sound financial management is crucial for ensuring that health facilities have adequate funds, receive 

funds on time, and spend these funds efficiently to ensure high quality health care. Health facilities in 

Nepal receive funding from the central government and a variety of other sources.  

This chapter presents the findings of the Service Tracking Survey, 2011 (STS 2011) on the financial 

management of 169 health facilities. It describes the sources of revenue and amount of expenditure by 

level of facility, and provides information on their financial management procedures for fiscal year 

2010/2011. It looks at the extent to which the surveyed health facilities disclose their financial 

information to the general public, and the extent to which they carry out their financial reporting and 

auditing obligations. 

6.2 RESULTS 

Box 6.1: Key STS indicators for financial management 

Indicators 2011 
results 

(%) 

95% CI 

% of facilities that spent all the money received  26.7 14.1-44.8 

% of facilities with a bank account 94.6 74.4-99.1 

% of facilities that disclosed their income and expenditure to the public 81.9 67.7-90.8 

% of facilities that conducted an internal audit in the last fiscal year 12.7 7.4-21.1 

% of facilities that conducted a final audit in the last fiscal year 15.3 9.6-23.5 

6.2.1 Sources of revenue 

The facilities were asked to provide information on their sources of revenue. Primary health care 

centres (PHCCs), health posts and sub-health posts (SHPs) are not Ministry of Health and Population 

(MoHP) cost centres and therefore do not receive funds directly from MoHP, nor do they have 

sanctioned posts responsible for financial management. However, health facilities at all levels do 

receive funding to implement specific programmes, for example, the Aama Programme and free care 

as well as revenue from local government bodies (village development committees [VDCs] and district 

development committees [DDCs]). Eighteen SHPs reported that they did not receive any funds from 

MoHP and are therefore excluded from the analysis in this chapter. 

The MoHP was the main financier for district hospitals and lower level facilities (Table 6.1). The second 

largest source of income for district hospitals was INGOs, for HPs and SHPs it was VDCs and for PHCCs it 

was internal income (fees from on-the-job trainees, rental, individual donations and service charges). 

Registration fees are also a form of internal income, but this source is listed separately in Table 6.1. The 

aƻItΩǎ ŀƴƴǳŀƭ ǿƻǊƪ Ǉƭŀƴ ŀƴŘ ōǳŘƎŜǘ ŘƻŜǎ ƴƻǘ ŎŀǇǘǳǊŜ ǘƘŜǎŜ ƛƴǘŜǊƴŀƭ ƛƴŎƻƳŜ ǎƻǳǊŎŜǎΦ CǳƴŘƛƴƎ ŦǊƻƳ 

INGOs does not include the pooled donor funding (which goes directly to the Treasury, and would 

therefore be classified as MoHP funding) or INGO commitments that have been rejected in the 
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ƎƻǾŜǊƴƳŜƴǘΩǎ wŜŘ .ƻƻƪ όǘƘŜ ƎƻǾŜǊƴƳŜƴǘ ōǳŘƎŜǘύΦ ¢ƘŜ ŦǳƴŘƛƴƎ ŦǊƻƳ LbDhǎ ƛƴ ǘƘƛǎ ŀƴŀƭȅǎƛǎ ŘŜƴƻǘŜǎ 

their direct funding to health facilities. 

Table 6.1: Sources of income for health facilities (FY 2010/2011) (in NPR million and %) 

 District hospitals PHCCs Health posts SHPs 

NPR m 

% of total 

budget NPR m 

% of total 

budget NPR m 

% of total 

budget NPR m 

% of total 

budget 

MoHP 216.2 81.2 11.4 65.7 6.5 61.6 6.5 46.9 

VDCs 2.2 0.8 1.9 10.8 2 19.1 3.2 23.4 

INGOS 23.1 8.9 0.1 0.8 0.1 0.7 2.5 18.2 

DDCs 0.2 0.1 0.4 2.1 0.5 5.2 0.9 6.6 

Registration fees 2.3 0.9 0.6 3.6 0.1 0.5 0 0 

(Other) internal 
income 22.1 8.3 2.9 16.8 1.4 13.0 0.7 4.8 

Total budget 266.2 

 

17.4 100 10.6 100 13.8 100 

n (total facilities) 13 28 45 62 

Source: STS facility questionnaire  

Table 6.2: Sources of income for BPKIHS and zonal hospitals (FY 2010/2011) (NPR million and %) 

 BPKIHS Zonal hospitals 

 

NPR m 

% of total 

budget NPR m 

% of total 

budget 

MoHP 230 20.7 65.9 32.3 

VDC 0 0.0 0 0.0 

INGOS 0 0.0 0 0.0 

DDC 0 0.0 0 0.0 

Registration fees 0 0.0 0 0.0 

(Other) internal 
income 880 79.3 137.8 67.6 

Total budget 1,110 

 

203.7 

 n (total facilities)  1 2 

Source: STS facility questionnaire 

The breakdown of sources of income by the different types of health facilities was as follows: 

¶ Internal income was the major source of income for the higher level hospitals (79% for BPKIHS 

and 68% for the two zonal hospitals) (Table 6.2). The BP Koirala Institute of Health Science 

(BPKIHS), in Dharan, eastern Nepal, is an autonomous academic institution that runs postgraduate 

and undergraduate programmes in medicine and allied health sciences. Seventy-nine percent of its 

income was from internal sources. 

¶ The district hospitals mostly relied on central funding from MoHP (81%) with INGOs providing 

the second largest proportion of funding (Table 6.1). 

¶ For the primary health care centres (PHCCs), MoHP provided the largest share of income (66%) 

followed by internal income (17%) and funds from VDCs (11%).  
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¶ For health posts, MoHP also provided the largest share of income (62%), followed by VDCs 

(19%) and internal income (13%). PHCCs and health posts received less than 1% of their income 

from INGOs. 

¶ For the sub-health posts (SHPs), the funding pattern was different to that of PHCCs and health 

posts. The SHPs received less than half of their income from MoHP (47%), 23% from VDCs and 18% 

from INGOs. Internal income was the smallest source for SHPs.  

This analysis suggests that facilities across the board received a large part of their income from sources 

ƴƻǘ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ aƻItΩǎ ŀƴƴǳŀƭ ǿƻǊƪ Ǉƭŀƴ ŀƴŘ ōǳŘƎŜǘ ό!²t.ύΥ ро҈ ŦƻǊ {ItǎΣ оу҈ ŦƻǊ ƘŜŀƭǘƘ ǇƻǎǘǎΣ 

24% for PHCCs and 19% for district hospitals (Table 6.1). This has potential far-reaching consequences 

for the way in which the health system is managed towards outputs and outcomes as facilities are not 

reporting to government authorities on a large part of their revenue and expenditure. The government 

therefore has limited information on what these other sources of income are spent on and the extent 

to which their allocation contributes to achieving health sector goals. Furthermore, INGOs sometimes 

provide funding to health facility management committees directly. Figure 6.1 shows the composition 

of internal income only (non-MoHP income) by source and topographical zone.  
 

Figure 6.1: Main sources of internal income by topographical zone (% of facilities, n=169) 

  

Source: STS facility questionnaire 

Hospitals, PHCCs and health posts receive most of their funding from central government funds. To 

supplement this 19% of hospitals, 29% of PHCCs, 20% of HPs and 18% of SHPs had generated funds 

from their local communities (Table 6.3). Registration fees were the most common source of internal 

funds generated by the hospitals, accounting for 56% of their internal funds, followed by on-the-job 

training (50%) where facilities charge people to attend training courses. VDCs were the main source of 

funds for 68% of PHCCs, 69% of health posts and 64% of SHPs. Fees from on the job training (OJT) were 

an important  source of revenue for 50% of hospitals, 32% of PHCCs and 7% of HPs (Table  6.3). INGOs 

accounted for 8% and DDCs 6% of non-MoHP funds across all facilities. Many facilities levied 
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registration fees and these fees accounted for 10% of non-MoHP funds for the Terai (13%) and hill 

(11%) district facilities but only 3% of non-MoHP funds for mountain district facilities (Figure 6.1). No 

internal funding had been generated by 12% of hospitals, 21% of PHCCs, 27% of health posts and 29% 

of SHPs. 

Table 6.3: Funding from local communities, FY 2010/2011 

 
Hospitals PHCCs HPs SHPs 

No. % No. % No. % No. % 

1. Funding generated from local communities 3 18.8 8 28.6 9 20.0 14 17.5 

2. Mean amount generated (NPR) from local 
communities 12,617,229 129,897 54,666 79,752 

3. Sources of internally generated funds 

VDCs 1 6.3 19 67.9 31 68.9 51 63.8 

On-the-job training fees 8 50.0 9 32.1 3 6.7 0 0.0 

Registration fees 9 56.3 5 17.9 2 4.4 1 1.3 

INGOs 2 12.5 1 3.6 5 11.1 6 7.5 

DDCs 1 6.3 2 7.1 1 2.2 6 7.5 

No internal source 2 12.5 6 21.4 12 26.7 23 28.8 

n (total facilities) 16  28  45  80  

Source: STS facility questionnaire 

6.2.2 Receipt of MoHP budget 

The 169 facilities were asked whether or not they had received their allocated MoHP budget and if not, 

why not, and whether or not they had spent the resources they received. 

A substantial  proportion of facilities (19% of hospitals, 32% of PHCCs, 27% of HPs and 18% of SHPs%) 

reported not having received their allocated budget but  almost similar proportion of the facilities (19% 

of hospitals, 21% of PHCCs, 22% of HPs and 34% of SHPs) reported not knowing whether they had 

received their allocated budgets (Table 6.4). Most facilities reported that the main reason for not 

ǊŜŎŜƛǾƛƴƎ ŀƭƭ ǘƘŜƛǊ ŀƭƭƻŎŀǘŜŘ ŦǳƴŘǎ ŦǊƻƳ aƻIt ǿŀǎ ΨōǳŘƎŜǘ ŘŜŦƛŎƛǘΩΣ ŀƭǘƘƻǳƎƘ 67% of hospitals, 78% of 

PHCCs, 58% of HPs and 79% of SHPs also reported delays in financial report submission, which is a 

requirement to receive funds. The quality of this data is, however, uncertain because many facilities 

had not prepared a financial report nor had an audit report available, which would have provided a 

good basis for answering these questions. 
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Table 6.4: Receipt of MoHP funds and reasons for non-receipt, FY 2010/11 

 

Timing of receipt 

Figure 6.2 shows the timing of fund received by facility type. In the first of the three trimesters, all 

types of facilities across the board received only a small proportion of their budgeted funds (between 

10% and 16% of their budgets). In the second trimesters they received only between 16% and 38% of 

their budgeted amounts. Most funds were received in the third trimester (48% to 74%). The 

distribution of funds was most even for hospitals, probably because almost half of their funds were for 

salaries, and the least even for the health posts. This pattern complicates facility cash management and 

could be a large part of the reason why budgets were underspent. 

Figure 6.2: Proportion of annual budgeted funds received from MoHP, by health facilities, by 

trimester (FY 2010/2011) 

 

Source: STS facility questionnaire 

 

Status  Hospital PHCC HP SHP 

 No. % No. % No. % No. % 

1. Received allocated budget: 

Yes 10 62.5 13 46.4 23 51.1 39 48.8 

No 3 18.8 9 32.1 12 26.7 14 17.5 

Don't know 3 18.8 6 21.4 10 22.2 27 33.8 

n (number of facilities) 16 
 

28 
 

45 
 

80 
 

2. Reasons for non-receipt of budget: 

Budget deficit  2 66.7 7 77.8 7 58.3 11 78.6 

Priority to other sector  1 33.3 2 22.2 3 25 4 28.6 

Delay in financial report submission 1 33.3 1 11.1 3 25 0 0.0 

n (number of facilities) 3  9  12  14  
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6.2.3 Expenditure of MoHP budget 

Facilities were asked to provide information on the major expenditure items for fiscal year 2010/11 

from funds received from MoHP. This analysis therefore excludes the substantial amounts received 

from other sources. The categories they reported expenditure on were salaries, drugs, equipment, 

infrastructure, furniture, training and capacity building, utility costs, monitoring and evaluation, 

programme costs (mainly public health programmes) and miscellaneous expenses. The results were as 

follows: 

¶ For hospitals, salaries accounted for nearly half of total expenditure (47%), miscellaneous 

expenses for 20%, construction for 9%, and equipment and utilities for 8% (Figure 6.3). 

¶ PHCCs spent a lower proportion on salaries at just over one-third (34%), with miscellaneous 

(23%) and construction (21%) as their next largest expenditure categories (Figure 6.4). Three 

facilities dominated the PHCC sample with Panchamul, Gaushala and Manahari PHCCs accounting 

for 27%, 12% and 10% of total expenditure respectively. 

¶ Health post expenditure was similar to that of the PHCCs, with salaries representing just over a 

third of the total (35%) followed by miscellaneous expenses (29%). Note that the salaries are those 

of locally recruited auxiliary nurse midwife and support staff paid from the Aama, free care-

reimbursement and other sources of income. Construction expenses were comparatively lower at 

т҈Σ ǿƛǘƘ ΨǇǊƻƎǊŀƳƳŜ ŎƻǎǘǎΩ ōŜƛƴƎ ǘƘŜ ǘƘƛǊŘ ƭŀǊƎŜǎǘ ǇǊƻǇƻǊǘƛƻƴ όмп҈ύ όCƛƎǳǊŜ сΦрύΦ !ōƻǳǘ мл҈ ƻŦ ǘƘŜ 

health posts (4 of the 44) accounted for 55% of total health post expenditure. 

¶ The SHPs had a slightly different pattern of expenditure compared to the other facility types 

with salaries accounting for a third of expenditure (33%), construction for 32% and equipment for 

15% (Figure 6.6). Note that 49 of the 80 SHPs (61%) had not reported their expenditure to their 

district health offices. PHCCs, health posts and SHPs are responsible for dealing with advances 

taken and for submitting receipts to claim this expenditure. The results in Figure 6.6 are therefore 

only for the 31 SHPs that had reported. 

Figure 6.3: Breakdown of hospital expenditure from funds received from MoHP (FY 2010/2011) 

 

Source: STS facility questionnaire 
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Figure 6.4: Breakdown of PHCC expenditure from funds received from MoHP (FY 2010/2011) 

 

Source: STS facility questionnaire 

Figure 6.5: Breakdown of health post expenditure from funds received from MoHP (FY 2010/2011) 

 

Source: STS facility questionnaire 
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Figure 6.6: Breakdown of SHP expenditure from funds received from MoHP (n=31) (FY 2010/2011) 

 

Source: STS facility questionnaire 

Sixty nine per cent of hospitals, 54% of PHCCs, 71% of HPs and 82% of SHPs reported not having spent 

all the funds they received from MoHP (Table 6.5). The reported reasons were  not having made 

necessary spending decisions (36% of hospitals, 39% of PHCCs, 54% of HPs and 46% of SHPs),  delays in 

receiving funds (36% of hospitals, 39% of PHCCs, 46% of HPs and 41% of SHPs%) and delays in releasing 

the budget from the centre (36% of hospitals, 15% of PHCCs, 18% of HPs and 13% of SHPs) were other 

reasons for non-expenditure. 

Table 6.5: Expenditure of MoHP funds and reasons for non-expenditure, FY 2010/11 

Source: STS facility questionnaire 

6.2.4 Disclosure  

The study found that 94% of hospitals, 89% of PHCCs, 87% of HPs and 80% of SHPs had disclosed their 

revenue and expenditure figures to the general public in the previous fiscal year (2010/2011) (Figure 

6.7). The most common means of disclosing income and expenditure for all levels of health facilities 

Status  Hospital PHCC HP SHP 

 No. % No. % No. % No. % 

1.Spent all MoHP funds 5 31.3 13 46.4 13 28.9 14 17.5 

n (total facilities) 16  28  45  80  

2. Reasons for non-expenditure 

No decision made  4 36.4 5 38.5 15 53.6 21 45.7 

Delay in receiving budget  4 36.4 5 38.5 13 46.4 19 41.3 

Delayed budget release 4 36.4 2 15.4 5 17.9 6 13.0 

To avoid financial crisis  0 0.0 2 15.4 3 10.7 9 19.6 

Decrease in case load  2 18.2 0 0.0 0 0.0 1 2.2 

Transfer of human resources  0 0.0 0 0.0 0 0.0 2 4.3 

n (total facilities) 11  13  28  46  



Service Tracking Survey 2011 

48 

 

were through committee meetings (73% of hospitals, 56% of PHCCs, 64% of HPs and 50% of SHPs) , 

followed by the annual gathering of VDCs (20% of hospitals, 44% of PHCCs, 41% of HPs and 42% of 

SHPs) (Table 6.6). 

Figure 6.7: Disclosed revenue and expenditure to the general public (n=169 facilities) 

 

Source: STS facility questionnaire 

Table 6.6: Statement of revenue and expenditure (fiscal year 2010/11) 

 
Hospitals PHCCs HPs SHPs 

No. % No. % No. % No. % 

1. Revenue and expenditure disclosed  15 93.8 25 89.3 39 86.7 64 80.0 

n (total facilities) 16  28  45  80  

2. Method of disclosing 

Committee meeting  11 73.3 14 56.0 25 64.1 32 50.0 

Annual VDC gathering 3 20.0 11 44.0 16 41.0 27 42.2 

Health facility information board 2 13.3 7 28.0 6 15.4 8 12.5 

VDC information board 0 0.0 2 8.0 1 2.6 4 6.3 

Audit report made public 0 0.0 0 0.0 1 2.6 0 0.0 

n (total facilities) 15  25  39  64  

Source: STS facility questionnaire 

6.2.5 Reporting and auditing 

Having a bank account is a key financial management indicator of facility reporting and auditing. Of the 

169 surveyed facilities, most of them  had a bank account with no marked difference by level of facility: 

94% of hospitals, 93% of PHCCs, 93% of health posts and 95% of SHPs. All hospitals reported that they 

had developed a financial report for the previous fiscal year, but this was less common in lower level 

facilities with only 36% of PHCCs, 27% of health posts and 10% of SHPs having done so (Table 6.7). It is, 

however, important to note that PHCCs, health posts and SHPs are not spending units (or cost centres) 
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under the government system and as such do not have to produce financial reports. They do, however, 

have to submit receipts to clear advances obtained from their district health offices. The most common 

reason for lower level for facilities not producing a financial report was because they felt no need (41% 

of PHCCs and 67% of SHPs%). A lack of relevant human resources (35% of PHCCs, 21% of HPs and 19% 

of SHPs%) and not having a responsible person (12% of PHCCs, 9% of HPs and 16% of SHPs) were other 

key reasons. Note that some PHCCs, health posts and SHPs hire administrative staff from their local 

resources to carry out tasks such as preparing financial reports. The large numbers of lower level 

facilities that had not prepared a financial report hampered the data collection on financial 

management. 

Table 6.7: Financial reporting by health facilities in previous fiscal year 

Status 

Hospital PHCC HP SHP 

No. % No. % No. % No. % 

1. Prepared financial report in previous fiscal year 16 100 10 35.7 12 26.7 8 10.0 

n (total facilities) 16 
 

27 
 

45 
 

77 
 

2. Reasons for not preparing a financial report 

Need not felt 
  

7 41.2 0 0.0 46 66.7 

Lack of relevant human resources  
  

6 35.3 7 21.2 13 18.8 

Responsible person not identified 
  

2 11.8 3 9.1 11 15.9 

Audit in process 
  

3 17.6 1 3.0 5 7.2 

Delay in clearing advances 
  

1 5.9 1 3.0 1 1.4 

Transfer of human resources 
    

1 3.0 2 2.9 

n (total facilities) 0 
 

17 
 

33 
 

69 
 

Source: STS facility questionnaire Blue (darker) shading = not applicable. 

Table 6.8 shows whether or not facilities had conducted an internal or final audit and the major 

recommendations from final audits. Most facilities had not conducted an internal audit (25% of 

hospitals, 71% of PHCCs, 84% of HPs and 91% of SHPs) or a final audit (25% of hospitals, 61% of PHCCs, 

88% of HPs and 90% of SHPs%) in the previous fiscal year. This again hampered data collection for this 

chapter as it was difficult to collect reliable financial data from lower level facilities. Of those facilities 

that had carried out an audit, 42% of hospitals, 36% of PHCCs, 20% HPs and 25% of SHPs  had received 

a recommendation to carry out a financial audit in a more timely way, and 25% of hospitals, 27% of 

PHCCS and 13% of SHPs were recommended to work on auditing irregularities.  
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Table 6.8: Internal and final audits and audit recommendations 

Status 

Hospital PHCC HP SHP 

No. % No. % No. % No. % 

1. Conducted internal audit in previous fiscal year 12 75.0 8 28.6 7 15.6 7 8.75 

2. Conducted final audit in previous fiscal year 12 75.0 11 39.3 10 22.2 8 10.0 

n (total facilities) 16  28  45  80  

3. Major recommendations from final audits 

No recommendation given 4 33.3 4 36.4 6 60.0 4 50.0 

Do timely financial auditing 5 41.7 4 36.4 2 20.0 2 25.0 

Identified irregularities 3 25.0 3 27.3 0 0.0 1 12.5 

Need for transparency of income and expenditure  0 0.0 1 9.1 1 10.0 2 25.0 

n (total facilities) 12  11  10  8  

Source: STS facility questionnaire 

6.3 KEY FINDINGS 

Sources of revenue 

¶ MoHP was the main financier of health facilities at all levels except for the higher level hospitals. 

aƻIt ǇǊƻǾƛŘŜŘ ум҈ ƻŦ ŘƛǎǘǊƛŎǘ ƘƻǎǇƛǘŀƭǎΩ ƛƴŎƻƳŜ ŀƴŘ сс҈Σ сн҈ ŀƴŘ пт҈ ƻŦ ǘƘŜ ƛƴŎƻƳŜ ƻŦ tI//ǎΣ 

HPs and SHPs respectively in the previous fiscal year (2010/11). Internal income was the largest 

source of revenue for the teaching and zonal hospitals. The second largest source of income for 

PHCCs was internal income. The SHPs had the most diverse sources of income including significant 

amounts from their VDCs (23%) and INGOs (18%). 

¶ All facilities except for district hospitals derived a significant proportion of their income from 

ǎƻǳǊŎŜǎ ƴƻǘ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ aƻItΩǎ ŀƴƴǳŀƭ ǿƻǊƪ Ǉƭŀƴ ŀƴŘ ōǳŘƎŜǘΥ 24% for PHCCs and 38% for 

health post and more than 50% for SHtǎΦ ¢ƘŜǎŜ ǊŜǎƻǳǊŎŜǎ ŀǊŜ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ Ψƴƻƴ-aƻIt ŦǳƴŘǎΩΦ 

This has far-reaching consequences for the way in which the health system is managed towards 

outputs and outcomes, as facilities are not reporting on a significant part of their revenue and 

expenditure to the government. The government is not kept informed about what these non-

MoHP funds are spent on and the extent to which their allocation contributes to achieving health 

sector goals. 

¶ VDCs were the major source of non-MoHP funds for facilities across all topographical zones, 

accounting for 60% of such funds. On-the-job training fees provided 12% of such funds, while 10% 

of such funds came from registration fees, 8% from INGOs and 6% from DDCs. 

Receipt of MoHP budget 

¶ A significant proportion of facilities (19% of hospitals, 32% of PHCCs, 27% of HPs and 18% of 

SHPs%) reported not having received their allocated budget funds from MoHP. Likewise almost 

similar proportion of the facilities (19% of hospitals, 21% of PHCCs, 22% of HPs and 34% of SHPs) 

reported not knowing whether they had received their allocated budgets.  

¶ In the first of the three trimester periods, all levels of facilities received only a small proportion 

of their budgeted funds (10% to 16% of their budgets). They received more in the second trimester 
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(16% to 38%) and the most in the third trimester (48% to 74%). The most even distribution of funds 

received was at the hospitals while health posts had the most uneven receipt of funds from MoHP. 

This pattern complicates facility cash management and helps explain why budgets are often 

underspent. 

Expenditure of MoHP budget 

¶ Staff salaries were the major expenditure category for all facilities from funds received from 

MoHP. This was more so for hospitals (47% of their total expenditure) than for lower level facilities 

where salaries accounted for about a third of expenditure from MoHP funds. Miscellaneous 

expenditure and infrastructure investment were among the higher spending categories. 

Disclosure 

¶ Almost all hospitals (94%) had made their income and expenditure data available to the general 

public, followed by PHCCs (89%), health posts (87%) and SHPs (80%).  

Reporting and auditing 

¶ Of the 169 surveyed facilities, most (94% of hospitals, 93% of PHCCs, 93% of health posts and 

95% of SHPs) had a bank account, with no marked difference between facility types.  

¶ All the hospitals reported having developed a financial report for the previous fiscal year. This 

was far less widespread in the lower level facilities with only 36% of PHCCs, 27% of health posts 

and 10% of SHPs having done so. Note that PHCCs, health posts and SHPs are not government 

spending units and so do not have to produce financial reports. 

¶ The most common reason for lower level facilities for not preparing a report was that they 

ƘŀŘƴΩǘ ŦŜƭǘ the need (41% of PHCCs and 67% of SHPs). A lack of relevant human resources (35% of 

PHCCs, 21% of HPs and 19% of SHPs%) and not having a responsible person (12% of PHCCs, 9% of 

HPs and 16% of SHPs) were other key reasons. 

¶ Most facilities reported not having carried out an internal audit (25% of hospitals, 71% of 

PHCCs, 84% of HPs and 91% of SHPs) or final audit (25% of hospitals, 61% of PHCCs, 88% of HPs and 

90% of SHPs%)in the previous fiscal year.  

¶ Of those facilities that had carried out an audit, 42% of hospitals, 36% of PHCCs, 20% HPs and 

25% of SHPs  had received a recommendation to carry out a financial audit in a more timely way, 

and 25% of hospitals, 27% of PHCCS and 13% of SHPs were recommended to work on auditing 

irregularities. 
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7 GOVERNANCE AND ACCOUNTABILITY  

7.1 INTRODUCTION 

NHSP 2 recognises that putting in place a system and resources may not yield the intended results and 

impact unless adequate attention is given to improving the governance and accountability of health 

service provision. The Ministry of Health and Population (MoHP) is setting up a downward 

accountability mechanism for health planning and management through participatory planning with 

local stakeholders and by promoting social audits. The move towards more decentralised management 

should increase downward accountability and community ownership, which should improve access to 

health services for local people, and especially for poor and excluded people. The Local Self-

Governance Act, 1999 authorises local bodies (district development committees, village development 

committees [VDCs] and municipalities) to operate and manage health institutions at the local level. 

However, the absence of elected officials in local bodies since mid-2002 has hindered the effective 

implementation of this act. 

In 2010, MoHP produced a governance and accountability action plan (GAAP) (MoHP 2010c), which 

incorporates measures to make health services more client-focused and accountable, with a particular 

focus on poor and excluded people. However, a lack of clarity about GAAP activities and how they can 

be implemented means that it is difficult to assign clear measurable indicators for monitoring and 

evaluating achievements against the GAAP. This plan is being revised. 

This chapter explores findings from the Service Tracking Survey (STS) 2011 related to governance and 

ŀŎŎƻǳƴǘŀōƛƭƛǘȅΣ ǎǇŜŎƛŦƛŎŀƭƭȅ ƛƴ ǊŜƎŀǊŘǎ ǘƻ ǘƘŜ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ bI{t нΩǎ D!!tΣ ǘƻ ƎƛǾŜ ŀ ǇƛŎǘǳǊŜ ƻŦ ǘƘŜ 

ŎǳǊǊŜƴǘ ǎƛǘǳŀǘƛƻƴ ƻŦ ƎƻǾŜǊƴŀƴŎŜ ŀƴŘ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ƛƴ bŜǇŀƭΩǎ ƘŜŀƭǘƘ ǎŜŎǘƻǊΦ 

7.2 RESULTS 

Box 7.1: Key STS indicators for governance and accountability 

Indicators 2011 
results 

(%) 

95% CI 

% of health facilities that undertook social audits in the current or last fiscal year* 27.4 17.4-40.4 

% of facilities that conducted a social audit in the last fiscal year, made findings 
public and incorporated recommended actions in annual workplan and budget 
(AWPB) 

22.0 15.0-31.0 

҈ ƻŦ ŦŀŎƛƭƛǘƛŜǎ ǿƛǘƘ ŀ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊ ǇƭŀŎŜŘ ƛƴ ŀ ǾƛǎƛōƭŜ ƭƻŎŀǘƛƻƴ ŀƴŘ ƛƴŎƭǳŘŜŘ 
information on free drugs, outpatient services and Aama (if Aama implementing 
facility) 

58.4 43.8-71.8 

% of facilities with a health management committee (health facility management 
committees [HFMCs] and hospital development committees [HDC])  meeting on a 
monthly basis 

37.1 22.3-54.8 

% of health facilities with at least three females and at least two Dalit and Janajati 
members in health facility management committees (HFMCs) and hospital 

development committees (HDC). *  

46.0 36.5-55.8 

% of facilities with an emergency contingency plan for women and children 29.4 16.7-46.4 

* NHSP 2 logframe indicators 
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7.2.1 Social audits and community scorecards 

The demand for greater citizen participation in governance is increasing in Nepal. Social accountability 

tools, including social audits and community scorecards have been introduced in public and private 

organisations and are a key component of the GAAP. SƻŎƛŀƭ ŀǳŘƛǘǎ ǊŜŎƻƎƴƛǎŜ ǎŜǊǾƛŎŜ ǳǎŜǊǎ ŀǎ ΨǊƛƎƘǘ 

ƘƻƭŘŜǊǎΩ ǊŀǘƘŜǊ ǘƘŀƴ ΨōŜƴŜŦƛŎƛŀǊƛŜǎΩ ŀƴŘ ǎƘƻǳƭŘ ōŜ ƛƴǎǘƛǘǳǘŜŘ ŀǎ ǇǊƻŎŜǎǎŜǎ ǊŀǘƘŜǊ ǘƘŀƴ ƻƴŜ-off events. 

The main objectives of social auditing are to monitor how resources are used, to understand who is 

benefiting, to increase transparency and to hold service providers and officials to account. Health 

sector social audits are a process by which citizens audit government health programmes and services. 

They also include the public dissemination of findings at public gatherings where social auditors 

present their findings, facilitate community engagement with service providers and officials, and solicit 

responses from service providers and officials. This process should result in action plans and 

communities rating the performance of health facilities. 

Under the Local Authority Financial Administration Regulations, 2007, the government committed to 

making social audits mandatory for all programmes within four months of the completion of that fiscal 

year. However, this is yet to be fully implemented. In 2009, the Family Health Division (FHD) of the 

Department of Health Services (DoHS) developed a model for social auditing linked to the Aama 

Programme. A model developed by the Management Division of DoHS in the same year has a broader 

scope and covers overall health service provision. The DoHS under the leadership of the Primary Health 

Care Revitalization Division (PHCRD) has recently harmonised these two social audit guidelines and 

plans to roll out the new social auditing approach to 20 districts in 2012. Recently, in 2012, PHCRCD has 

developed social audit guidelines for the whole health sector (Social Audit Guidelines for Health Sector, 

2068). According to these guidelines health facilities from SHPs to district hospitals and urban health 

clinics should undertake social audits and district (public) health offices need to make action plans to 

ensure that social audits are operational in all health facilities in their district within five years. 

The STS 2011 asked about the prevalence of social auditing. Nearly one third (27%) of the health 

facilities surveyed had conducted a social audit in the current or last fiscal year The practice of social 

auditing was less common at hospitals (25%) than at PHCCs (57%), health posts (44%) and SHPs (34%) 

(Table 7.1 and Figure 7.1).  

A social audit report had been produced by all the hospitals that had conducted social audits in the 

current or last fiscal year, however over one third of PHCCs (36%), 12% of health posts and 20% of 

SHPs had not produced such reports. Enumerators could not observe social audit reports in 54% of 

PHCCs, 41% of health posts and 45% of SHPs that reported conducting social audits. 

 Of those facilities that conducted social audits 50% of hospital, 91% of PHCCs, 71% of HPs and 90% of 

SHPs reported that they had publically disclosed the findings (Table 7.1).  Lower level facilities were 

less likely to have also displayed the information on an information board. All hospitals, 82% of PHCCs, 

53% of HPs and 60% of SHPs that conducted social audits in the previous years, reported that they had  

incorporated the recommended actions into their annual work plan and budgets (AWPB). 
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Table 7.1: Social audit practice and use of community scorecards 

 Hospitals 

(%) 

PHCCs 

(%) 

HPs 

(%) 

SHPs 

(%) 

1. Ever conducted a social audit 25.0 57.1 44.4 33.8 

n (total facilities) 16 28 45 80 

2. Timing of last social audit (fiscal year)     

2068/69 (2011/2012 to date) 25.0 25.0 40.0 33.3 

2067/68 (2010/2011) 75.0 43.8 45.0 40.7 

2066/67 (2009/2010) 0.0 31.3 15.0 25.9 

n (total facilities ever conducted social audit) 4 16 20 27 

3. Conducted social audit in current or last fiscal year (2067/68 or 
2068/69)  25.0 39.3 37.8 25 

n (total facilities surveyed) 16 28 45 80 

4. Use of social audit etc.     

Used a community scorecard 0.0 9.1 17.6 25.0 

Produced a report 100 63.6 88.2 80.0 

Report available in the facility 100 45.5 58.8 55.0 

Report/findings made public 50.0 90.9 70.6 90.0 

Made findings public on facility information board 25.0 18.2 0.0 5.0 

Made findings public at public meeting 25.0 72.7 70.6 85.0 

Included recommended actions in annual work plan and budget 
(AWPB) 100 81.8 52.9 60.0 

n (facilities that conducted social audit in current or last fiscal year) 4 11 17 20 

Source: STS facility questionnaire 

Figure 7.1: Social audit practices by health facilities in the current or last fiscal year 
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Note: Denominator for all variables in Figure 7.1 is all facilities surveyed, and hence percentages differ from Table 7.1  

Source: STS facility questionnaire 
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The use of community scorecards (CSCs) for social accountability is a new practice in Nepal. These 

scorecards solicit user perceptions on quality, efficiency and transparency. This helps to compare 

performance across facilities, generate feedback between providers and users, build local capacity and 

ǎǘǊŜƴƎǘƘŜƴ ŎƛǘƛȊŜƴǎΩ ǾƻƛŎŜǎ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ŜƳǇƻǿŜǊƳŜƴǘΦ /ƛǘƛȊŜƴǎ ŀǊŜ ƻŦǘŜƴ ŜƳǇƻǿŜǊŜd by having 

the opportunity to provide immediate feedback to service providers. 

The STS 2011 found the use of community scorecards was very low in the facilities that had conducted 

social audits in the current or last fiscal year. None of the hospitals and only 9% of PHCCs, 8% of health 

posts and 25% of SHPs reported having used a scorecard in their most recent social audits. 

7.2.2 /ƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊǎ 

!ŎǊƻǎǎ bŜǇŀƭΣ ŀƭƭ ǇǳōƭƛŎ ƻǊƎŀƴƛǎŀǘƛƻƴǎΣ ƛƴŎƭǳŘƛƴƎ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘƛŜǎΣ ŀǊŜ ǊŜǉǳƛǊŜŘ ǘƻ Ǉƻǎǘ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊǎ 

outsiŘŜ ǘƘŜƛǊ ōǳƛƭŘƛƴƎǎ ƛƴ ǾƛǎƛōƭŜ ǇƭŀŎŜǎ ŀŎŎŜǎǎƛōƭŜ ǘƻ ǘƘŜ ƎŜƴŜǊŀƭ ǇǳōƭƛŎΦ /ƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊǎ ƛƴŦƻǊƳ 

citizens about their public service entitlements, service availability, opening hours, service related costs 

and procedures and their rights. Sometimes, fines related to citizens' grievances are also listed. Such 

charters at health facilities are intended to improve the quality of health care by publishing the 

standards that users can expect. Well-informed clients can more easily exert pressure on service 

providers to improve their performance, make informed choices and push for greater transparency. 

The location of charters, the language used, and literacy, mobility and time constraints can limit the 

use of citizen charters, especially for women and poor and excluded people. 

The STS 2011 found that 88% of hospitals, 71% of PHCCs, 96% of health posts and 78% of SHPs had a 

ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊΦ hŦ ǘƘƻǎŜ ǿƛǘƘ ŀ ŎƘŀǊǘŜǊΣ ƻƴƭȅ тф҈ ƻŦ ƘƻǎǇƛǘŀƭǎΣ рр҈ ƻŦ tI//ǎΣ оо҈ ƻŦ Itǎ ŀƴŘ но҈ ƻŦ 

SHPs had placed it outside in a visible place. The hospitals were more likely to have their charter 

outside their building in a visible place than lower level facilities (Table 7.2 and Figure 7.2).  

Table 7.2: Availability, location and information included in citizen charters 

 Hospitals 

(%) 

PHCCs 

(%) 

HPs 

(%) 

SHPs 

(%) 

1. Charter available in facilities 87.5 71.4 95.6 77.5 

n (total facilities) 16 28 45 80 

2. Place where charter located      

Inside ς visible 14.3 40.0 55.8 69.4 

Outside ς visible 78.6 55.0 32.6 22.6 

Inside - not visible 7.1 5.0 9.3 8.1 

Outside - not visible 0.0 0.0 2.3 0.0 

3. Charter updated to include     

Free drugs 92.9 90.0 97.7 91.9 

Out-patient services 100 90.0 93.0 91.9 

n (total facilities) 14 20 43 62 

4. Charter had info. on Aama Programme 92.3 80.0 62.9 80.0 

n (faŎƛƭƛǘƛŜǎ ǿƛǘƘ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊ ƛƳǇƭŜƳŜƴǘƛƴƎ !ŀƳŀ 
Programme)  13 20 35 10 

Source: STS facility questionnaire 
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The researchers checked whether the charters included necessary information on free drugs, the Aama 

Programme (if applicable) and outpatient services. Of the 139 facilities with a charter, most included 

information on free drugs (94%) and outpatient services (93%). Amongst the 94 surveyed health 

ŦŀŎƛƭƛǘƛŜǎ ƛƳǇƭŜƳŜƴǘƛƴƎ ǘƘŜ !ŀƳŀ tǊƻƎǊŀƳƳŜΣ ту ƘŀŘ ŀ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊΦ bŜŀǊƭȅ ǘƘǊŜŜ ǉǳŀǊǘŜǊǎ όтп҈ύ ƻŦ 

the 78 facilities with a charter included information on the Aama Programme in their charters. 

Figure 7.2: !ǾŀƛƭŀōƛƭƛǘȅΣ ƭƻŎŀǘƛƻƴ ŀƴŘ ƛƴŦƻǊƳŀǘƛƻƴ ƛƴ ŎƛǘƛȊŜƴΩǎ ŎƘŀǊǘŜǊǎ ōȅ ǘȅǇŜ ƻŦ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘȅ 
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Note: The denominator for all variables in Figure 7.2 is all the facilities surveyed, and hence figures differ from Table 7.2 

Source: STS facility questionnaire 

7.2.3 Transparency and disclosure measures  

Table 7.3 shows STS 2011 findings on the transparency and disclosure measures adopted by health 

facilities. Information related to free essential drugs was most likely to be disclosed (79%) along with 

information on the facility workforce (77%) and current disease trends and public health interventions 

(76%). Gatherings (39%) were most commonly used to provide information on free essential drugs, 

followed by public notice boards (32%) and dissemination by female community health volunteers 

(FCHVs) (17%). For the other types of information, public gatherings were the most common means of 

disclosure. Noticeboards were also commonly used for information on the available workforce, disease 

trends and public health interventions. See Chapter 6 on financial management for findings related to 

the disclosure of information related to income and expenditure. 
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Table 7.3: Transparency and disclosure measures on types of activities and information 

Activities and information 

Public 

noticeboards 

(%) 

Gatherings 

(%) 

Disseminated 

by FCHVs 

(%) 

Disclosed but 

not specified 

the means 

(%) 

Not 

disclosed 

(%) 

Action taken on complaints 1.8 20.2 4.9 13.2 61.2 

Complaint mechanisms 7.4 16.8 10.7 16.5 52.1 

Social and financial audit reports 5.4 44.0 5.2 13.5 38.5 

Grants received 9.5 53.6 13.1 12.4 26.3 

Info. on available health workforce  30.6 39.8 17.6 6.5 23.2 

Free essential drugs 31.8 39.3 16.9 8.2 20.6 

Current disease trends and public health 
interventions 17.4 34.9 42.9 7.3 23.7 

n (total facilities) 16 28 45 80 169 

Source: STS facility questionnaire;  

Note: disclosing information on public noticeboards, gatherings, HFOMC meetings, disseminated by FCHVs are the measures 

for being transparent and disclosure of information, and some facilities use more than one method 

7.2.4 Health facility committees 

The Health Sector Reform Strategy (2004) authorised local bodies to be responsible for managing 

health facilities (MoHP 2004). The Health Facility Management Committee (HFMC) Guidelines specify 

that the formation of HFMCs for PHCCs should be led by the district development committee member 

and that the formation of HFMCs for health posts and SHPs should be led by VDC chairpersons. 

Hospitals have hospital development committees (HDCs), which are chaired by political appointees.  

Capacity building of local government units and HFMCs/HDCs is an important task to improve the 

management of local health services. Furthermore, health facilities need flexible grants to address local 

health needs and develop their functional capacity. The National Health Training Centre is currently 

strengthening the management capacity of HFMCs and HDCs. 

The STS 2011 found that HDCs had been established in all the hospitals and HFMCs in all the other 

surveyed facilities except for one SHP and that most of the HDCs and HFMCs were reportedly active 

(86%) (Table 7.4 and Figure 7.3). The lower level facilities were more likely to have inactive HFMCs. 

Over three-quarters of the facilities reported that all the members of HFMCs/HDCs had been oriented 

on their roles and responsibilities (78%), with this more common at lower level facilities. Nineteen 

percent of the hospitals, 14% of PHCCs, 11% of health posts and 14% of SHPs reported that none of 

their HFMC members had been oriented on their roles and responsibilities. 

Committee members include political leaders, academicians, elected female members of local bodies, 

FCHVs and local health promoters. The member secretary should be the chief of the health facility. The 

guidelines stipulate that women and disadvantaged people should be represented on these 

committees. SHPs and health posts are supposed to have nine-member HFMCs with at least four 

women of whom at least one should be Dalit or Janajati, and two Dalit or Janajati (ethnic group) 

members. PHCC committees should have 13 members with at least three women of whom at least one 

should be Dalit or Janajati, and two Dalit and Janajati members. HFMCs and HDCs can invite additional 

representatives of NGOs working in the local health sector to their meetings. 
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Table 7.4: Health facility committee findings 

 Hospitals 

(%) 

PHCCs 

(%) 

HPs 

(%) 

SHPs 

(%) 

All 

(%) 

1. HFMC/HDC established 100 100 100 98.4 98.8 

2. HFMC/HDC active 100 92.9 88.9 85.0 85.9 

n (total facilities) 16 28 45 80 169 

3. HFMC/HDC members oriented on roles and responsibility 

All members 62.5 71.4 77.8 79.7 78.4 

Some members 18.8 14.3 11.1 6.3 7.8 

No members 18.8 14.3 11.1 13.9 13.8 

4. Participation of marginalised, Dalit & female members in meetings 

Always 43.8 32.1 55.6 53.2 51.8 

Most of the time 25.0 50.0 24.4 31.6 31 

Sometimes 0.0 7.1 15.6 7.6 8.9 

Rarely 0.0 3.6 2.2 5.1 4.2 

Never 31.3 7.1 2.2 2.5 4.2 

n (total facilities) 16 28 45 79 168 

5. Participation of marginalised, Dalit and female members in decision-making 

Always 63.6 23.1 54.5 42.9 44.4 

Most of the time 27.3 42.3 22.7 33.8 32.1 

Sometimes 9.1 19.2 13.6 11.7 12.3 

Rarely 0.0 15.4 9.1 10.4 9.9 

Never 0.0 0.0 0.0 1.3 1.2 

n (total facilities) 11 26 44 77 158 

Source: STS facility questionnaire 

The STS 2011 found that the minimum number of members was 4, 6 and 5 on PHCC, health post and 

SHP HFMCs respectively (Table 7.5). The lower level facilities reported on average higher membership 

of women and excluded caste/ethnic groups (Dalits and Janajatis) on their HFMCs, whereas hospitals 

on average had more Brahmins, Chhetris and men on their committees. Some of the committees had 

no Dalit or Janajati representatives. Only 42% of the health facilities surveyed (13% hospitals, 43% 

PHCCs, 40% health posts and 49% SHPs) reported that their HFMC/HDC had at least three female 

members and at least two members from excluded groups (Dalits and Janajatis). 

The level of participation of marginalised, Dalit and female members in HFMC/HDC meetings was 

encouraging. Nearly half of the facilities with committees reported that these members were always 

active in the meetings (49%) and 44% of facilities with these member participating stated that they 

always participated in decision-making (Figure 7.4). Participation by these members was reportedly 

better in health posts and SHPs than in PHCCs and hospitals. However, where they were reported as 

participating at the hospital-level they were more likely to be involved in decision-making than in lower 

level facilities. These members reportedly never participated in committee meetings in only 6% of 

facilities.  
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Figure 7.3: IŜŀƭǘƘ ŦŀŎƛƭƛǘȅ ŎƻƳƳƛǘǘŜŜ όICa/ǎ ŀƴŘ I5/ǎύ ΨŀŎǘƛǾŜƴŜǎǎΩ ŦƛƴŘƛƴƎǎ 

 

Source: STS facility questionnaire 

Figure 7.4: Capacity building on GESI and participation of marginalised people on health facility 

committees 

 

 Source: STS facility questionnaire 
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Table 7.5: Number of members of health facility committees (HFMCs and HDCs) 

  Hospitals PHCCs HPs SHPs 

Total members on 
HFMC/HDC 

Mean  9.7 11.3 9.9 9.8 

Min. 5 4 6 5 

Max. 17 21 20 15 

Total 155 316 446 772 

Males Mean  8.2 8.6 7.5 6.9 

Min. 4 3 3 3 

Max. 15 19 14 13 

Total 131 242 337 545 

Females  Mean  1.5 2.6 2.4 2.9 

Min. 0 0 0 1 

Max. 3 6 6 7 

Total 24 74 109 227 

Dalits and Janajatis Mean  1.8 4.2 4.7 4.5 

Min. 0 0 0 0 

Max. 9 11 11 15 

Total 29 118 211 356 

Brahmin/Chhetris Mean  7.3 6.9 4.7 4.8 

Min. 0 0 0 0 

Max. 15 14 13 12 

Total 12 33 44 90 

Terai/Madhesi 
other castes 

Mean  0.6 0.2 0.5 0.5 

Min. 0 0 0 0 

Max. 9 6 6 9 

Total 9 6 22 36 

Source: STS facility questionnaire 

Government guidelines specify that Health Facility and Operation Management Committees 

(HFOMCs)/hospital development committees (HDCs) should meet once a month. However, only 39% of 

PHCCs, 38% of HPs and 38% of SHPs reported that they held a meeting at least once a month. It was 

even less common at hospitals, with just 19% doing so (Table 7.6). Further, 69% of hospitals, 75% of 

PHCCs, 62% of HPs and 67% of SHPs reported to have held at least one HFMC/HDC meeting in the 

current fiscal year (2011/12) prior to the survey. Of the 150 facilities reporting that their HFMC/HDC 

was active, only 38% reported holding regular monthly meetings (Table 7.7).  
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Table 7.6: Frequency of health facility committee (HFMC/HDC) meetings 

 Hospitals 

(%) 

PHCCs 

(%) 

HPs 

(%) 

SHPs 

(%) 

1. Frequency of HFMC/HDC meeting     

Every month 18.8 39.3 37.8 38.0 

Every 2-3 months 31.3 25.0 8.9 11.4 

As per need 50.0 35.7 53.3 50.6 

2. Last HFMC/HDC meeting (FY)     

2068/69 (2011/2012 to date)  68.8 75.0 62.2 67.1 

2067/68 (2010/2011) 31.3 25.0 35.6 31.6 

2066/67 (2009/2010) 0 0 2.2 1.3 

n (total facilities) 16 28 45 79 

Source: STS facility questionnaire 

Table 7.7: Reported activeness and frequency of health facility committee (HFMC/HDC) meeting 

Frequency of meetings 

Active 

(%) 

Not active 

(%) 

Total 

(%) 

Every month 38.7 16.7 37.7 

Every 2-3 months 16.7 0.0 12.0 

According to need 44.7 83.3 50.3 

n (total facilities) 150 18 168 

Source: STS facility questionnaire 

The most common activity undertaken by the HFMCs and HDCs at all levels in the year preceding the 

survey was supporting infrastructure development and maintenance as mentioned by 56% of hospitals, 

68% of PHCCs, 55% of HPs and 54% of SHPs, followed by health service management (38% of hospitals, 

21% of PHCCs, 22% of HPs and 38% of SHPs expansion of services, financial management and human 

resources. The PHCC HFMCs were most likely to have focussed on expanding services (50%) and on 

logistics (32%). At the health post level activities relating to human resources (33%) and logistics (31%) 

were most common as was health service management at the SHP level (38%). Health facility 

committees (HFMCs/HDCs) reported that they had recruited health workers (88% of hospitals, 79% of 

PHCCs, 49% of HPs and 34% of SHPs) in the last fiscal year. 




































































































































































































































