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FOREWORD

The Service Tracking Survey 2011 (STS 2011) was implemented by the Ministry of Health and
Population (MoHP) with technical assistance from Nepal Health Sector Support Programme (NHSSP). It
was designed to collect information to monitor indicators in the NHSP || logical framework; identify
inputs for the national Health Financing Strategy; and monitor the implementation of the Aama
Programme and free health care. It also assessed the financial management capacity of health facilities
and collected information on functionality, client experience and quality of care.

The design and implementation of STS 2011 was overseen by a technical working committee (TWC)
with representatives from government, external development partners and NHSSP advisors. The

survey was designed to provide national level estimates of key indicators that can be monitored over
time.

The districts were selected randomly, with one from each of 13 sub-regions, ensuring that all regions
and topographical zones are represented in the survey. All hospitals within the 13 selected districts
were selected, along with a sample of PHCCs, HPs and SHPs.

| believe that this study has provided crucial information to help monitor the progress of NHSP |I.

| would like to thank all those who contributed to the successful completion of the STS 2011.

Dr Praveen Mishra
Secretary
Ministry of Health and Population
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2417 available 24 hours a day, 7 days a week

AA anaesthetist assistant

AHW auxiliary health worker
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MCHW maternal and chd health worker

MDGP doctor of medicine, general practitioner

MIS management information system

MoHP Ministry of Health and Population

MTCT mother to child transmission

n sample size

NDHS Nepal Demographic and Health Survey
NHSP 1 First NepaHealth Seair Programme (200z2010)
NHSP 2 Second Nepal Health Sector Programme (2Q005)
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OoP output

OPD outpatient department

ORS oral rehydration stution

PHCC primary health care centre
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B tuberculosis
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EXECUTIVE SUMMARY
A.  INTRODUCTION

The second Nepal Health Sector Programme (NHSP a®jdes an overall framework for the
RSOSt2LIYSyd 2F bSLItQa KSIfGdK aASO02N) 6SG6SSY Hnawm
the utilisation of health care services, and aims to address disparities between different income,
gender, caste, ethniand other groups. The three objectives of NHSP 2 are:

i toincrease access to and utilisation of quality essential health care services;

9 to reduce cultural and economic barriers to accessing health care services and harmful cultural
practices in partnershigiith non-state actors; and

9 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 Servicedking 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 facilitybased information.

B. METHODOLOGY

The following factors were considered véhitlesigning 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 zonegd; and al
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 1Bgidns. A total of 169 health facilities
were assessed acrosstii3 selected districts covering all the public hospitals and a sample of primary
health care centres (PHCCs) (76%), health posts (41%) andaithy posts (SHPs) (15%). In addition,
exit interviews were conducted with 1,017 clients: 820 outpatients a@d 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¢ 2 LINE BARS AYTF2NXIFGAZ2Y F2N Y2y sd@giah y3  NB
framework and Governance and Accountability Action Plan (GAAP)

NHSP 2 logical framework

LY HammXE F2fft2gAy3 O2yadzZg G GA2ya gAGKAY az2ltx Al
framework would be revised in what is now called the labframework. 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 targatere set for 2011.

Achieved target Good progress, Not achieved target Poor progresg;
no 2011 target no 2011 target
1 % of health facilities thatf § % of health facilities| 1 % of sanctioned posty 1 % of hospitals that
have undertaken social with at least three that are filledt have at least 1
audits as per MoHP females and at least doctors at district obstetrician
guideline in the last two Dalit and hospitals gynaecologist or
fiscal year; Janajatmembers in MDGP (specialist

health facility 1 % d sanctioned posts gengral practitioner),
management . 5trained nurses, and
that are filled-

T % of clients satisfied committees 1 anaesthetist or
with their health care at doctors at PHCCs; . .
anaesthetist assistant

hospitals, PHCCs, healtl (HFMCs) and

hospital
posts and SHP.S .(age' S development 1 % of sanctioned posts L
and caste/ethnicity); . ) 1 % of districts that
committees (HDC) that are filled- nurses
at district hospitals Pa\{? at Ieas(;_one I
acility providing al
0,
T ;;eogik;fhai‘:h Eg::fe?at 1 % of safe abortion comprehensive
rovidin geliveries sites with post 1 % of sanctioned posts emergency obstetric
24/7 9 abortion long acting that are filled- nurses and neonatal care
' family planning at PHCCs; (CEONC) signal
services. functions 24/7.

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

1 % of health posts
providing condoms,
pills, injectables,
intrauterine
contraceptive devices
(IUCD) and implants.

Governance and accountability

1 Nearly one thid (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 facilitieall Hospitals, 82% of PHEG3% 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).

f az2aid KSI t 0K Ll2ada o6dez0 KI Rtald (87D) SHPS (Br9oXrad PAIBAs NIi S N
OTM20® bSIENIe@ F2dzNJ 2dzi 2F FALS K2alLRAOlfta o610
in a visible place, while less than a quarter of SHPs (23%) had done so. Of those with a charter,

most included informabn on free drugs, outpatient services and the Aama Programme (if they
were implementing the latter).

1 Hospital development committees (HDCs) had been established in all hospitaleatid facility
management committeegHFMCSs) in all lower level faceii, except for one SHP. Most of these
committees were reportedly active and over thrgearters had oriented all their members on
their roles and responsibilities. The most common activity by HFMCs and HDCs was infrastructure
development and maintenancend half of the HFMCs and HDCs had recruited health workers.
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1 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 adie in committee meetings, with a lesser number reporting that these members always
participated in decisioimmaking.

OBJECTIVE 2:To provide inputs for the National Health Financing Strategy
1 MoHP was the main financier of health facilities at all leegtept for the higher level hospitals.

1 All facilities, except for district hospitals, derived a significant proportion of their income from
a2dz2NDOSa y20 AyOfdzZRSR Ay (KS az2ltQa |yydzZdt ¢2NJ]
report to the goernment 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 oherdtent
to which their allocation contributes to achieving health sector goals.

1 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 thag received their
allocated budgets.

9 Facilities received most of their budgets in the last trimester. This pattern complicates facility cash
management and helps explain why budgets are often wsgent.

9 Staff salaries were the major expenditure categfsom 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 impémentation of the Aama Programme
1 Twelve per cent of facilities that should have been implementing the Aama Programme were not.

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

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

1 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 transportricentive, 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, ant difeerent schemes
with different rules may hinder compliance.

1 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 4To monita the implementation of free health care, including the financial
management capacity of health facilities

Free care

1 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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Despitethe 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 tieaare 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

1
T
1

Most facilities (94%ad 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 threequarters 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 onehird had been advised to carry out their financial audits in a more timely way.

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

client experiences and quality of priority health services

Human resources

T

Staff at most facilities (>80%) felt that the number of sanctioned staff was inadequate, especially
for maternity services. The official nuebof 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 dficially 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 themas 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 wkited, 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 thoparters of laboratory assistants, many
staff nurse, medial 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 threequarters of the sanctioned posts at SHPs were filled, imafuchost 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 Ispitals. HFMCs and HDCs have been responsible for recruiting relatively
high proportions ofANMs at the higher level hospitals, AHWs and ANMs at district hospitals, and
AHWSs and AHWs at health paosts

The shortage of formal anaesthetic and obstetric skdlsaffecting 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

T

Acrossthe 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 leastme 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 #weeters had access to at
least one refrigerator 24 hours a dayowever, a quarter of PHCCs, over a half of health posts and
over threequarters of SHPs had no access to a refrigerdtiot all of those without constant
access to a refrigerator used ice boxes.

Many of the health facilities stored drugs ordered by iexplate; however, nearly onfifth of
hospitals (19%) did not.ess 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 garg&l 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 hospitateaternity clients paid an average of Nepali rupees (NPR)
1,892, while outpatients paid an average of NPR 250.

Quiality of care

T

D.

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

Most birthing centres were providing routine deliveries (98%), with over Hopesters doing so

24 hours a day (77%). However, less than thgearters of CEONC facilities (71%) provided all
CEONC signal functions @ 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 ifih of PHCCs provide all BEONC signaitfons, 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 @n68% of the PHCCs were officially classified as safe abortion sites. Post
abortion care was available at most safe abortion sites (80%)}thintds provided first trimester
abortion care (66%) and over a quarter (26%) provided second trimester aborlibese was

good provision of short term hormonal, shagrm northormonal, long term and permanent
methods of family planning at all facility levels (as appropriate) and-glosttion family planning

at safe abortion sites.

Onethird of clients thought thait 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.

2011 RESULTS AGAINST STS INDICATORS

Table 0.1 presents key indicators fronetBTS 2011 to reflect each of the key themes. The indicators
that are included in the NHSP 2 logical framework are shadehi(darker) colour
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Table 0.1: Key indicators from the STS 2011

STS 2011 indicators 2011 95% ClI
results
(%)

FREE CARE
% of aitpatients aware of free care 92.1 83.1-:96.6
% of Dalit and Janajati outpatients aware of free care 80.6 50.394.3
% 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 underfthe care policy 55 2.412.4
AAMA PROGRAMME
% of hospitals, PHCCs and health posts implementing Aama 88.0 77.294.1
% of maternity clients aware of transport incentive 81.4 54.394.2
% of Dalit and Janajati maternity clients aware of transpareittive 82.8 55.295.0
% of maternity clients aware of free delivery care 78.3 43.294.5
% of Dalit and Janajati maternity clients aware of free delivery care 83.1 47.696.4
% of maternity clients who paid for delivery care 50.3 25.275.2
% of Dalitand Janajati maternity clients who paid for delivery care 57.3 20.484.0
FINANCIAL MANANGEMENT
% of facilities that spent all the money received 26.7 14.1-44.8
% of facilities with a bank account 94.6 74.499.1
% of facilities that disclosed theirdome 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 7.421.1
% 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 27.4 17.440.4
year*
% of facilities that conducted a social audit in the last fiscal year, made findi 22.0 15.031.0
public and incorporated recommended actions in annual workplankardet
(AWPB)

2 2F FLOAEAGASAE gAGK | OAGAT SyQa ( 584 43.871.8
information on free drugs, outpatient services and Aama (if Aama implemen
facility)
% of facilities with a health managentesommittee (health facility 37.1 22.354.8
management committees [HFMCs] and hospital development committees
[HDC]) meeting on a monthly basis
% of health facilities with at least three females and at least two Dalit and 46.0 36.555.8
Janajati members in health fatjflimanagement committees (HFMCs) and
hospital development committees (HDC)*
% 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 95% ClI
results
(%)
1 Doctors at ditrict hospitals* 68.9 46.7-79.6
1 Doctors at PHCCs* 50.0 35.1-:64.9
1 Nurses at district hospitals* 83.3 74.389.6
1 Nurses at PHCCs* 73.8 60.583.8
% of hospitals that have at least 1 obstetric@ymaecologist or Specialist 31.2 14.555.0
General Practitioner (MDGP), B& (skilled birth attendant) trained nurses ang
1 anaesthetist or anaesthetist assistant*
% of PHCCs with at least 1 meduaféicers, 1 health assistatgenior auxiliary 7.1 0.647.8
health worke{SAHW), 1 staff nurse, 2 AHWSs, 3 ANMs and 1 labassist
filled post
% of category A health posts with at leadtdalth assistanSAHW, 2 AHW and 53.3 19.284.6
1 ANM in filled post
% of category B health posts with at leasdtelalth assistadSAHW, 1 AHW and 20.0 8.7-39.6
1 ANM in filled post
% of SHPs with at least 1 AHW, 1 MCHW and 1 VHW in post 50.0 37.862.2
DRUG SUPPLY AND STORAGE
% of facilities with drugs stored in a cool and dry place 86.8 64.096.1
% of facilities with drugs stored as d&st expired, first ou{FEFO) pmiciples 87.9 76.594.2
% of PHCCs with at least one fridge with guaranteed power 24/7 47.6 24.372.0
% of outpatients who paid for essential drugs 40.6 24.059.7
% of materniy clients who paid for angrugs 55.0 25.981.0
QUALITY OF CARE
% of healh facilities with running water and soap 88.0 78.693.6
% of facilities with comprehensive biomedical waste management in place
(puncture proof bin for needles; bin for disposing of plastics; bin for disposin
blood/fluid stained items; pit for placeatdeep burial) 125 85179
% of CEONC facilities providing all CEONC signal functions 24/7 71.4 26.494.6
% 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 CEONi@kfunctions 24/7* 38.5 21.558.8
% 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 deliverigg24 79.2 51.693.1
% of safe abortion sites providing peatortion care, and first trimester 11.1-48.9
abortion 25.7
% of safe abortion sites with long acting family planning services* 91.4 77.897.0
% of district hospitals providing male and femaégrpanent family planning 9.670.2
services 33.3
% of health posts providing condoms, pills, injectables, [IUCDs and implants 13.3 5.827.9
% of outpatients who thought the facility was overcrowded 30.9 20.244.1
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% of maternity clients who thought mateity department was overcrowded 23.6 13.937.0
% of clients (maternity and outpatients) who thought the facility was clean/vi 35.256.0
clean 45.4
% of clients (maternity and outpatients) who thought the respect for their 37.270.0
privacy was good/very good 541

Note: NHSP 2 logframe indicators are shadddin(darker) colouand marked with an asterisk (*).
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1 INTRODUCTION

1.1 BACKGROUND

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

LI I yYAy3 T OGAGAGASE ¢ A (MY NBSP s fofuded dnSneréading acteS0 (i 2 N.
to and the utilisation of health care services, and aims to address disparitiwsdredifferent income,

gender, caste, ethnic and other groups.

The three objectives of NHSP 2 are:
91 Increase access to and utilisation of quality essential health care services (EHCS).

1 Reduce cultural and economic barriers to accessing health care seauiceharmful cultural
practices in partnership with nestate actors.

1 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
AYF2NXYIEGA2Y A& @FAfTFofS FNBY GKS 3I20SNYYSydQa N
Management Information System (HMIS). Hence there is a need for additional data collection,
including facilitypased and household surveys. Service Trgcl8arveys (STS) are therefore being

carried out to gather additional facilitg 8 SR Ay F2NXI GA2y G2 Y2yAd2N bl
surveys are designed to inform healthlated programmes at health facility and community levels.

The STS 2011 evolvedrt previous health facilitpased surveys. During the latter part of the first
Nepal Health Sector Programm@HSP 1, 20@2009) a health facility survey was conducted three
times per year by the Ministry of Health and Population (MoHP) with support frarHealth Sector
Reform Support Programme (HSRSP) to monitor free health care. These surveys were undertaken in
one district in each of 13 sufegions (see Table 2.1 for these s@gions). All hospitals within the
selected districts were surveyed alongw#4% of primary health care centres (PHCCs), 39% of health
posts (HPs) and 15% of shibalth posts (SHPs). The survey instruments included a facility tool with
guestions on the amount of funding received and used for free care; the supply, consumpttbn, a
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 charactedst 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 programm@ovides incentives for mothers to give birth in health facilitiesThe
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 moningy free care provision and the Aama Programme, from
2011 only one survey is being carried autan annual STS to that monitors both free care and the
Aama Programme.



1.2 SURVEY OBJECTIVES

The objectives of these STSs are as follows:

1 Provide information formonitoring identified indicators in the NHSP 2 logical framework and
GAAP Governance and Accountability Action Plan)

1 Provide inpts for the new National Health Financing Strategy (which is currently under
development).

Monitor the implementation of the Ama Programme.

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

1 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 implendamteler 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 anneXas. first part (Chapters¢B) 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 aceoss sev
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 ane final chapter (Chapter 11) presents the
achievements of these indicators against the targets.



2 METHODOLOGY

The following factors were considered while designing the sampling strategy for the Service Tracking
Survey 2011 (STS 2011):

1 the data needs to & nationally representative (but will not provide district level estimates);
1 the key indicators need to be monitored over time;

9 the districts will be randomly selected for each survey; but all regions and topographic zones
will be represented in all surveyand

1 all hospitals within the selected districts will be included, along with a proportion of primary
health care centres (PHCCSs), health posts anehsalih posts (SHPSs).

2.1 SAMPLING STRATEGY

District selectiont The cluster design for the periodic Nefz@mographic and Health Surveys (NDHS)
stratifies Nepal into three topographic zones (mountain, hill and Tarai), five development regions and
subsequently into 13 sukegions. Due to their relatively small populations the mountain districts in the
Western,Mid-Western and FavWestern development regions are combined into one-gedpion. The

same 13 sulvegional domains were used in the facility surveys conducted by the Ministry of Health
and Population (MoHP)/Health Sector Reform Support Programme (HSRBBY iand 2010. The STS
2011 took a similar cluster approach to sampling (Table 2.1) by randomly selecting one district from
each of the 13 subegions (see Figure 2.1 and the districts in bold in Table 2.1). The advantages of
using this approach are thdtis 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 sukregions (STS 2011 districts are given in bold)

Subregion (13) Districts (75)
Easterrmountain (3) Taplejung, Sankhuwasabtglukhumbu
Central mountain (3) Dolakha, Rasuw&indhupalchowk

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

Eastern hill (8) Bhojpur, Dhankuta, Ila, Khotang, OkhaldhungRanchthar Terhathum, Udayapur

Central hill (9) Bhaktapur, Dhading, Kavrepalanchowk, Kathmandu, Laliyakawanpur, Nuwakot,
Ramechhap, Sindhuli

Western hill (11) Arghakhanchi, Baglung, Gorkha, Gulmi, Kaski, Lamjung, Myalpdi, ParbatSyangja
Tanahun

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

Farwestern hill (4) Achham Baitadi, Doti, Dadeldhura

Eastern Tarai (5) Jhapa, Morang, Saptari, Siralsainsari

Central Tarai (7) Bara, Chitwa, DhanushalMahottari, Parsa, Rautahat, Sarlahi

Western Tarai (3) Kapilbasty Nawalparasi, Rupandehi

Mid-western Tarai (3) BardiyaBanke Dang

Farwestern Tarai (2) Kailali Kanchanpur




Figure 2.1: Map of Nepal showing location of STS 2011 districts

Health facility selectiont The sampling approach used to select facilities was designed to produce
nationallyrepresentative but not districtevel representative samplegVithin the 13 selected districts

a sampling frame was created including all prblealth facilities divided into hospitals, PHCCs, health
L2ada FYyR {ltad ¢KS W{IYLXAY3I alydzZadft F2NJ ClFOAfAIl
to identify the number of facilities by type to be sampled. The total number of facilities sel€bE®)

exceeded the number recommended in the manual (100). Hitghesl facilities had a higher
probability of being selected, withllapublic hospitals in selected districts included. Tégual

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

SHPs

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

1 All 16 publichospitalsin the study districts, including 12 district level hospitals and four higher
level hospitad, were selected.

1 Between one and fiv@HCCwere 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 selecté&tis resulted in 28 (76%) of the 38 PHCCs in the
13 districts being selected.

1 Fortyfive of the 110health postsacross the 13 districts were selected, ranging from six to ten
per district. This represented 40% of health posts across the selectedtdistric

1 Eighty of the 53GHPsvere selected representing 15% of SHPs in the selected districts.

' 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.
4



Table 2.2: Number of facilities by type and district in total and included in STS 2011

District Population HDI* Hospital PHCC Healthpost Subhealth
(census ranking post
2011) (2004) | 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 751125 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 38 28 110 45 536 80
(100%) (76%) (41%) (15%)

b2d4S8 FY I15L I !'b5tQ& Idz¥ty 5S8S@St2LISyd LYRSE ¢! hvaiabe
districtwise HDI rankings.

Selection procedure for PHCCs, health posts and SHPs:

1 Step 1:Within each district he PHCCs, health posts and SHPs were listed separately and
arranged in serpentine order commencing at a corner of the sampling f{ffonexample, the
northwest). Systematic equal probability saniph was used, which gave the same chance of
selection to every facility within thelistrict. Each facility within thelistrict was numbered
following the serpentine order.

1 Step 2The samplavas selected based on the interval, | = 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 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.

1 Step 3The sample interval (3) was then added to the first randomly selected facility (2);ti.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, fleerth 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 fingialth post on the list became the fourth
selected health post.



9 Stepsl to 3 were repeated to select the other levels of facilities in the district and for the other
twelve districts.

Client selectiont Exit interviews were conducted with 820 outpatients and 197 women who had
recently delivered or experienced complicatiopest-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 DE&ERSI

Questionnaires developed in previous health facliased 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 revisedtruments 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:
1 a health facility questionnaire;
1 exitinterviews with outpatients; and
1 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 The revised logical framework (2012) of NHSP 2 calls for an STS to be
caried out each year to collect information on the following indicators:

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

1 Percentage of health facilities with at least three females and at least two Dali@majati
members in health facility management committees (HFMCs) and hospital development
committees (HDC).

Percentage of sanctioned posts that are fillatbctors at PHCCs.
Percentage of sanctioned posts that are fillatbctors at district hospitals.
Percentage of sanctioned posts that are filtedurses at PHCCs.

Percentage of sanctioned posts that are filledirses at district hospitals.

=A =4 =4 4 =

Percentage of hospitals that have at least 1 obstetriggnaecologist or a specialist general
practitioner MDGP), 5 SBA (skilled birth attendant) trained nurses and 1 anaesthetist or
anaesthetist assistant.

1 Percentage of districts with at least one facility providing all comprehensive emergency
obstetric and neonatal care (CEONC) signal functions 24/7.

1 Percentge 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 padiortion longacting family planimg services.



9 Percentage of health posts providing condoms, pills, injectables, IUCDs and implants.

1 Percentage of health facilities that have undertaken social audits as per Government of Nepal
(GoN) guidelines in the lafitcalyear.

Tracking resourcesral activitiest The STS 2011 also tracked the financial and human resources of
the health facilities (over Nepali fiscal year 2010/2011 [=-doily 2010 to midluly 2011]). The
information collected was of the following four types:

1 Release of funds covegrthe 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.

Staffingt covering filled, deputed and contract (including HENMnd HDC) posts, by staff
category (doctors, health assistants, nurses, auxiliary health workers (AHWSs), maternal and
child health workers (MCHWSs), village health workers (VHWS) and laboratory assistants.

1 Receipt of free care (including medicine) and o payments.
Service functionalityt Information was collectedn the readiness of the facilities to provide priority
services; infrastructure; basic and comprehensive emergency obstetric and neonatal care

(BEONC)/CEONC availability and functionalitg; the membership and functionality of health facility
management committees (HFMCs).

Translationst Backto-back translations of the questionnaires (EngiisbpaltEnglish) were done to
ensure the quality of the Nepali and English versions prior tetgseng.

Pretesting T In midAugust 2011 the questionnaires were gested in Kavre and Sindhupalchowk
districts to validate and finalise the order of questions, and identify any necessary changes. The facility
guestionnaire was préested at all four levis 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
Supervisorst  One supervisor coordinated data collection in each district. The selection criteria for
coordinabrs were:

1 experience in supervising research activities, preferably related to health systems;
experience in conducting facilityased surveys;
322R (y2¢6fSR3IS 2F (GKS D2@OSNYyYSyid 2F bSLIfQa K
good writing skills in English and Nepali;

Ny
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a paramedtial background (health assistant, staff nurse) or bachelors degree in medicine, public
health, nursing or social science;

9 familiarity with local cultural and political situation; and
9 ability to work as part of a team.

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

Enumeratorst 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 loca
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enumerators from each district were identified with support from regional health directorates,
international nonrgovernmental organisations (INGOs) and {g@mvernmental organisations (NGOS)
with a presence in the field in the selected districts.

The crieria for the selection of enumerators were as follows:
1 preferably female;
local residents with familiarity of local language and geographical situation;
educated to least school leaving certificate level,
previous interview or survey experience, ideafiated to the health sector;

basic knowledge and experience of the government health system; and

= =4 =4 4 =

caste and ethnic balance.

2.4 ORIENTATION AND TRAINING

Supervisor orientationt Prior to training, the 13 supervisors took part in a aley orientation
meeting,which provided an introduction to the questionnaire, fieldwork and code of conduct.

Trainingt The 65 enumerators and 13 supervisors attenddive-day training workshop in August
2011. The training took place througiresentations, roleplays, and groupliscussions. Itovered
survey objectives, approach, ethical issues, research instruments, monitoring and reporting, data
guality assurance and logistical suppdrarticipants were orientated on the three questionnaires with
every question thoroughly disssed and misinterpretations clarified.

2.5 IMPLEMENTATION

Data collectiort 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 betd2eBeptember and 25
October 2011.

Support and supervisiom Monitoring and superision 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.

Quiality assuranca The completed questionnaires were checked by the monitoring team during and
after data collection. Feedback was provided to survey teams during data collection. Sofgervi
checked all questionnaires before sending them to Kathmandu for data entry.

2.6 DATABASE DESIGN, CODING, ENTRY AND CLEANING

Database design Three databases were developed in CS Pro softwaome for each tool. The data
entry software was developed toakie the same appearance as the questionnaire to minimise data
entry errors. The databases were gested before data entry started, and any errors were fixed.

Codingt Openended responses were coded prior to data entry. Completed questionnaires were
assgned unique ID codes.



Data entryt The data entry officers received a oeday 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 procasg. They were closely monitored by the database designer and
backup files were created each day to prevent data loss.

Data cleaningt Consistency checks and content cleaning were carried out. Outliers in continuous
variables were checked. Entry errovgere crosschecked against hard copies of the completed
questionnaire. Variables were cresbulated to check consistency

Data analysist Statistical analysis software Statistical Product and Service Solutions (SPSS) 16 has
been used for data analysis.el§uency tables of all variables have been produced, along with cross
tabulation with type of facilities for all the facility level information and key sdeimographic (such as
caste/ethnicity, ecological zone, and level of facilities) for exit intercisnts.

Weighting

Facility data:

1 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 elimirat any bias related to the different probabilities of selecting
different levels of facility. Without weighting, the lower level facilities are urggresented, given
the lower proportion selected, and the higher level facilities are aepresented, gien the higher
proportion selected. The data were pestratified, 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 Rep2009/10. 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.

1 The data presented for each level of facility individually were unweighted, as the weight applied to
each level izonstant. It was not felt appropriate to give, for example, one PHCC more weighting
than another PHCC just because it was selected from a largeregidn and so had a lower
probability of being sampled. There is no evidence of greater similarities batfeilities within
one subregion compared to facilities from another, and indeed neighbouring facilities can often be
in stark contrast to one another.

9 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:

1 As with the facility data, it was necessary to chltei 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 (Amex 2.1).

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-sedfion. There are differences in the level of
utilization at each facility level been subregions and, without weighting, the characteristics of



the larger subregions are underepresented and the characteristics of the smaller-sepions are
over-represented.

1 The data were posstratified so that the data from each subgion and leel 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 iriews.

1 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 havingitrweight trimmed.

1 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 testand Interval estimation

The sampling design involved the selection of only one PSU (district) within eacbgsub (strata),

and also involves postratification; such a design cannot be acknowledged precisely in the data

analysis. However, we appraxite 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 twievel clustering (districts as PSUs and facilidgsSecondary

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, sta/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 facilitys,|guaiticularly

hospitals.

1 We have used the complex survey adaptations of thesghiared test for the categorical variables.

1 We have reported significance with avplue of <0.05 (significant at the 5% level).

1 Confidence intervals were computed for tkey variables in each chapter, including all N3
indicators.

2.7 LIMITATIONS AND CHALLENGES

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

1 The STS 2011 is a cr@estional survey and hence only provides a snapshot of informatio
one point in time.

1 The findings are nationally representative, but the study was not designed to produee sub
regional or district estimates of the research gquestions.

1 Some of the questions relied on the perspective of clients and so their answerbartzgsed
by subjective interpretations.

1 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.

1 Only descriptive finihgs 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-Haglers absent and the
incomplete recording of informatn 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 repn¢ateve 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 (PHCCSs), 45 health posts and 8@esith 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 tim&®$ 2011 data collection).

Ownership of health facility buildings Table 3.1 showshe ownership status of thénealth facility
buildings. All hospitals surveyed and a high proportion of PHCCs (89%) and health posts (93%) were
selfowned. However, less #&n two-thirds of SHPs (64%) were salfned.

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 6.3 154 25.0 73.1
MoHP 68.8 69.2 40.9 10.4
INGO/NGO 31.3 19.2 341 224
Individual 0.0 0.0 2.3 1.5
n (total facilities) 16 26 44 67

Source: STS facility questionnaire

1 Perceived need for additional construction The following findings on the need for additional
constrwction 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. Staffatthost allhospitals(94%)reported the need
for additional constructiorand gaff from nearly threequarters ofhospitals(73%9 and PHCCs
(71%)reported theneed for additional constructioof staff quarters(Table 3.2)Likewise, over
half of all staff reported the need for a birthgrfacility with the need greatest at the lower level
facilitiest at 61% of SHPs and 56% of health posts.

Separate delivery roonmt  The likelihood of having a separate delivery room decreased by level
of facility with 89% of PHCCs having a separate roanthis 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 19.4 375
Inpatient ward 73.3 28.6 8.3 7.1
3. Have separatdelivery 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 famstitution 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

9 Staff accommodationt All hospitals had permanent accommodation for the head of the

institution (100%)and most (94%) had permanent accommodation for the nursing stable
3.3). Howevae, the provision ofovernight accommodation was less common, with over half
having this for health workers (56%) and less than half for nurses (44%). Permearnt
overnight accommodation waless common at lowelevel facilitiest just 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 820 (81%) with outpatients and 197 (19%) with
matemity clients.Dataare presented separately for matgty clients and outpatients, given that the
services tlky are accessing differ greathhen describing the client sample in terms of facility type
and district unweighted percentages are presented, but otherwise to make inference for clients across
Nepd data are weighted to give nationally representative figuisee Section 2.6)

Facility typet Hospitals represented only a small proportion of the facilisesveyed, but their higher
caseloads resulted imost maternity exit interviews being with hosgal clients (91%) (Table 3.4)
However, 40% of outpatient exit interviewsrere conducted with hospital clients. Most of the hospital
exit interviews were conducted at district hospital®¥%b of maternityinterviews and25% of outpatient
interviews).More than one quarter(30%)of outpatient interviewswvere conductedat PHCSE, followed

by 16% atSHR and15% athealth posts. Of the maternity interviews, 8% were at PHC%sat health
posts andSHPs.

Table 3.4: Exit interviews by type of facility

Maternity Outpatients All
(%) (%) (%)
1. Hospital 90.9 40.0 333
Central 11.2 35 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. Subhealth post 0.5 155 8.4
n (total clients inérviewed) 197 820 1,017

Source: STS maternity and outpatient exit interviews
Note: Percerdigespresented in the tablare unweighted

Districtst Most exit interviews were conducted in tHeur districts with the largest populations
Mahottari, SunsariMakawanpur, andSyangjawhich together accounted fd61% of outpatient exit
interviews and53% of maternity interviews (Table 3.5). The proportion of interviews conducted for
outpatients and maternity cases were similar in each district. Few interviews egnducted in Mugu
owing to the small caseload there.

Place of residence The maternity clients @%) were more likely than the outpatients.5%) to use a

facility located in a different district from the one in which they normally reside (TablesBi§yesting

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 distriqtl4%). For outpatients, the pattern was similar with all health

post and SHP clients, an@% of PHCC clients interviewed coming from the same district 98tnof

hospital clients coming from a different district. The districts with the mostmesident dients were

Sunsari, Banke and Kailali. Sunsari had clients from a wide range of places: Dhankuta, Morang, Saptari,
Bhojpur, Jhapa, Khotang, Saptari, Siraha and India. Theesaent Banke clients came largely from
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the adjoining district of Bardiya, ambn-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 andl hospitals.

Table 3.5: Number of exit interviews conducted in each district

Maternity Outpatients All

(%) (%) (%)

Mabhottari 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: Percenagespresented in the tablare unweighted

Table3.6: / ft ASyGdaQ LX I OS
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Hospital PHCC HP SHP Total
(%) (%) (%) (%) (%)
1. Outpatients
Same district 91.3 97.8 100 100 98.5
Different district 8.7 2.2 00 0.0 15
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 T 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 VDCGirdee clients interviewed

94% of outpatients resided in rural areadightly higher tharthe 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 PHCCutpatients coming from rural areas. At the hospital level 68% of maternity clients and
57% of outpatients were rural.

Table3.7: / f ASy(iaQ LXIOS 2F NBaAARSYOSY dzaNB Iy 2 NJ NHzNI f

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: $S maternity and outpatient exit interviews

Demographic characteristice 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):

1 Sexi67% of outpatient clients were female an@% male.

1 Age: The maternity clients tended to be younger than the outpatient clients witf#/® of
maternity clients being under 30 years of age compared to 47% of outpatient clientsrrivtgat
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 guardiaichild clients were
interviewed.) More than one fifth of maternity clients were under nineteen years 3d were
in their thirties and none were over 40 years. In contra§%3of outpatients were over 40
years. Nationally, the NDHS 2011 found that 28fnothers were under 20 years old, 73%
were between the ages of 20 and 34 years and 7% were older than 35 years.

1 Marital status: All but one of the maternity clients were married (the exception was a widowed
woman), compared tdB3% of outpatients.Twelve per cent of outpatients were single, 5%
widowed and (6% were separated.

9 Caste and ethnic groupthirty percent of outpatients and 31% of maternity clients were from
the Brahmin and Chhetri castes. Many maternity clients (69%) and outpati€its) @elorgy to
castes and ethnic groups that are prioritised for social inclusion initiatives. NHSP 2 classifies
Dalits, Adibaslanajati (Newar and Janajati), Madhesi other castes and Muslirezchsded
caste and ethnic group®lote that the study followed the céess ethnic and other population
group categorisation as given by Bennett et al. (2008). This has the groups of Brahman/Chhetri,
TeraiMadhesi other cast€s Dalits, Newars, Janajatis (ethnic groups excluding Newars),
Muslims and other (see Annex 3.1).

h2GS GKIFG WeI D Ad8ERAKEAE ROUASNNBTSNNBR (2 Fa WhiKSNI . Olét N
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Talde 3.8: Demographic characteristics of surveyed clients

Maternity Outpatients All
Background characteristics (%) (%) (%)
1. Sex
Female 100 66.9 72.6
Male - 33.1 27.4
2. Age (years)
<20 21.7 12.7 14.2
2024 46.9 18.0 23.0
2529 28.1 16.3 18.3
30-34 2.7 9.6 8.4
3539 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. Castesthnic group
Brahmin and Chhetri 30.8 29.8 30.0
Janajati 26.2 30.7 29.9
TeraiMadhesi other castes 22.0 16.7 17.6
Dalits 8.3 15.6 14.3
Muslim 8.4 4.4 51
Newar 4.1 2.8 3.0
Other 0.2 0.1 0.1
5. Education
No schooling; illiterate 24.9 50.1 45.8
No schooling; literate 4.1 10.9 9.7
Grade 15 14.7 10.6 11.3
Grade 69 27.4 14.6 16.8
SLC 14.7 10.4 11.1
Proficiency certificate 5.1 1.9 25
Bachelor degree or above 9.1 1.6 2.9
6. Religion
Hindu 86.1 80.4 81.4
Buddhist 29 9.4 8.3
Muslim 8.3 53 5.8
Christian 0.9 2.3 21
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

9 Educationt In general, the maternity clients were more educated than the outpatients, and the
outpatients were more likely to be illiterat&@% comparedd 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 grade 69 at school, and 29% had completed their school leaving
certificate (SLC) or higher (grade 10+). For outpatie2¥ had completed grade-% and 14%
their SLC or higher.

1 Religiont Most clients were Hindu @6 of maternity clients and®8%6 ofoutpatients). There was a
higher proportion of Buddhist clients using outpatient services than maternity servi¥s (
compared to 9%).

Services accessad The study found that (Table 3.9):

1 over fourfifths of exit interviewees were outpatientand the remianing 19% were maternity
clients, reflecting the higher caseload of outpatients at the facilities; and

1 most outpatients interviewed attended for general curative servicé®48 followed by acute
respiratory infections (10%) and diarrhoea (10%).

1 Note thatobstetric 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 @Gre 5.2
Family Planning 4.9
Immunization 3.8
Postnatal Careinfant 2.9
Lab test and xay 1.8
Postnatal Caremother 15
Delivery care 11
TB 0.6
Gynacologicaproblem 0.5
Other 0.5
n (total clients) 820

Source: STS maternity and outpatiexit interviews

Maternity servicest Most of the maternity clients interviewed had delivered at the facility (96%),
with 12% having arrived before labour started% during the first 24 hours of labour and 8% after 24
hours of labour (Table 3.10). The seas 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 complicationst Nearly one third (2%) of the surveyed maternity clients reported that
they had experienced a complication prior to arriving at the facility Ief&l1). 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 experiencemtior to arrival was prolonged or obstructed labourl%b),
followed by antepartum haemorrhag@%).

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

Experience of complications %
1. Had complication prior to arrival at fail 27.2
n (total clients) 197
2. Complications
Prolonged/obstructed labour 51.2
Antepartum haemorrhage 255
Vaginal bleeding during pregnancy 14.3
Retained placenta 6.3
High blood pressure 5.1
Postpartum haemorrhage 3.8
Intrapartum haemorrhage 35
Puerperal sepsis/infection 1.3
Eclampsia/preeclampsia 0.5
Missing 0.6
n (total clients) 45

Source: STS maternity exit interviews

Mode of deliveryt  Amongthe maternity clients interviewed, 92% were seen as inpatients and 8% as
outpatients. Of thoe 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 delivé@),(%ith3% having

an assisted delivery ar@ 7% a caesarean section (note that the mode eliveeryfindings reflecthose

who were interviewed andare not necessarily reflective dhe population (Table 3.12) The main
reasons for having an assisted or caesarean delivery were prolonged lalgétly #8d 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. Reaon 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 deliveryt The deliveries of those inteiewed were not evenly distributed throughout the day

with 40% occurring between 9am and 3pgmthe timing most convenient to service providers (Table
3.13).

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

Time period %
09:0014:59 hrs 40.3
15:00-20:59 hrs 15.8
21:0002:59 hrs 14.9
03:0008:59 hrs 29.0
n (total clients) 189

Source: STS maternity exit interviews
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4 FREE CARE

4.1 INTRODUCTION

The interim Constitution of Nepal, 2007 (the current constitution) considers the right tohhaalta

Fdzy RFYSYy Gl f NAIKG 2F GKS LIS2LXS 2F bSLIE FyR 3Idz

introduced free health care in several stages:

1 Since 2006, emergency and inpatient services have been provided free of charge to poor
people, people limg with disabilities, senior citizens and female community health volunteers
(FCHVSs) in district hospitals (of up to 25 beds) and primary health care centres (PHCCs) (as per
government decision of 15 December 2006).

1 Since January 2008, the provision i&ef care services has been expanded to all citizens at sub
health post (SHP) and health post level (as per decision of 8 October 2007).

1 Since January 2009, all services at district hospitals (of up to 25 beds) have been provided free
of charge for the tageted population groups gboorer people, poor/destitute/helpless people,
people living with disabilities, senior citizens and FCHVs

1 Also since January 2009, essential drugs have been made available free of charge to all citizens
(see list of drugs in Aex 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 t@@nsultations, essential drugs,
and institutional delivees 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 26&13itmtion of

free health care in 169 public sector health facilities. Data are presented from the STS facility
guestionnaire and exit interviegs conducted with outpatients @®820). The STS data collection also
reviewed Health Management Information Ssist (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%ClI
(%)
% of outpatients aware of free care 92.1 83.1-96.6
% of Dat and Janajati outpatients aware of free care 80.6 50.394.3
% 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 wipaid for care under the free care policy 5.5 2.412.4

5Ly GKS NBYFAYRSNI 2F (KAa OKFLIGSNI w2dzi LI GASYyd OFNBQ NBTSNE
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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 fareardhospitals (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 wan@re 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 signifiga®t0Q4. There was no
signifcant 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%) (Tablehkds.iF 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/ | Terai Madhesi
Chhetri other castes Dalits Newar | Janajati| Muslim | Total P

(%) (%) (%) (%) (%) (%) | (%)
1. Aware of entitlement to free carq  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 69.3 426 | 57.7
Family member/ relative 39.8 375 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 21.8 243 21.5 51 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

Mountain Hill Terai Total P
Sources (%) (%) (%) (%)
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 227 25.8 31.7 28.1
Facility staff 8.2 24.6 255 23.7
Radio 334 30.9 12.6 23.3
Health providers 35.3 15.6 185 185
Posters/ pamphlets 2.6 4.8 6.0 51
Television 18 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/ethpiity)2, with
Muslims (3%) being the least likely to pay for services, and Brahmin/Chhetris the most likely6)o (16
There was no significant difference in client refrogt of payment for services by topographical zone
(Table 4.4).0f those clients who paid for services by giving a tip to health personnel, few did so
voluntary, with no statistically significant difference by caste/ethnicffiyable 4.3 or topographical

zone (Table 4.4)

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

Brahmin/ | Teral Madhesi P
Chhetri other castes Dalits Newar | Janajati | Muslim Total
(%) (%) (%) (%) (%) (%) (%)
1. Paid for services that 16.4 7.6 49 9.5 13.0 3.1 113
should be free 0.021
n (total clients) 234 133 105 18 196 47 733
2. Told to pay tip to 100 100 100 100 97.2 100 99.0
health service provider
3. Voluntarily paid tip to 0.0 0.0 0.0 0.0 2.8 0.0 1.0 0.853
service provider
n (total clients) 87 45 24 4 57 13 230

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

Mountain Hill Terai Total P
Information on free care (%) (%) (%) (%)
Paid for services that should be free 29.0 13.0 5.9 11.3
n (total clients) 86 247 400 733 0242
Told to pay a tip to health service provider 100 98.4 100 99.0
Voluntarily paid tip to health service provider 0.0 1.6 0.0 1.0 0.717
n (total clients) 41 82 107 230

Source: STS outpatient exit interviews

Reasons for payment

Overall more thanthree 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 essentigllidt (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/ Teral Madhesi
Chhetri other castes Dalits Newar Janajati Muslim Total
(%) (%) (%) (%) (%) (%) (%)
Would not get treatment | g7 92.3 80.3 76.4 63.6 66.9
unless paid 78.2
Medicine notin free drugs 4, ¢ 15.9 25.7 0.0 44.7 0.0
list 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 availabl 4.7 159 8.0 0.0 0.2 15.1
at facility 4.6
Not entitled to free 2.0 11 5.0 0.0 1.0 36.0
services 2.3
n (total clients) 82 45 20 3 57 12 219

Source: STS outpatient exit interviews
The reason given for having to pay foreavas more or less similar in different topological zones. The

most commonly reported reasoim everyregionwas that the clientvould not get treatment unless
they paid (6/% of Mountain, 82% of Hill and Terai) (Table 4.6).
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Table 4.6: Reasons for paymenty topological zone

Mountain Hill Terai Total

Reason for paying (%) (%) (%) (%)

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 moay 18.0 0.0 5.7 57
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 otlients 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 year208#09. For PHCCs and hospftalsllowing

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 hdth 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)

25,000
20,000 19,049
16,990
15,000
10,000 10,585
7,828
7,373
5,000 6,880 . _/_,_4( 5,327
= " 4,046
3,293
0
2008/09 2009/10 2010/11
—#—District hospitals —#—=PHCC HP === SHP

Source: STS facility questionnaire

The rate of increase in the number of clients recejvinee care by topographical zone has been
uneven (Figure 4.2). In theeraidistricts the number of clients receiving free care saw a large increase

* 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 20101)
30,000
13,965
25,000
9,622
20,000
8,301
15,000
5,399 6,218
10,000 4,548 ==
5,641 5,443
— =
5,000 4,790
0
2008/09 2009/10 2010/11
s Mountain e Hill Tarai

Source: STS fagfliuestionnaire

4.2.4 Drugs under the free care policy

CKS 3I20SNYYSyidiQa FTNBS KSFHEtGdK OIFNB LRfAO& AyOf dzRS
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

1 Ninety two percent of outpatients at district hospitals, PHCCs, health posts andv&is
aware that health care should be free.

1 Brahmins and Chhetris (98%) wenest likely to be aware of free health caeand Dalits (77%)
least likely
1 Most clients learned about free care through their friends and neighbours (56%), family

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

Client reporting of payment

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

26



1

By far the most common reason why clients had paichfmalth 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 requireddrugs 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

1

Data from HMIS shows that the number of clients receiving free essential healthesarees
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. Théewuofh clients receiving free
care saw a large increase over the three fiscal years 20Q30®/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 retluedinancial 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 norpublic), 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 thedmudevelopment

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 poolechdocontributions.

The Aama Programme provides the following:

1 Transport incentives; 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 regding in mountain districts receiving NPR 1,500, women in hill districts NPR 1,000 and
women inTeraidistricts NPR 500

1 Free delivery cara all women who deliver in a facility implementing the Aama Programme
are entitled to free delivery, irrespective ttie 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 heal 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.

1 Incentives to health workerdor home deliveriesg¢ 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 ldeery.

Previous studies (Powelhckson 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 contously strengthening financial management systems

at all programme levels; the need to monitor the rate of caesarean sections to avoid -siggply
induced demand; and the need to strengthen referral systems.

This chapter reports the findings of the Servigacking Survey 2011 (STS 2011) on the implementation
of the Aama Programme. Information was gathered from the fadigtged questionnaire for 94 of the

169 facilities that were implementing the Aama Programme, with public health nurses and family
plannirg 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 recentlyivieed 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 drinome delivery incentives.
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5.2 RESULTS

Box 5.1:  Key STS indicators for the Aama Programme

Indicators 2011 results 95% ClI
(%)

% of hospitals, PHCCs drehlth postamplementing Aama 88.0 77.294.1
% 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 55.295.0
% 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 47.696.4
% ofmaternity clients who paid for delivery care 50.3 25.275.2
% of Dalit and Janajati maternity clients who paid for delivery care 57.3 20.484.0

5.2.1 Facilities implementing Aama Programme

All public hospitals, primary health care centres (PHCCs) and health go@ required to implement

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

t N2ANF YYSIT f2y3 gAGK yw: 2F KSFHEGK LRada o6¢tofS
LINE GARAY 3 ! I YI Q 0 Sd tetizarpcaré. [SéhéalthPpa@sts (SPIFs) chaN:Bogsk to opt

into the Aama Programme if they meet certain criteria and are approved by the Family Health Division
(FHD). Of the surveyed shiealth 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% lealtih 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 @eport 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 | PHCCq HPs Total (hospitals, PHCCs, HPs SHPs (optional)
(%) (%) | (%) (%) (%)

Implementing Aama 93.8 96.4 82.2 88.8 19.0
Programme

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 fatyl 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/ethnicityor topographicalzone(Table5.2 and5.3). Overall client&main sources ofnformation

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 ofransport incentives and Mountain Hill Terai Total P
source of information (%) (%) (%) (%)
1. Aware of entitlement to transport incentivi  100.0 84.1 78.1 81.3 0.606
n (total clients) 19 55 123 197
2. Sources of information
Friends/neighbours 159 51.2 58.0 53.1
FCHVs 72.9 40.0 43.0 43.5
Facility staff 12.8 24.2 314 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 55 8.5
Posters/pamphlets 0.0 2.2 5.8 4.1
n (total clients) 18 48 100 166

Source: STS maternity exit interviews
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Table 5.3: Awareness of transport incentives and source of information, by caste/ethnic group

Awareness of tran.sport in(?entives and Brahmiq/ Terai Madhesi other Dalits Newar et Muslim Other Total P
source of information Chhetri castes
(%) %) (%) (%) (%) (%) (%) (%)
o B CEI IS (S 76.5 83.3 84.6 71.4 83.7 92.9 0.0 813 0.656
incentive
n (total clients) 59 40 18 10 59 10 1 197
2. Sources of informadin
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 0.0 435
Facility staff 18.7 42.1 43.4 0.0 29.1 134 0.0 27.6
Health providers 35.6 20.1 135 38.7 21.9 8.9 0.0 24.0
Family members/relative 23.5 37.7 28.3 0.0 235 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
48 32 17 8 51 9 0 166

n (total clients)

Source: STS maternity exitérviews
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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 chargavith no significant difference betweetopographicalzone or caste/ethnicity
(Table 5.4 an®.5). Of the 15%lients who had been aware that delivery care services should be free,
93% had known this prior to visiting the facility. Theimsource of information on free delivery care

was friends and neighbouK$4%) followed byfamily members/relatives (44%) aCHVs (42%) and
(Table 5.4).

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

Mountain Hill Terai Total P
Awareness of free delivery health care (%) (%) (%) (%)
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
fzéii.ligware of free delivemgrior to going to health 100 941 91.7 931
Eézén?ﬁ‘;img/ aware of free delivery oaffer going to 0.0 59 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 57.8 294 52.2 43.6
FCHVs 65.7 334 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 33 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 anthat group

Source of Information

Brahmin/ Chhetri Teraf MCZZT:S other Dalits Newar Janajati Muslim Others Total P
(%) %) (%) (%) (%) (%) (%) (%)
1. Aware of free delivery 70.6 81.1 100 429 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
tzglgo%atrf ﬁ;;:fhefgi::xsm 94.4 96.7 84.6 100.0 88.2 100.0 0.0 93.1
éfli'v zf;gm)ﬁ_‘gf‘;iiﬁggefadmy 5.6 33 15.4 0.0 118 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 13 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) despB&% of them being aware of their entitlement (see Table 5.2).
There wereno significandifferences in the extent to which clients from the different caste and ethnic
groupsor differenttopographicakzonesreceived the transport incentivge

Clients fromthe mountain districts received NPR 1,500 for the transport incentivavhich is the
amount they expected and the amount they shouétteive(Figure 5.1). However, clients from the hill

and Teraidistricts expected to receivslightlymore than they wereentitled to and reported receiving
similar to whatthey were entitled tolt is possible thatvomen from hill andleraidistricts perceive the

4ANC and the Aama transport incentive to come as one incentive package. This casts doubt on the
validity of clien responses regarding how much they received for the transport incentive despite being
asked at the time of discharge. Simjlaut distinct, policy interventions seem to be causing confusion.

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

Brahmin/ | Terai Madhesi . . . P
) ) . Dalits Newar Janajati Muslim

Receipt of Incentive| Chhetri other castes o o y y Total

) ) (%) (%) (%) (%) %)
Paid delivery 47.1 40.5 46.2 57.1 55.8 71.4 50.3 0.439
expenses
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 receiff incentive payments, by topographical zone

Mountain Hill Terai Total P
Awareness (%) (%) (%) (%)
Paid delivery expenses 375 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 cliens) 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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Mountain Hill Terai

Source: STS maternity exit interviews (Official amdsias 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 3H@re were no significant differences
by caste/ethnicity ortopographicakzone.

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, on@fowto of the
maternity clients (50%) paid for goods #@od services at Aama implementing facilities. The most
common costs were for medicine (51%), registration fees (49%), laboratory tests (80&b6Eutting
(22%)and sanitary staff fees (19%)
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Table5.8: Types of payments made by maternity clients

Mountain Hill Terai Total

Types of payment (%) (%) (%) (%)

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
Sanitarystaff fee 0.0 20.0 20.0 19.3
Delivery/operation fee 0.0 0.0 17.9 11.9
Sanitary pads 0.0 4.0 145 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 12
Complication managemeri¢e 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 Asmguidelines. 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 #C) 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 prograrbereeficiaries (those who receive
free delivery care and a transport incentive). However, 13% of hospitals, 11% of PHCCs, 16% of HPs and

36



Service Tracking Survey 2011

40% of SHPs did not maintain a list (Table 5.10). Furthermore, not all of those who reported that they
kept a list wereable to show it to the enumerators, including cfih (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 keging of women receiving Aama benefits (incentives & free delivery)

. P Hospital PHCC HP SHP
Questionnaire finding
(%) (%) (%) (%)
Showed list of beneficiaries 66.7 74.1 70.3 60.0
Reportedly kept list, but not seen 20.0 14.8 135 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

¢tKS KSFHfUK FILOAfAGASAQ NBO2NR&a NB@SIHfESR GKIFIG GKS
clients (average 1,188) in the previofiscal 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 B8@Xpected

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 whaeceived 1,188 136 43 21
service
Normal 942 121 41 21
deliveries
Complicated deliveries 147 14 2 0
Caesarean 98 0 0 0
sections
n (total facilities) 15 27 37 15

Source: STS facility questionnaire

5.2.7 Receipt of payments

Hospitals implementing the Aama m@mme 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
receivingthe 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. Hospitalseeceive 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 atros
types of delivery than other facilities (as shown in Table 5.11).

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

Hospital PHCC HP SHP
Aama Fund received (NPR) (NPR) (NPR) (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 [HD&%] 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, swall facility maintenance and
health worker incentives. TH8TS 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
Hospitd PHCC HP SHP
(%) (%) (%) (%)
HDC/HFMC discussed about Aama 86.7 926 86.5 86.7
Programme
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 anof &HPs implementing the Aama
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despite the programme providing an incentive of NPR 200 per such delivery (Table 5.14). SHPs (27%)
were twice as likely to payncentives to health workers as hospitals (13%#jch corresponds with
expectations, astaff atlower level health facilities ammore likely to conduct home deliveries
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Table 5.14: Provision of cash incentives to health workers for attending home deties

Service Tracking Survey 2011

Hospital PHCC HP SHP
(%) (%) (%) (%)

Provided incentive to health workers 13.3 185 24.3 26.7
n (total facilities) 15 27 37 15
Source: STS facility questionnaire
5.3 KEY FINDINGS
Implementation
1 Not all facilities that should be implementing the AaRr@gramme were implementing it.
Client awareness
1 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.

1 The main source of informatioan 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 trangpancentive

1 Only 6% of clients had received their entitled tramspincentive and half of clients (86) had
received free delivery care.

Facility procedures, recording and receipt of payments

1 More than one in three women had been asked to show their ABI@ 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 thatftBrent schemes with different rules may hinder compliance.

1 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.

1 Hospitals received significiy 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 hjiglity 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 faities. 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. 1t looks at the extent to which the surveyed health facilities disdlesg 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 95% ClI
results
(%)
% of facilitiestat spent all the money received 26.7 14.1-44.8
% of facilities with a bank account 94.6 74.499.1
% 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 lastdls/ear 12.7 7.421.1
% of facilities that conducted a final audit in the last fiscal year 15.3 9.623.5

6.2.1 Sources of revenue

The facilities were asked to provide information on their sources of revenue. Primary health care
centres (PHCCs), health postelasubhealth 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 devels
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 repohtatthey 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 hoss was INGOs, for HPs and SHPs it was VDCs and for PHCCs it

was internal income (fees from dhe-job trainees, rental, individual donations and service charges).
Registration fees are also a form of internal income, but this source is listed sepanalalyle 6.1. The
az2zltQa lFyydzat ¢2N)] LIFY FyR 0dzZRaAISHG R2Sa yz2aG OF LI
INGOs does not include the pooled donor funding (which goes directly to the Treasury, and would
therefore be classified as MoHP funding) oGIDl commitments that have been rejected in the
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their direct funding to health facilities.
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Table 6.1: Sources of income for health facilities (FY 2010/2011) (irR\HRillion and %)

0dzRISG O @

District hospitals PHCCs Health posts SHPs
% of total % of total % of total % of total
NPR m budget NPR m budget NPR m budget NPR m 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 3.2 234
INGOS 23.1 8.9 0.1 0.8 0.1 0.7 25 18.2
DDCs 0.2 0.1 0.4 21 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 221 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
% of total % of total
NPR m budget NPR m budget
MoHP 230 20.7 65.9 32.3
VvDC 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 typeseadith facilities was as follows:

1 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 Nejgahn autonomous academic institution that runs postgraduate

and undergraduate programmes in medicine and allied health sciences. Seweatyercent of its
income was from internal sources.

the second largest proportion of funding (Table 6.1).

followed by internal income (17%) and funds from VDCs (11%).

The district hospitals mostly relied on central funding from No@1%) with INGOs providing

For the primary health care centres (PHCCs), MoHP provided the largest share of income (66%)

41

¢



Service Tracking Survey 2011

1 For health postsMoHP 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.

1 For the subkhealth posts (SHPs), the funding pattern was different to that€@s 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 it aidcome from sources

y2i AyOfdzZRSR Ay GKS az2ltQa lyydzat ¢2N)] LIy |yR
24% for PHCCs and 19% for district hospitals (Table 6.1). This has potentiatiiémg consequences

for the way in which the he#l 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 speind 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 (noiMoHP incone) by source and topographical zone.

Figure 6.1: Main sources of internal income by topographical zone (% of facilities, n=169)
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Source: STS facility questionnaire

Hospitals, PHCCs and health posts receive most of their funding from central goverfamest To
supplement this19% of hospitals, 29% of PHCCs, 20% of HPs and 18% dfa8Hfeserated funds

from their local communities (Table 6.3). Registration fees were the most common source of internal
funds generated by the hospitals, accounting f6€® of their internal funds, followed by d@he-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 fo50% of hospitals, 32% of PHCCs and 7% ofTéBk 6.3). INGOs
accounted for 8% and DDCs 6% of fWwHP funds across all facilities. Many facilities levied
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registration fees and these fees accounted for 10% of-MaiP funds for the Terai (13%) and hill
(11%) district facilities but only 3% of ntoHP funds for mountain district faciliti€gigure 6.1)No

internal funding had been generated by 12% of hospitals, 21% of PHCCs, 27% of health posts and 29%

of SHPs.

Table6.3: 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
Onthe-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 5 111 6 7.5
DDCs 1 6.3 2 7.1 1 2.2 6 7.5
No interral source 2 125 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 whiher 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% #f) SHPs
reported not having received their allocated budget altmost similar proportion of the facildgs (19%

of hospitals, 21% of PHCCs, 22% of HPs and 34% ofr&pt*®d not knowing whether they had
received their allocated budgets (Table 6.4). Most facilities reported that the main reason for not
NBOSAGAY3A it GKSAN | {200 (BRT AFQEYURE Rospi-R ((YR%a0R3 K
PHCCs, 58% of HPs and 79% of aldBsreported delays in financial report submission, which is a
requirement to receive funds. The quality of this data is, however, uncertain because many facilities
had notprepared 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 nogceipt, FY 2010/11
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 9 321 12 26.7 14 17.5
Don't know 3 18.8 6 214 10 22.2 27 33.8
n (number of facilities) 16 28 45 80

2. Reasons for nereceipt 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 submissiq 1 33.3 1 111 3 25 0 0.0
n (number of facilities) 3 9 12 14

Timing of receipt

Figure 6.2 shows the timing of fund received by faciltyet 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 coates 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)
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Source: STS facility questionnaire
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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 categes 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. Thavesuls
follows:
1 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).

1 PHCCs spent a lower proportion on salaries at just overtling (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 expende respectively.

1 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 miife and support staff paid from the Aama, free care
reimbursement and other sources of income. Construction expenses were comparatively lower at
T2 GAGK WLINBINIYYS O2a0GaQ 0SAy3a GKS GKANR f I NH
health poss (4 of the 44) accounted for 55% of total health post expenditure.

1 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 equifonent
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 expenditufbe 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)
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Figure 6.4: Breakdown of PHCC expenditure froitnds received from MoHP (FY 2010/2011)
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Figure 6.5: Breakdown of health post expenditure from funds received from MoHP (FY 2010/2011)
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Figure 6.6: Breakdown of SHP expenditure fromids received from MoHP (n=31) (FY 2010/2011)
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Sixty nine per cent of hospitals, 54% of PHCCs, 71% of HPs and 82%rep&itHesnot having spent
all the funds they received from MoHP (Table 6 B)e reported reasons @ve not having made
necessary spending decisiof36% of hospitals, 39% of PHCCs, 54% of HPs and 46% of &HBs)in
receiving funds36% of hospitals, 39% of PHCCs, 46% of HPs and 41% %) 8HéPdelays in releasing

the budget from the centre36%o0f hospitals, 15% of PHCCs, 18% of HPs and 13% Jfv&i&sther
reasons for norexpenditure.

Table 6.5: Expenditure of MoHP funds and reasons for nerpenditure, FY 2010/11

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 neaxpenditure
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 2 154 5 17.9 6 13.0
To avoid financial crisis 0 0.0 2 154 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 resourcey 0 0.0 0 0.0 0 0.0 2 4.3
n (total facilities) 11 13 28 46

Source: STS facility questionnaire

6.2.4 Disclosure

The stuly found that94% of hospitals, 89% of PHCCs, 87% of HPs and 80% ba8Higslosed their
revenue and expenditure figures to the general public in the previous fiscal year (2010{Z0dire
6.7). The most common means of disclosing income and expeadir all levels of health facilities
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were through committee meetings7@% of hospitals, 56% of PHCCs, 64% of HPs and 50% pf SHPs

followed by the annual gathering of VD@8% of hospitals, 44% of PHCCs, 41% of HPs and 42% of
SHP}(Table 6.6).

Figure6.7: Disclosed revenue and expenditure to the general public (n=169 facilities)
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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 andxpenditure 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 boat 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 ké&yahcial management indicator of facility reporting and auditing. Of the

169 surveyed facilities, mosf 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 SHPsiad heyspted 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 tonote 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 hesftces. The most common
reason forlower levelfor facilities not producing a financial report was because they felt no néb¥%h (

of PHCCs and 67% of SWIPsA lack of relevant human resourcd8% of PHCCs, 21% of HPs and 19%
of SHP%) and not having gesponsible person @bof PHCCs, 9% of HPs and 16% of SkHte 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 nuailderger 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

Hospital PHCC HP SHP
Status No. % No. % No. % No. %
1. Prepared financial report in previous fiscal ye| 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 7 212 | 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 egtionnaireBlue (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 a@8mo (of
hospitals, 1% of PHCCs, 84% of HPs and 91% of 8H&$inal auditZ5% of hospitals, 61% of PHCCs,
88% of HPs and 90% of StPén the previous fiscal year. This again hampered data collection for this
chapter as it was difficult to collect reliable financial d&atam lower level facilities. Of those facilities
that had carried out an audi42% of hospitals, 36% of PHCCs, 20% HPs and 25% df8HEseived

a recommendation to carry out a financial audit in a more timely way, 26% of hospitals, 27% of

PHCC8and 13% of SHRgere recommended to work on auditing irregularities.
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Table 6.8: Internal and final audits and audit recommendations

Hospital PHCC HP SHP
Status No. % No. % No. % No. %
1. Conducted internal audit in previous fiscal year 12 75.0 8 28.6 7 156 | 7 8.75
2. Conducted final audit in previotiscal year 12 75.0 11 39.3 10 | 222 | 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 auditg 5 41.7 4 36.4 2 200 | 2 25.0
Identified irregularities 3 25.0 3 27.3 0 0.0 1 125
Need for transparency of income and expendit| 0 0.0 1 9.1 1 100 | 2 25.0
n (total facilities) 12 11 10 8

Source: STS facility questionnaire

6.3 KEY FINDINGS

Sourcef revenue

T

MoHP was the main financier of health facilities at all levels except for the higher level hospitals.
az2lt LINPOARSR ywm: 2F RAAGNAOG K22aLWAdlIftaQ AyO2Y:
HPs and SHPs respectively in the previous figel 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 th& VDCs (23%) and INGOs (18%).

All facilities except for district hospitals derived a significant proportion of their income from
a2dz2NDOSa y20 AyOfdzRSR Ay (KS 24% fot RHECslagBfdibrf & 2 NJ
health post and more than 50% forSHH @ ¢ KS&S NBX a2 dzZNOS& 21 NB 7 A RS R
This has fareaching 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
expenditue 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 rvtoHP funds for facilities acrosal topographical zones,
accounting for 60% of such funds. “@-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

1

A significant proportion of facilgs (19% of hospitals, 32% of PHCCs, 27% of HPs and 18% of
SHPs%ijeported not having received their allocated budget funds from MoHRewise 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 decoester
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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 managemend helps explain why budgets are often
underspent.

Expenditure of MoHP budget

1 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) thanWer 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

1 Almost all hospitals (94%) had made their incomd axpenditure data available to the general
public, followed by PHCCs (89%), health posts (87%) and SHPs (80%).

Reporting and auditing
1 Of the 169 surveyed facilities, mo@4% of hospitals, 93% of PHCCs, 93% of health posts and
95% of SHP$)d a bank ecount, with no marked difference between facility types.

1 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.

1 The most common reason fdower level facilities fomot preparing a report was that they
K I Ry Qtie ndeé 1% of PHCCs and 67% of SHRdack 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.

1 Most facilities reported not havop carried out an internal audi25% of hospitals, 71% of
PHCCs, 84% of HPs and 91% of SHHeal audit(25% of hospitals, 61% of PHCCs, 88% of HPs and
90% of SHPsM)the previous fiscal year.

1 Of those facilities that had carried out an audit, 42%ha$pitals, 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 ANDGX@JNTABILITY

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 Minig 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 developemnimittees, 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 since26@@ has hindered the effective
implementation of this at.

In 2010, MoHP produced a governance and accountability action plan (GAAP) (MoHP 2010c), which
incorporates measures to make health services more clietuised and accountable, with a particular
focus on poor and excluded people. However, a lack oitclabout 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 Bee Tracking Survey (STS) 2011 related to governance and

I OO02dzyiloAfAGEYT ALISOATAOLIftE Ay NBIFINRa (2 GKS A
OdZNNBy G arlddzrdAz2y 2F F20SNYIFyOS FyR | 002dzyidl 0Af Al

7.2 RESULTS

Box 7.1:  Key STS indicators for governance and accountability

Indicators 2011 95% ClI
results
(%)

% of health facilities that undertook social audits in the current or last fiscal yeg 27.4 17.440.4
% of facilities that conducted a social audit in the lastfigear, made findings 22.0 15.031.0
public and incorporated recommended actions in annual workplan and budget
(AWPB)
w 2F FLOAtAGASA 6AGK | OAGAT Syga OK 58.4 43.871.8
information on free drugs, outpatient services andwe(if Aama implementing
facility)
% of facilities with a health management committee (health facility managemer 37.1 22.354.8
committees [HFMCs] and hospital development committees [HDC]) meeting o
monthly basis
% of health faciligs with at least three females and at least two Dalit and Janaje 46.0 36.555.8
members in health facility management committees (HFMCs) and hospital
development committees (HDC).
% of facilities with an emergency contingency plan for women and ehildr 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 haen liroduced in public and private
organisations and are a key component of the GA®PO3 I f | dzZRAGa NBXO23IyAras
K2f RSNBQ NI GKSNI 0KIYy WoSYSTAOAINRSAQ JofffeRentd K 2 dzt
The main objective 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 actteaith

sector social audits are a process by which citizens audit governmenh Iprafirammes 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 gviders 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 mandatofgr 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 linkkd faama
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 rgcéatimonised 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 teetdth S
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 operatidna all health facilities in their district within five years.

The STS 2011 asked about the prevalence of social auditing. Nearly one2®##l df the health
facilities surveyed had conducted a social audit in the current or last fiscal year Theepadciincial
auditing was less common at hospitals (25%) than at PHCCs (57%), health posts (43RiD£8%%0)
(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 lastfiscal 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 conductingustitsal

Of those facilities that conducted social audits 50%axpital, 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 théommnation on an information board. Aflospitals, 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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Talde 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 (20112012 to date) 25.0 25.0 40.0 333
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 phlic 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 bud
(AWPB) 100 81.8 52.9 60.0
n (facilitiesthat 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 véables in Figure 7.1 is all facilities surveyed, and hence percentages differ from Table 7.1

Source: STS facility questionnaire

54




Service Tracking Survey 2011

The use of community scorecards (CSCs) for social accountability is a new practice in Nepal. These
scorecards solicit user paptions on quality, efficiency and transparency. This helps to compare
performance across facilities, generate feedback between providers and users, build local capacity and
AGNBY3IGKSYy OAGAT SyaQ @2iA0Sa IyR 0O2YYdybykiaRngSY LR ¢S
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 hospital®alydd% of PHCCs, 8% of health

posts and 25% of SHPs reported having used a scorecard in their most recent social audits.

722 | AGAT SyQa OKI NI SN&

l ONRPaad bSLIftX Iff LzoftAO 2NHIYAAlIGA2yas AyOf dzRAY
outsiRS GKSAN) o60dzAf RAy3aa Ay @GAraAirofsS LIl OSa | O0OSaaaAo
citizens about their public service entitlements, service availability, opening hours, service related costs

and procedures and their rights. Sometimes, finelsited 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. Wallormed 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 antudgd people.

The STS 2011 found that 88% of hospitals, 71% of PHCCs, 96% of health posts and 78% of SHPs had a
OAGAT SyQa OKINISNXY hT (GK2a$S 6AGK | OKIFNISNE 2yfe
SHPs had placed it outside in a visiblacp. The hospitals were more likely 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 PHCE 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
Insidec visible 14.3 40.0 55.8 69.4
Outsideg 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
nfaOAt AGASE AGK OAGAT SyQa (
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 sees. Of the 139 facilities with a charter, most included
information on free drugs (94%) and outpatient services (93%). Amongst the 94 surveyed health
FILOAEtAGASE AYLXSYSydGAy3d GKS 'TFYF tNRANIYYSE Ty Kl
the 78 facilities with a charter included information on the Aama Programme in their charters.

Figure 7.2: ! @I At oAt AGeT t20FGA2Y FYR AYF2NYEGAZY Ay O
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m Available mVisible m Mentioned Free Drugs ® Mentioned Aama Prog.

Note: The denominator for all vabi&es 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 adoptdth by hea
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 commorggduto provide information on free essential drugs,
followed by public notice boards (32%) and disseminatiorfdmyale community health volunteers
(FCHVSs) (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 interventionSee 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

.Public e Disseminated :;Stcslzseicijﬁzst . Not
noticeboards ) by FCHVs the means disclosed

Activities and information (%) 6) (%) )
Action takenon complaints 1.8 20.2 49 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 5.2 135 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 essetial 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, gatheriftiOMC meetings, disseminated by FCHVs are the measures
for being transparent and disclosureinformation, and some facilities use more than one method

7.2.4 Health facility committees

The Health Sector Reform Strategy (2004) authorised local bodies to bensd#spofor 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 hdalposts 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
managemenbf 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 hospitat-®@s 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 facilittee more likely to hee inactive HFMCs.

Over threequarters 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 thehospitals, 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 havenmneba 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 tviamlit 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 edifished 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 14.3 111 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 deemgking
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 0.0 154 9.1 10.4 9.9
Never 0.0 0.0 0.0 13 1.2
n (total facilities) 11 26 44 77 158

Source: STS facility questionnaire

The STS 2011 found thdttet minimum number of members was 4, 6 and 5 on PHCC, health post and
SHP HFMCs respectively (Table 7T.Bg lower level fadgties 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 commitBa®ere of the committees had

no Dalit or Janajarepresentatives.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 lpeerparticipating stated that they
always participated in decisiemaking (Figure 7.} Participation by these members was reportedly
better in health posts and SHPs than in PHCCs and hosplbtalsver, where they were reported as
participatingat the hogpital-level they were more likely to be involved in decisioaking than in lower

level facilities. These members reportedly never participated in committee meetings in only 6% of
facilities.
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LA A

Figure7.3: 1 St GK FFOAftAGe O2YYA WiSSHES O IFGay/R3A yI1HaR | 5/ &0
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Source: STS facility questionnaire

Figure 7.4: Capacity building on GESI and participation of marginalised people on health facility
committees

100 -

80 -

Hospital PHCC HP SHP

B Marginalised members always participating
B Marginalised members always involved in decision-making

1 Capacity building of HFMC/HDC on GESI

Source: STS facility questionnaire
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Talde 7.5: Number of members of health facility committees (HFMCs and HDCs)

Hospitals PHCCs HPs SHPs
Total members on | Mean 9.7 11.3 9.9 9.8
HFMC/HDC 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 15 2.6 2.4 29
Min. 0 0 0 1
Max. 3 6 6 7
Total 24 74 109 227
Dalits and Janajati§ 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 48
Min. 0 0 0 0
Max. 15 14 13 12
Total 12 33 44 90
TeraiMadhesi Mean 0.6 0.2 0.5 0.5
other castes Min. 0 0 0 0
Max. 6 9
Total 6 22 36

Source: STS facility questionnaire

Government guidelines specify that Health Facilty and OpmratManagement Committees
(HFOMCSs)/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 la wamth.

even less common at hospitals, witlsf 19% doing sq¢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 HAMC/

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 23 months 31.3 25.0 8.9 114

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

Active Not active Total

Frequency of meetings (%) (%) (%)

Every month 38.7 16.7 37.7
Every 23 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 developmemd 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 SHIP (B8%). Health facility
committees (HFMCs/HDCs) reported that they had recruited health workers (88% of hospitals, 79% of
PHCCs, 49% of $#thd 34% of SHPin the last fiscal year.
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