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Executive Summary

Background

A roadmap for the NHSP 2010-15 preparation process was prepared af a January 2009
workshop in Pekhara, attended by the two Secretaries, senior MOHP and DOYS staff, and
EDPs. Thematic task teams were formed and prepared drafis that wete submitted to the
programme development team at the end of November 2009, A small technical working teamn
was formed in December 2609, and produced a first draft in December-January, based on the
inputs prepared by the thematic task teams,

Lessons of NHSP-IF 2004-10

‘Nepal has a two decade long experience of steady improvement in health outcomes and
outputs (Table 1). Progress accelerated and was accompanied by significant improvements in
equality of access during NHSP-IP 2004-10. Nepal met or exceeded nearly ali of the
oufcome and service ontput targets that were set for 2004-10, and is on track to mest the
-¢hild and maternal mortality MDGs. The current plan thus represents a continuation and
ﬁxglher refinement of earlier policies and plans that were based on the implementation of
cost-effective, evidence based health interventions. A major concern is to sustain and build
on a prograrme delivering excellent resulis.

NHSP 1 did not have a strong focus on gendar and social exclusion issues in the initial
design. These came into greater prominence during the implementation of NHSP-1
particular]y with the ¢xtension of free services. NHSP 2 is designed to focus from the start on
improving the health of the poor and marginatised. "

Although the programme delivercd improved health services, public expenditure on heslth
continued to be based on central Government both financing and largely delivering services.
MOHP did not implement the NHSP 1 vision of a health sector that would become more
efficient and effective by decentralisation and by making more use of non-state providers to -
deliver services. NHSP 2 will re-consider how best to achieve improved efficiency and

accountability in order to sustain Gﬂvemmmlt and EDP support, and make the best use of
limited resources.

EDPs finance nearly half of Government spending on health, and the substantial gains

achieved in redocing child and matemal mortality will not be sustained without continued
external support.

Problems that will need to be addressed in the next plan period include sustaining end
expanding the existing essential health services package to those who have yet to benefit,
beginning to address the continuing problem of very high levels of malnutrition, achieving
further progress in reducing matermnal and newbom deaths, dealing with the challenge of new,
neglected, and re-emerging diseases, end finding an affordable way of responding to
increasing levels of non-communicable diseasc.
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Vision and Goals

The vision is to improve the health status of the Nepali population and provide equal
opportumity for all 1o receive high quality and affordable health care services, thersby
contributing to poverty alleviation. The Mission of MOHP is to promote the health of Nepali
people:

* by facilitating access to and utilisation of essential health care and other health services,

* by emphasising services to women, children, and underprivileged, and

+ by changing risky life styles and behaviours of most at-risk pupulaﬁanstthmugh
behaviour change and commmication interventions,

The Ministry believes in an approach to health planning and programming that provides
equitable and quality health services that are rights-based, patient/client centred, culiurally
and conflict sensitive, gender sensitive, and socially inclusive.

The results framework at Annex 1 sets out how the vision will be achieved. It sets out the
ohjectives, the strategy and actions to achieve them, the targets for those strategies and how
they will be measured, and the target and indicator for the outcome or impact indicator to
which they relate. Table 1 reproduces the outcome indicators with progress since 1991 and
the targets to 201 3, which where relevant are chosen to reflect the health Ivﬂ:lG target.

Dutcoms indicator Achlevemant Terget
. 1904 1986 2001 2006 2008' 2o 2015
kiztemnal Mortahty Rato 53 530 415 281 A 250 13
Total FerElty Rate 5.3 45 41 a4 28 .0 26
Adlofascend Fertilily Rete {15-19 years) 12| 1.1 1.2 15
PR [madem mathads) o | 26.0 35 &4 45,1 48 B
Under-five Modally Rate 158 118.2 g 51 5 3] 38
infant Momahity Rate 106 Th.5 T 48 4 £4 32
" Kemratsl Mortality Rate 454 43 33 pai| i 16
% of undanweight children 482 483 ki .y 34 29
Sproad of HIVIAIDS amang population 15-24 years 0258 1 0BS5S | 045 { Heltand reverse trend
TB incidence, prevalence and death rates 460 ¢ 1.3 310 280 138 | Halt and reverss trend
{pravalence rale per 100,000)
Matara incidenoe and death fates (prevalence rale | 106 | 1.4 Ly 25015 Halt and ravarse Tend
per 100,000)

1 Estmates from Mafemal Mortalty and Marbiddy Sfudyln 8 districls and M- Tern Sunvey for NFHE H of famdy plannlng,
freatemal, newhom and child health.

T HIVIAIDS prevalsnce ages 15-4% (2000}
Y HIVIAIDS prevalence ages 15-49 (2005)
1 HIVAIDS prevalence ages 15-48 (2007)

e B - zab el
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Main Programmes

NHSP envisages that significant additional effort will be required over the next five years in
the following areas:

Safe Motherhood: There will be a further increase in the coverage of the safe motherhood
programme. Community services via femnale comimunity health volonteers (FCHV) will be
scaled up. This will lead to further demand creation for institutional delivery, which will
require that facilities have adequate budget provision $o enable them to respond. Access to
BEOC/CEOC facilities will continue to be extended, with the programme planned in
poordination with the training and deployment of staff teams, o ensure that all of the
requirements for CEQC are met. The SBA training sitrategy will be implemented, training
5,000 by 2012, and reaching full coverage (7000) by 2015, Birthing units will be added to
SHPs. Safe sbortion services will be extended in remote areas based on the 6 district pilot,
including medical abortion.

Child health and mother and child nutrition: Sustaining CB-IMCI at scale and maintaining
and further strengthening immuniszation coverage remain of the highest priority, but further
reductions in child mortality will be obtained by scaling up community-based newbomn care,
snd by beginning work on nutrition, with the expectation that this will be a major focus of
ISP 2. MOHP will continue and expand exisfing micro-nuirient and de-worming
programmes for pregnant women and young children, and will also introduce de-worming in
sc]zi"._rﬁIs, The major new nuirition activities targeted at mothers and young children will be:-

, T

i Pilot and then expand a community-based nutrition programme. This is likely to have

multi-sectoral elements, with MOHP inpuis complemented by working with the
Ministry of Agriculture on food security and the growing of autritious foods.

i. " Expand community-based rehabilitation of acutely malnourished and Hnk fo hospital-

w=based rehabilitafion

.  -Multi-sectoral action on nutrition may include food supplements or conditional cash
-grants, targeted to malnowrished mothers and young children. To ensure sustainable
benefits, the programme would need to be coordinated with other initiatives,
including the CBNP to ensure that recipients are aware of sound nutrition practice,
and of locally feasible options for sustaining improved nutritional status withowut
subsidy. Depending on the coverage and design of cash or food subsidies, this could
be a big cost commitment relative to the size of the MOHP budget. It is not yet
captured in the NHSP rough costing

Fd__ii-.-‘-.llh--{r#:. :

Population and Family Planning: Over three quarters of modern contracepiive methods are
supplied free of cost by the public sector, though non-Government sources supply 70% of
condoms, half of contraceptive pills, 40% of inplants, and do 40% of V3C. The CPR
increased rapidly over the last two decades, but has stalled in recent years at about 44%,
although the rate would be 55% if adjustment is made for women whose husbands are
working away from home, Nevertheless, it is estimated that there is substantizl unmet

demand for family planning which, if it could be met, would raise the rate to over 70%.

vii
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The strategy during NHSP 2 will aim to raise CPR by:-

L Increazed BCC

i. Micro planning to target poackets of low use and unmet demand

if. Enswing all public health facilities offer 5 methods, and that district hospitals offer
vear-round VSC

v,

Integration of family planning advice in other MoHP services, to ensure that
opportunities to offer timely FP advice are fally utilised.

V. PPP wail continue to be used to increase the availability of FP services and supplies.

Commw:_fmbfe Disease Conrrol: Existing communicable disease prﬂgi'ammes will be
maintained. MOHP will inmtroduce an integrated disease surveillance policy and guidelines to
monitor existing and new threats, such as new viruses and the impact of climate change on

the geographical spread of vector bomm diseases. Public health lab capacity will be
strepgthened.

HIV/AIDS temains a concentrated epidemic, but there are substantial risks. BCC
programmes for most at risk groups for HIV/ATDS are not presently achieving sufficient
coverage, and will be scaled up. The bigpest threat in terms of scale represents the 2 million
ot 60 migrant workers and their wives,

MOHP will aim to eliminate or significantly reduce three neglected tropical discases that are
responsible for high levels of morbidity but which are readily treateble. The WTD programine
will aim to eliminate lymphatic Filariasis (LF), currently endemic in 60 of the 75 districts,
reduce infection with sofl trapnsmitted helminthes from 50%% to less than 10% of children and

pregnant women, and eliminate trachoma (currently 43000 in advanced stages of the disease)
by 2014,

Non Communicable Diseases and Injuries: NCDs are now responsible for more than 44% of
deaths and 80% of outpatient contacts. Limited medical care is available as part of EHCS,
but in their advanced stages NCDs can require complex iderveutions that are simply
unaffordable, The main response will therefore be to expand the prevention effort through
BCC to encourage healthy lifestyles. The multi-disciplinary effort will also support BCC and
consider regulation and taxation measures to, for example, encourage the use of seatbelts and
belmets, and discourage smoking, As a response to the growing burden of road traffic
accidents, emergency capacity will be strengthened in facilities near to major highways.

As tecommended by WHO, and reflecting high incidence associated with the legacy of
conflict, mental health will be added to PHC,

Curative Care: The extension of free services i 2007-8 resulted in a 35% increase in OPD

contacts. OPD contacts nevertheless remnain relatively low at about 1 per capita exchuding
cousultations with pharmacists. ’

To reach those mainly poor and maréinalised who are not currently using services, MOHP
witl extend free EHCS to all up to District Hospital level, will bring facilitics closer in under-
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served areas by investments in new SHP/HP and scaling up out reach clinics, and will ensure
staff and logistics in peripheral services. The reduced district hospital fee revenues and the
increase in demand will require additional financial support to district hospitals. The aim will
be to provide additional block grant funding to district hospitals to meet the increased costs,
but with clearer service targets and increased accountability to users

MOHP presently makes available some Hmited support to meet catastrophic health costs
requiring referral, The referral system will be strengthened, and support will be available for
referral to non-state hospitals, which have over 66% of hospital beds. Non-state providers in
receipt of public funds would be subject 1o a prior accreditation process 1o ensure guality,
Similar quality standards will be considered for public sector hospitals.

A financing strategy will be prepared to address longer term issues of how to meet demand
for more expensive care without damaging EHCS programmes.

Addressing Gender and Social Exclusion: Measures to tackle gender and social exclusion
will be mainstreamed across the programme, with attention to ensuring that this is
institutionalized. Particular approaches include:-

* Foous BCC awareness raising on poor and excluded
*  Assist poor and excluded to seek health care using FCHVs and NGOs to support
: information, networking, women's and community groups

* . zImprove physical access to health facilities.

‘¥ Conisider new incentive schemes based on evidence and resources

“®Qrient service providers 'on GESI principles and practice, & define responsibilities in job

descriptions.

= Ensure peripheral facilities are appropriately staffed, equipped, managed and supported.

* Strengthen local accovntability mechanisms.

* Increase the proportion of Poor &Excluded represented on HFMCs.

= Establish appropriate GESIR coordination and implementation units at different levels

= Accelerate the process of establishment of social service units in central, regional and
zonal hospitals. !

* The success of the equity strategies will be measured by reductions in disparities of

.neonatal, infant, and under-five mortality rates and the maternal mortality ratio between

castesfethnicities, wealth and ecological zones.

Working with Non-State Actors

Private sector pharmacies are widespread in Nepal, and are a major recipient of out-of-pocket
spending by all income groups, providing diagnosis and examinations as well as drugs. The
rest of the private for profit sector is urban based and serves predominantly the better off
The for-profit private sector has over two thirds of hospital beds and trains %0% of doctors. 1t
is heavily under-utilised.

ix



NHSP-IP I (2010-2015)

The diverse not-for-profit secter is far more broadly involved in the health sector and in the
delivery of NHSP services. Although the intention 1o contract out service provision and the
management of facilities was not taken forward with the exception of one or two pilots, there
are existing partnerships of differing types in many areas of the sector, Examples include
NGO involvement in family planning, TB, HIV/AIDS, and the prevention and repair of UP,

Future directions will inelude:-

i Clarifying policy, which will continue to pursue PPP where if is cost-effective. PPP
requires clear performance standards and monitoring. MOHP wilt document and scale
up successiul PPP, strengthen the PPP policy forum for dialogue on future role, and
develop clearer guidelines for those considering PPP approaches.

il. PPP may be especially relevant in finding innovative ways to provide services to
communities that have not previously had access.

Hi. Finding ways to encourage and facilitate the private secior to offer s;mcia]isel:l
services in rural areas, while limiting any Government subsidy for services not
forming part of the EHCS.

tv.  Qualify assurance, accreditation — especially if receiving public funding
External] Development Partners and Aid Effectiveness

Prc;gress on the aid effectiveness agenda to which Nepal and EDPs have commifted
themselves through interpational agreements has been slow, Areas to be priorifized for faster
progress in NHSP 2 are:-

= More MoHP guidance on where non-pool EDPs should focus their support.

* Align EDP planning and approval cycles with the GoN budget cycle.

» Reduce transaction costs:- rely on the SWAp planning and monitoring processes,
minimise additional bilateral requirements, more joint missions or co-financing or ‘silent
pariner” arrangements.

* Prior MoHPF agreement to all TA, annual TA ‘plan’ to complement AWPB.

= A strengthened SWAp management capacity in HSRU.

* A balanced partmership, with more aitention in JARs to assessing EDP performance on
aid effectivensess commitments.

= Improved longer term indications of support {o facilitate planning — through informal
consultations if that proves easier for EDPs

Inter-Sectoral Coordination

MOHTP will ensure that multi-sectoral programmes are designed involving key partners and
effective intersectoral co-ordination and collaboration takes place. A multi-sectoral approach
will be adopted to both health end non-health interventions that promote access to and
utilisation of services. Effective mechanisms for inter-sectoral coordination and collaboration
will be established. The main areas of partnership are summarised in the table:-



- F"?MW“ i, T . L ] ..-
NHEP-IP IT (2010-201 5)
' Area T Inpariancs MOHIF Tola Partners _:
WASH Main cabizes of child death ae | Prommobe improved hygiene praciics, Soial wetfare councl,
WASH related cooraimale BCC with WASH and locad | INGDs, MOWR, community
Govamment invesimenl and users level wiatar and sanfiafion
Froups Ligsr groups, loca
Govamnment ]
Food and ourrition WatrrzIen high and majer Link 'TBNP, BCE 1o action on lpod Agricultore, WFP,
Calse of death and of poor security, ocal mubitioles foods, food Bducation, MOLD
comitive and physical Fortfeetion, 506l profection for
davelopmen maeeurished mothats and chikren
Rursf ifrastnreiure and Reduce journey fimes and Conmimate heatth and transport DOLIDAR, physical
houstng coats for SCCREENG sarvices Irvestment manning ministy, joca!
gavarnmenls
Educatbon and Attitides and behaviour of Advocsle and support heath content | Minfsties of educafion and

Infermation - sthood health
prograrmes, heatthy

coming peneratlon are key o
WASH, CPR, nulrition, 3708

of cxurmculsm, healih content af BOC
by atther Ministies, school based

communicalin, NGOs

litgstyle BCC including HiV, growth of NCDs | heaRih programimes ]
Waste management Heaith hazards from genetal Safe medicsl waste disprea MCLD, iocal government 2
tefuse and nappropriate dlifarent lavels
medical waste disposal
All=mative enargy sources | Reducs AR Advocscy MOST
and cooking siove designs
Reduce acxidents and Significant and growing causes | Advocate for leglstalion and Deparimen) of Roads,
trasuma of death and disablily enforcement of preventive measures | iraffic police
{hatte, hetmals ote) ]

Human Resources

HR remains the main problem in the sector, Although the position has impraved in recent
years, only two-thirds of Dr/nurse positions are both filled and have staff actoally present at
post, with the situation even worse in remote areas. There are some skill shorteges in
Sp-{zﬁalised arcas such as anesthetics, but Nepa! has enough health staff in most categories.

Th& problem is reluctance 1o serve in rural and remote areas.
ol

NHSP 2 will address the problems of fragmented HR management and incomplete HR
information, and will re-visit the skill needs for delivering the goals of NHSP 2. The current

public workforce increased only 3% while population increased 33%. Some 23% of the
worldforee 15 unskilled.

Govermment aims to continue with ongoing programmes to upgrade the skills of the
workforce. Refresher training for all providers at DH and below will be provided once in the
plan period. MCHW and VHW positions will be upgraded to ANM/AHW. A modest first
step is being taken towards a more multi-skilled workforce able to operate more integrated
services, A cadre of public health supervisors is currently being trained to gradually replace
more narrowly trained supervisors working on specific vertical programmes, Ttus will make
it eagier to strengthen supportive supervision and monitoring.

Staff attendance and motivation problems need to be addressed. Productivity across the
sector has been low though variable, the low average numbers of patients seen reflecting the
barriers of cost and quality that have until recently kept utilisation down. Although there is
spare capacity, some form of incenfive may nevertheless be needed, because the higher

*1
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productivity required of staff as utilisation increases will reduce the time available to ﬁﬁﬂ"fqr”g
private practice, and will have real financial consequences for them. Performance mcunﬁ%ﬁ"
will be piloted and carefully assessed, recognising that inceative schemes can dmtgﬁ 5,
behaviour it imintended ways, and can demotivate those who do not benefit :

Problems of social exclusion will be addressed by allocating more staff in mdm—sgrvga. ,:;
areas, and recrting them from marginalised groups.

Physical Invesiment

Future physical investment will be focused on under-served locations, with maraa.spd i
attention to optimal location for serving the catchment area, which may re-qun%mt@» i
consideration of the policy of only building on donated land. The main effort will; be.._.{n
continue with the facility upgrading programmes (CEOC in all DH, birthing wnits - ajl.
SHP/HP, upgrading SHP-HP, HP-PHCC, PHCC-Hospital in locations most Likely to-i mcreasm y
aceess by the poor, vulnerable and marginalised.) e

It has not yet proved possible to cost the physical investment plans. First priority willshe
given 10 completing existing projects, estimated to require NRO.7bn from 2010-11. As the -
current spending is NR2.7bn, there should be significant scope within current budget levels
for significant new starts from 2010-11. The cost and fimancing of the physical mvestmenl
programme will be further developed in prapanng the next budget and MTEF.

A nurnber of measures will be taken to improve the efficiency and effectiveness of the

investment programme:-

»  Define the functions of facilities at each level and, based on the defined functions,
develop standard desipns and construction guidelines.

+  Develop and implement repair and maintenance guidelines and a monitoring mechanism.

+  Organise training sessions for concemed canstruction entreprengurs

Financial Mapagement

Problems in financial management include slow disbursement, lower than desirable
efficiency and effectiveness in budget implementation, and a generally weak control
epvironment. MOHP has been addressing the problems by implementing 2 financial
management improvement plan from March 2008, now incorporated in the governance and
accountability action plan. There has been progress in some areas, for example the rate of
budget execution has improved.

Dwring NHSP 2, MOHP wil] focus on:-

» timely distribaution of grants to health facilities;

« improvement in the FM system at central district and facility level;

* bmprovement in procurement at central level and at district level;

+ alternative assurance arrangements such as social and performance audit;
= implementation of transparency and disclosire measures;

+ capacity development supported by TA.
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A permanent MOHF working committes will follew up on the implementation of the FM
improvements, including andit hrregularities and recommendations.

Procurement

The timeliness and value for money from MOHP procurement activities will be improved by:-

Mandatory submission of procurement plans with proposed budgets, not after budget
approval,
Standardisation of specifications

Building capacity in procurement, with & specialist procurement cadre ax all levels to
provide a career path. Training on the 2007 procurement act and procurement procedures
will also be offered to bidders too,

Improved transparency: complaints handling, e-bidding.

Improved value for money, with improved budget estimates to reduce the risk of
cancelled tenders, combining orders into larger packages, increased use of multi-year
contracts

Central bidding and local purchasing for essential drugs, o address disparities in price,
guality and quantity of medicines districts procure

““Improvements to storage, vehicles, transport budget to ease distribution problems in the

T listricts
Improved quality control of drug procurement, with improved capacity of DDA, LMD

-  capacty to test quality on site, and PPP with private sector laboratories for testing of
shealth commodities and drugs,

Pt

G;:g_rernannse and Accountability

Measures to make services more client centred and aﬁcnunt&bie to those they serve, with 2

particular focus on the marginalized and excluded, will include --

Participatory planning, social and public audit, mendatory public hearings to strengthen
accountability at local level.

Capacity building to local health management committees, with clearer financial
management procedures

[mplementing & 3-5 district pilot on Strengthening Local Health Governance, to develep
a more integrated and locally accountable approach to health sector planning and
management, with a view o expanding to more districis.

At national level, build on existing policy forums (e.g. Health Sector Decentralization
Policy Forum and others) and involve civil society organizations in policy discussions, in
order to strengthen voice, transparency and accountability..

Continue docymenting local innovatjons, leaming and best praciices of local hezlth
management committees

Regular and timely public dlsclnsure activities through Mol P website, radio/TV,
newspapers, performance auditing, and anfial progress report among other activities.
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Costs and Financing

On plausible ‘high case’ assumptions, the MOHP budget would increase by $3.2 per head
from NRs646 ($8.5) per head in 2609-10 to NRs893($11.7) in 2014-15 (at 2009 prices). As
was also the case with NHSP-IP 1, this document has not attempted a detailed costing of a
programme that is intended to be ‘sector wide’ in scope, encompassing the entire budget of
the health sector. Detailed costing will be taken forward in the annual budget and AWPB and
in the health sector MTEF. However, a very rough attempt to put some ballpark figures fo the
broad magnitude of the additional and expanded programmes that will be taken forward
during NHSP-2 suggests additional costs in the order of $3.8 per head. These figures will be
further refined in subseguent drafts of this plan. Undedying assumptions on both costs and
resources could prove optimistic — but the financing gap should prove manapeable. The
largest potential areas of new spending based on present estimates are puirition, human

resources, and the costs of expanded demand for curative services af district hospital Jevel
and below.

Monjtoring and Evaluation

HMJS produces detailed service data, disaggregated by age and gender. The accuracy is

broadly confirmed by survey based estimates. HMIS data is supplemented by regular surveys
for information not oblainable from facility reporting - health seeking by socio-econoruic
characteristics, users satisfaction, HR in place, detailed budget and expenditure analysis to
explore efficiency, effectiveness, and accountability issues,

The main wealmesses are;-

» Noreliable source of HR data;
« Diata reported by facilities and districts is not rowtine]y analyssd and used at that Jevel
»  Some NHSP indicators lacked baseline or means of measurement

» Regular reviews of performance take place from facility to national level, but the agenda
s not consistent

Future directions during NHSP 2 will be:-

+ Ensure all NHSP-IP 2 results matrix indicators have baseline and means for tracking
Progress

«  NHSP targets and indicators to inform targets and performance reviews at all levels

«  FEnsure that anal ysed HMIS data reaches and is used at facility and district level

Review HSIS [pilot) of disaggregation by caste/ethnicity, consider whether to take to
national scale or continue to rely on surveys

+  Mandatory anmual social audit at each level .
Additional one-off surveys:- for example, on women’s health-seeking
Stronger apalytical capacity in MOHP (strengthen HEFU)

xiv
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1. Imntroduction

1.1 Long-term trends in heatth status and inequality

During the past two decades, amidst profound political change and instability, and with a
largely poor, rural population living among formidable natural barriers to public services,
Nepal has taken initiatives that have achieved significant reductions in both child and
maternal mortality, while significantly improving equity of access to health services,
beginning to reduce the extreme disparities between-the poor and non-poor, and to improve
the access of the marginalised castes and ethnic grm.tps.i The improvement in the relative
health status of the poor and marginalised is notable because it has taken place in & context in
which the incidence of poverty decreased markedly from 41% to 31 % betweenl996-2004,
but the overall disparity between rich and poor has increased. The wealthiest consume eight
times more than the poorest, and 3 of 10 Nepali citizens remain below the poverty line.

Progress is being made, but there is 2 long way to go. Although deaths of children nnder five

years of age have decreased by 48 percent in the past 15 years, in 2010 six of 100 children

are likely to die before their fifth birthday, Deaths of infants have declined by 41 percent, but

5 of 100 babies still die before their first birthday, Deaths of new born babies during the first
. motth of life have decreased by 33 percent, but 3 percent of babies die during their frst
.. momth of life, Maternal mortality has declined by 48 percent in the last decade, but 42
~ women are dying each week due to child bearing related problems. Although the situation
_ has improved since 2001, Nepal remains one of the most malnourished countries in the
" world, with nearly half of under five year olds stunted, indicating early chronic malnutrrtion.
- This reduces survival chances, canses permapent impairment of physical and cogmitive

development, and perpetuates poverty by reducing their achievement in school and thetr
7 future earnings.

Utilisation of health services has increased and has been associated with a reduction in
inequality for many services and for some health outcomes, but progress has been uneven
and severe inegqualities remaijn. Disparities between castes, ethnicities, and wealth quintiles
have decreased in contraceptive use, childhood immunisation, diarthoeal disease control, and
treatment for acute respiratory infection, Differences between castes, ethnic groups, and
wealth guintiles in birth weight or size at birth have also diminished. Differences in under-
five and infant mortality rates between castes, ethnic groups and wealth quintiles have
decreased. However, disparities in inaternity care increased for much of the period -
although recent policy initiatives have begun fo close the gaps. The wealthiest women are
still 12 times more likely to use a trained health worker during delivery than the poorest. At
the same time, differences in neonatal mortality rates between Brahmins/Chhetris and Dalits,
and between Newars and Janajatis have increased.

5 RTl Infernationsl, 2008. Egufy Anatvsls of Health Care Liifzation and Cufcomes. Research Triangle Park, NG, LIBA.
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111 Health policy

The Government of Nepal’s Natiopal Health Policy of 1991 has sought “to @m- ;
health standards of the majority of the rural population by strenpthening the Sy
care system and making effective health care services readily available at the local. 1¢p¢1 nE
Access to essential health care services (EHCS) was increased by establishing health posts i
villages and an extensive work force of female community health volunteers, The Geography-.
of Nepal poses serious challenges in delivering health services to all. In the Mowntads -
Region, 4 of 10 individuals have to travel 1-4 hours to reach the nearest health or sub-heaith
post. In the Hill Region, 3 of 10 individuals have to travel 1-4 hours to reach the nearest’
health or Suh-hea.lﬂ'j post.

A large pumber of health institutions were established by the private sector-to train healthw- i
care professionals, and the number of private hospitals grew quickly thereby greatlff 5
expanding secondary and tertiary care in urban areas. Nepal's pharmaceutical industry s al&‘.}ti
grew in the last twenty years and now produces one-third of the national reqm:emmt:f
medicines. : )

In 2004, the Government of Nepal (GoN) introduced a “Health Sector Strategy: An'A
for Reform™ and the first “Nepal Health Sector Programme 2004-2009”, Recognising Thirees
external development partners finance over 4% of public-sector health mnq:pf;J:llr.lItl.'lIe:,,,L
Government adopted a Sector Wide Approach {(3WAp) for NHSP, to mprm il:uiiz o
effectiveness by coordinating the efforts of Government and External Development Parfnérs

(EDPs) in support of a single Government-owned and led programme that aimed to put ;
country ol frack to achieve the 2015 Millenmium Development Goals for health,

%
N

ME

With the popular people’s movernent of April 2006 came a period of transition that led'tu AR
Interim Constitation, electing a constituent assembly, and formation of a federal republic of . -
Nepal. The Interim Constitution established the right of all Nepali citizens to free basic
health services, the right to a clean environment, access to education and a means of
livelthood, it 2 social environment free of discrimination and instituti onalized inaquality.

1.1.2  Kederalivim and the Health Sector

Whatever form of federal system Nepal will adopt in its new constitution (expected by mid-
2010), the need for preparing the country's institutions for the transition to federalism has
afready arisen. Notably, the federal structure will affect every area of the health system, from
planning to service delivery and overall heaith governance. However, basic elements of
structure and level of governance have not been defined by the Constituent Assembly yet.

Therefore, at this time the fuhre functions of different levels of government are yet to be
decided. '

1.2 TRationale for NHSP-IP 2

The second five-year health sector programmme will continue to build on the successes of the
first six-year programme, and begin to address the Temaining consirains to increasing access

2
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and utilisation of essential health care services, with & particular focus on continuwing to
address the remaining disparities between the wealthier population and the poor, vulnerable
aiid marginalised populations. The achievements to daie have depended heavily on financial
and technical support from the EDPs. Government will continue o increase domestic
financing of health services, but sustaining and building on the achievements of the health
sector will require the generous level of support frotn the EDPs to be sustained and intreased.
Nepal has so far been successful in turning the support that has been provided by EDPs into
substantial improvements in the health status of the population. This plan will give careful
attention to further improving health systems and achieving effictency improvements. MOHP
is determined to maximise the health benefit of every rupee that is spent and to thereby
ensure that Nepali taxpayers and externa] development partners continue to be convineed that
NHSP-IP 2 represents an excellent use of scarce resources.

3. Review of NHSP-IP (2004-2010)

2.1 Review of Nepal Health Sector Program-Implementation Plan 1

2 1.1 Budget and Expendituyres

t The Government consistently increased the health sector’s budget during NHSP-IP1, from
" NRs6.5bn (US$88mn) in 2004-5 to NRs. 17.8bn (US$228an) in 2009-10. As 2 share of the
- naponal budget, it increased from 5.87 percent in 2004-5 to 7.16 percent in 2007-8. Health
“* spending continued to grow rapidly to 2009-10, but the share declined in the two subsequent
- years 1o 6.33 and 6.24, reflecting rapid growth of the total budget father than azny lack of
® commitment to the health sector. MOHP succeeded in raising actual spending as a share of
_ the rapidly increasing health budget from 70 percent in 2004-5 1o 81% in 2007-8, exceeding
% the NHSP-IP target of “at least 80%.’ |

The allocation of the budget has also improved. The share of essential health care services
increased from 65% of the health budget in 2004-5 to75% in 2009-10, in line with the ‘high
scenario’ share envisaged in NHSP-IP 1. More funds have been distributed to the 75 districts
and less to the centre during the past five fiscal years. Last year disfricts received about half
of the health budget (49.5%) directly or indirectly from central funds. Over the past threg
years, 20 percent of the health development budget was allocated to child health, and Nepal
is on track to achieve MDG 4. The budget allocation for maternal heslth and to achieve
MDG 5 has increased significantly duning the past 3 years, from 9 percent to almost 15
percent of a growing health development budget.

2.1.2 Reduced Mortaliry and Morbidity

The available evidence from several surveys using different methodologies all points in the
same direction. GoN has met or exceeded the targets for child and matemal mortaliry
teduction that were set in the NHSP-IP 1, and is on track to achieve MDG 4 and MDG 3
(Table X. The total fetility rate has also declined rapidly, from 4.1 births per woman to 3.1
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between 2001 and 2006, and the increase in contraceptive use is one of several factors that
explain the dramatic decline. A survey of rural communities in 40 districts conducted by the
Nepal Family Health Program (NFHP} and New ERA in 2009 shows the TFR. down to 2.9,

TB and malatia both show declining incidence. The only less positive note is that acute
malmzrition {wasting) appears to have increased since 2006, although the proportion of
children who are stunted due to chronic malnutrition has continued to decline though it
continues o affect 45% of rural children.

A year-long study by the Family Health Division starting April 2008 validated the dramatic
decline in the Maternal Montality Ratio {MMR) reported by the NDHS in 2006. The study
revealed an MMR of 229 per 100,000 live births in eight districis representing Nepal.
Mafarnal causes now account for only 11 percent of al] deaths of WRA.

The 2005 NFHP mid-term survey of 40 districts also affirmed continuing reductions in infant
and under-five mortalities and increased vitilisation of reproductive and child heajth services.
The 40 distriet survey of Nepal’s rural communities in 2009 shows infant mortality reduced
to 4iper 1,000 live births in 20 intervention districts and to 35 in the 20 control districis.
Under-frve mortality 1s reported to be 50 per 1,000 live births and 40 in the intervention and
control districts, respectively. Surprisingly, the survey also shows neonatal mortality
significantly decreasing to 20 per 1,000 live births in the intervention districts and to 24 in

the centrol districts, although interpretation of the results should be made cautiously because
of the few cases found in the survey.

Table 2.1:  Achlevernents for NHSP 2004-2010 and Targets for NHSP 2010-2015

! Ourteome i ieator Achlevement Ta
1981 | 1996 | 2001 | 2006 | 2009t 21} 2015

" [ Matemal Mortality Raiio 509 | 53 | 45| 281 .29 250 134
Tatal Ferfilty Rate ' 5.3 45 4.1 3.1 23 3.0 25 |
Adolascan! Fertilty Rete (15-19 yesrs) 19 | 22 23 15
CRR {modem mathods) | 20 35 4] 451 T 5%
Under-five Mortaliy Rale _ 158 | 1183 B1 61 50 55 a8
Infant Mortallty Rats 106 | 785 B4 48 41 44 2
Necnata Morality Rale 49.9 43 5 2 30 16 |
% of undenweighl chiidren 492 B3] 3| |7 34 24
Spraad of HVIAIDS among population 15-24 yeary 0297 | 0555 | 049% | Haliand reversa trand |
TB incidance, prevalence sed death rates 460 | 24 30| 280 138 | Halt ahd reverse trend -
{prevalencs rte per 106,000} _
Malariz incidence and death rates (prevalence rale 96 | 25 E2 25| 26 Hall and reverse trend
per 100,000}

] -
Source: Nepal Family Health and Demographic and Heatth Surveys 1391, 1888, 2001, 2006. 2008 estimates from Matamal Morfafty snd
Mrubelity Study In 8 disiricts and Mid Term Survey for NFHE f of family planning, matema, newbom and chiid health.

' Eshmates from Madema! Morlality and Morbidity Sm:.l}-' in & districts and Mig-Tearm Survey for NFHP I of family planning.
matemed, newhom and child health,

THIVIAIDS prevalancs ages 15-48 {2000
LHIVIAIDS prevalence ages 15-4% {2005)
+HIVIAIDS prevalance ages 15-49 {2007)
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2.7 Increased Access to and Utilisation of EHCS

Analysis in the 2007 mid-term review showed that most of the reduction in child mortality,
and a significant share of the reduction in maternal mortality can be explained in large part
by the success in expanding coverage of health inferventions, Table X shows that MOHP met
or exceeded nearly all of the coverage targets by 2009.

Immunisation coverage met or exceeded the targets. By 2004, childhood immunisation by all
basic vaccines exceeded 80 percent nationwide. The 2009 NFHP survey also reports 83.5
percent of children age 12-23 months received all basic vaccinations, which suggests a higher
national average that would inclode urban areas, DPT3 coverage was 89.8 percent and
measles was 85.6 percent in the rural areas of 40 districts.

The chosen indicator for utilisation of EHCS at bealth and sub-health posts does not
adequately capture the full impact of the expansion of IMCI, IMCI includes training of heaith
personnal 0 combat major killer diseases of children. It has been extended to community-
based IMCI by training fernale community bealth vohmteers (FCHVs) and traditional
healers. By the last fiscal year (2008-09), the IVMCI programme covered all 75 districts.

IMCI has proved to be effective in improving child health by reducing morbidity and
mbriality in an effort to achieve MG 4. Acute respiratory infections ameng children
" dropped to 5 percent from 23 percent in 2001 and from 34 percent in 1996. By 2009, ARI

- symptoms among children under age five decreased since 2006 from 5.5 percent to 4.4
. percent, and in NFHP's 20 intervention districts prevalence has decreased to 3.4 percent. The
—~ percentage for which treatment was sought from a health facility or provider has increased
~ dramatically frotn 36.1 percent in 2006 to 54.4 percent in 2009, More children were treated
"3 for}diarthoea and knowledge of ORS among women who delivered in the past five years
- befame universal.

b

ﬂﬁﬁﬁun_ interventions have been piloted to address malnutrition among women and

children, and wvitamin A supplementation is almost universal with the involvement of
FCHVs.

NFHP's 2009 mid-term survey shows almost 29 percent of births were attended by SBas,
exceeding the NHSP-1 target, and up from 17.4 percent in 2006, and deliveries in health
facilities were 27 percent, up from 17 percent. More pregnant women are using antenatal care
in 2009 than reported in 2006. Only 39 percent of pregnant women in nural communities in

2006 were availing of antenatal care from a doctor, nurse or midwife but 48 percent did so by
2009.

These improvements reflect the impact of a2 major Government programne to reduce the
MMR. Almost 1,000 Skilled Birth Attendants (SBAs) have been trained to assist deliveries
in institutions and at home, and almost 200 basic emergency obstetric sites open 24 hours a
day have been established in the past 4 years. In February 2065, the Government of Nepal
inittated a maternity incentive scheme, later renamed the Safe Delivery Incentive
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Programme, a demand- and supply-side finsncing scheme designed to promote m ;
health gnd to achieve MDG 5. In February 2009, delivery services were declared froe by
GoN in all public-sector health facilities and partner health facilities and free dali

reducing unsafe abortion. Abortion was legalized in 2002 by parliament with an amenc
1o the civil penal code that criminalized medical abortion, Safe abortion services were 4
up in a very short time and services are now available at 240 sites in 75 distriets, and. 23{! HIFRs

w;:-men have utlhzn:d safe abﬂrtmn services. The ‘pal‘ml;'.rshlp approach” to

The NFHP mid-term survey of rural communities reported a4 1 percent incresse in ma;iem
method use since the 2006 NDHS, but the contraceptive prevalence rate of 45% in 2009338,
below the target of 48% to be achieved by 2010. However, the figures are distorted by the <.’ -
large nutnbers of migrant workers living away from home. For married women age 15-49. ?

who are living with their husbands, modemn contraceptive method use was reported in 2009 -
te be 55, 5 percent.

Tuberculosis {TB) is a major public health problem in Nepal. About 45 percent of the total
population is infacted with TB,- of which 60 percent are adult. Every year, 40,000 people
develop active TB, of whom 20,000 have infectious pulmonary disease. Treatznemt by.
- Directly Observed Treatment Short course {DOTS) has been successfully implemented
throughout the country since April 2001. The NTP has coordinated with the public sectors,
private sectors, local government bodies, I/N(GOs, social workers, educational sectors and
other sectors of socisty in order to expand DOTS. By July 16, 2008, DOTS had been
expanded to 1,079 treatment centers with 3,147 sub-centers. The treatment success rate stood
at 88.1% and case finding rate of 71.39%. These rates are short of the national target, but
exceed the global targets of diagnosing 70 percent of new infectious cases and curing 85
petcenit of these patients. If the current performance of the DOTS programme can be
sustained, nearly all of the 5,000-7,000 annual deaths from TB can be prevented, aveiding up
to 30,000 deaths over the next five years.
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Table 2.2: NHSP 20042010 Targets and Achievements

Coverage Indicator Target Arhievarnant | 20061

Meacles and DFT 2 coverage Measles: BA% DFTA: A% Moaghes: B5. 6% DFTI: 84A%
Blths stiended by SBA 2% 28.8%
CPR [modam methads) 48% 45.1%
Lt need] for family planning 21% 6.3%
Ullsation of EHGS &t health and sub-health posts AR prevalence: 5.3% AR prevalence: 4.4% {17% detreass)

_ Trealment sought: 42 9% Teeatmenl sought: 54 4% (26.8% Inorease)
TB case detecllon Bl T1A%1
TE trestment success Fals 80% BA.1% ¥
% young people who comectly entify ways of Fermale: Fe, Mae: 70% - Female: BO%-+
preventing transmission of HIY and reject FSW, DU, M3M: 80%
mizconceptions
Proparkon of Govemment funds 1o HIVIAIDS 15% 10% {MDG 5)

HIV/AIDS remains a concentrated epidemic but with high potential risks via low coverage of
high-risk groups with prevention messages, with the large migrant worker population a
particular concern, Knowledge of means to prevent HI|V/AIDS among young women séems
to have improved and to exceed the target, judging by the high percentage of respondents to
the 40 district survey who were able to identify means to prevent transmission {condoms,
faithfulness to an uninfected partner, abstaining). Government spends less than the somewhat
arbitrary 15% of budget target, but there is also significant EDP and NGO spending outside
MOHP and outside Government. Anti-Retro Viral therapy has been provided free of cost by
20. hospitals to 2000 persons living with AIDS. The number of voluntary counselling and
testing centres number 120 in 50 districts. The prevention of mother to child transmission
scheme has been implemented in 9 hospials and an increasing number of HIV-positive
wognen have entolled in the scheme. There are four CD4 count centres in the country to
support ARV therapy. The Government gets support for surveillance, policy development,
prexention, care and treatment, improving the capacity of public and private sectors to
deliver services, and quality assurance for the national HIV/AIDS supply chain and logistics
menagement, USAID will support private-sector partnerships to lay the foundation for a
long-tenm, self-sustaining condem market in Nepal.

2.7.1 Reduced Disparities of Access and Utilisation

The NHEP-IP 1 document gave little emphasis to tackling poverty and social exclusion, and
lacked targets or indicators to monitor progress in improving access by the poor and
marginalised, This lack of emphasis has been addressed during implementation, and
significant gains have been made in reducing inequalities in access to and utilisation of
family planning and child health care services between castes and ethnic groups, as well as
between poor and wealthier citizens in Nepal. Inequalities have fallen among castes/ethnic
groups, except Muslims, for contraceptive use. Inequality in the use of immumisation services
has decreased between castefethnic groups over the last decade. There is virtually no

W kfid-Term jar NHSF 1 (40 rural disirice): and MOHP Budpei Ansbysis 2004 1
U TB case detection rate for 2007708, -
¥ TB traatment succees rate for 200708,
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inequality among ethnic groups in the incidence of diarrhoea. Inter-caste/ethnic equity in the
treatment of ARI has improved. The trepds in the under-ive and infant mortality rates by
caste/ethnic proup show a sharp decline among the most disadvantaged ethnic group. The
proportion of low birth weight or smalier than average children at birth has decreased by 20
percert among the poorest.

Free to user health care policies have progressively expanded their scope during NESP-IP 1,
in order to reduce barriers fo access by the poor and marginalised. Essential health care
services related to maternal health, child health and contro! of communicable diseases have
been free for a long time. Today, essential health care services at health and sub-health posts
and Primary Health Care Centres are free of charge to all. At district hospitals, outpatient,
inpatient and emergency services are free of charge to poor, vulnerable, and marginalised
groups, including medicines, and 40 essential medicines are free of charge to all, Institntional
deliveries are free of charge to all women nationwide,

The chanpes sppear to have been successful in nereasing utilisation by the poor and
disadvantaged groups. Disadvantaged groups used outpatient services more than
proportionately to their population share, and used Inpatient services at least in proportion fo
their share in the population during 2 trimesters in 2008. More women appear to be using
inpatient care for deliveries as a result of the safe delivery incanfive programme, and the
incresse is greater araong the poor, albett starting from = very low base, The Ministry’s first
three {rimester health facility surveys have shown utilisstion of services to Dalits
proportionate to their populations. Institutional deliveries—normal, complicated or cacsarean
section-—also became free of charge in all government facihities in 2009, -

Figure 2.1; Utilisation of services hy Dalits at hospitals and PHCCs, March 2008-2009

(in prrcand)

& Out patient . Inpatient & Emergency :
23.5 i

19.6

First Interval Second interval Third intervel

Dt populetion = 16,7 percant in sampls.

Some disparities persist, Disparities have increased berwsen the advantaged and
disadvantaged for antenatal care. Visits by the wealthier have increaged mnch more Tapidly.
Utilisation of antensts] care has increased to 1% percent among the poorest but to 84 percent
among the richest. The 2009 survey of 40 districts shows the share of deliveries atiended by
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an SBA pearly doubling between 2006 and 2009, with the moderately poor (second wealth
guintile) showing the fastest rate of increase. However, only 8.5% of the lowest weaith
quintité have an SBA at birth compared to 58% for the richest.

2.8 OQutput 2: Decentralised Management of Health Facilities

About 58% of the MoHP budget is allocated directly te district programmes (FY 2009/2010).
However, not much progress has been made decentralising management of health facilities
and involving local bodies in planning health services in districts, An absence of elected
officials has precluded local bodies forming for such purposes. Also, a plan to develop work
plans for 14 proposed devolved districts was not carried out.

The Minisiry handed over 1,433 local health institutions (health and sub-health posts and
PHCCs) in 29 districts to local health management commuittees though 2004/2005. However,
the process was hajted because of a lack of political will and cotnmitment. A total of 17
district hospitals were granied increased autonomy under 2 management board. [n total, 52 of

the 88 public hespitals of all types have semi-autonomous status, although the extent of their
a\tOnOmYy varies.

- The Minjstry designed and approved ‘Strengthening Local Health Governance Programme’
-“(a pilot programme) to be implemented in 3-5 districts from current fiscal year, which
.includes provisions and mechanisms to provide formuia-based health grants fo pilot districts.

=29 Output 3: Pablic-Private Parinerships

b ArR ’

‘The NHSP-IP vision was of a sector in which MOHEP would gradually retreat from service
%Elelivery, making more use of public private partnerships io ensure services are delivered. In
Fractice, Government has continued for the most part to deliver the services that it finances,

but kas ysed PPP approaches where they offer clear advantages. The issue is discussed in
more detai in chapter 6.

210 Output 4: Sector Management

Institutional arrangements for sector-wide policy dialogue and joint plagning and monitoring
have been put in place, although aid effectiveness has not improved to the extent that was
hoped (see chapter 6). Prograss has been made towards decentralising the budget, but there
has been less progress in the aim of deconcentrating real management anthority to districts.
The Ministry developed an electronic Annual Plarming and Budgeting system (e-AWPB) for
enhanced programming and budgeting to achieve its national targets and MDGs, and reduce
the external development partners” fiduciary risk. Ministry staff were trained use the new e-
AWPB database software. Each Ministry Section and Department of Health Services
Division used the new technology to programme and budget for FY 2009/10.

A Decentralisation Forum was established in 2007 to guide policy making, strategy
development and decentralisation activities. As reform activities progressed during NHSP 1,
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more funds have been sent to districts to manage and implement health care services. During
the last two years of WHSP 1, direct allocations to the districts increased fom 27 percent to
34 percent. In addition, central funds are disbursed to districts such that 58 percent of the
budget in 2009/10 was for districts.

A pilot study in 5 districts will begin in late 2009/10 or early in the next fiscal year. It will
identify public health functions most relevant to district and local governments, and health

management committees and facilitate restructuring the Ministry and Department of Health
Services.

2.11 OQutput 5; Sustainable Financing of the Sector

At the onset of the first NHSP it was expected that local bodies and commamities should
finance a larger share of health costs and that the private sector would increase its financijal
contribution. However, the Government proceeded rapidly to abolish user fees for target
groups fo receive emergency, inpatient and outpatient care at district hospitals free of charge
and to expand universal free care, including essential drugs, at peripberal facilities and
prirmary health care centres. By 2009, essential health care was free for all at health and sub-
health facilities and at primary health care centres. Services at district hospitals were free for
targeted groups representing the poor, vulnerable, and marginalised people. Drugs at the
peripheral facilities were free and 40 selected essential drugs at primary health care centres
and distriet bospitals were free. Institutional deliveries were also made universally free of
charge at all public hospitals.

2.12 Qutput 6: Physicz] Assets management and Procurement of Goods

Procurernent issues are discussed in chapter 6.5. In brief, precurement problems continue to
be experienced, especially for essential drugs. Drug procurement has been affected by delays
in the annual budget approval process and transfer of funds and responsibility to district
health offices inexperienced in the procurement process. Stock outs have risen significantly
in 2008 and 2009, and problems of local procurement of over-priced drigs have been

experienced. Seventy-five percent of health and sub-health posts had stock outs between
March 2008 and March 2009,

To comrect the problem, the Ministry developed a new drug procurement scheme in 2009 in
which. manufacturers and suppliers are pregualified and prices are fixed centrally for local
purchasing. The drug policy is designed to ensure only quality drugs are purchased locally at
bulk prices and are readily available at district facilities. Guidelines were prepared and
approved by the Cabinet.

2.13 Qutput 7: Human Resources for Health
Human resotirce management has improved since the NDF 2004 meeting, but challenges still

remain. A study carried out in 2006 by the Ministry showed that 70 Pm'ﬂfh‘?‘ﬂh
pexsonnel posts were filled in comparison to sanctioned posts. The main prablemnfi{lmlap
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resources is deployment and retention of physicians and one category of nurses i peripheral
health facilities. However, there is a problem of deployment and retention of all categories of
health personnel in the high mountain districts.

The Ministry has mplemented a two-year compulsory service scheme for physicians who
studied under the scholarship scheme of the GoN, and to date 280 medica! doctors in the
scheme have joined the Department of Health Services to work in peripheral health facilities,
To improve maternal health, 1,000 maternal and child health workers working in sub-health
posts enrolied in an 18-month ANM course, all have praduated, and are now posted at their
respective duty stations. The vacant posts of MCH workers and assistant nurse midwives
have been filled by contractual services in many districts. To improve the blomedical
equiptnent maintenance system, a one-year biomedical equipment technician course has been
developed and 90 technicians have graduated in four batches,

2.14 Outpot 8: HMIS Jmprovemenis

Nepal has an excellent HMIS that produces a ranpe of detailed service delivery information

unnvalled in the region. The HMIS data have been supplemented by a range of regolar
household and facility surveys that yield data that can not easily be collected from routine
. reporting, including shedding Hght on imequality of utilisation of services and collecting

* views on the quality of what is provided. Household and service delivery data confirms the

_overall accuracy of the HMIS data that is collected. The HMIS data is regularly compiled,
reported, and reviewed at regional and national level, The main weaknesses in the system are
the lack of good and timely data on human resources.

A f}ilnt study on disaggregating health services dats by age, pender, caste, ethnicity and

.religious minority was iitiated in core program areas of three districts in 2009. The
availability of the disaggregated data will help the Ministry analyse access to and use of
EHCS by the poor, vulnerable and marginalised, and help in designing interventions to better
serve them.

2,15 Lessons from EHCS Experience

NHSP-IP 1 has proved highly successful in achieving improvements in health outcomes and
services by concentrating the bulk of a small but rapidly growing budget on financing
essential health care services of proven cost-effectiveness, mostly delivered via the public
sector and increasingly provided free of cost to the user. The initial vision of a system that
would rely mncreasingly on user confributions with targeted subsidies to protect the poor was
abandoned in favour of free to user services, a decision that has been vindicated by the
substantia] increase in the utilisation of services by those who were previously marginalised.
Similarly, public private partnerships have been used where they can best contribute, but
there has been no dogrpatic insisience on Government retreating to & stewardship role, I is
difficuit to argue with a tack record that, in terms of outcomes and service delivery targets,
hias proved an abinosl unqualified success,
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A1

h'major lesson is that pragmatic adaptation n the light of evidence of v l.a: «..rks has served: "_I.
Nepal well. The current plan is therefore not a blueprint, and will be adap - aui adjusted in™ |

._‘\

the Lght of evidence, Some clear service delivery and policy priorities (.uwrge from the
experience. One implication of the success that has been achieved is that the ~o<t NHSP-IP
needs to focus from the beginning much meore on inequality, bringing the .~rvices and
interventions that have saved so raany lives to those mainly poor and marginahis .0 roipne
that have yet to benefit, It will alse be important not 0 lose sight of the need to susiuin the
results that have been achieved, which requires EDPs to sustain and increase their suppon
until economic growth enables Nepal to finance universal access to essential health care
services from domestic resources. 1

Success brings change, and the health problems going forward are in significant respects
different from those faced under NHSP-IP 1. Nepal has already exploited many (though not
all) of the most cost-effective interventions for reducing mortality and morbidity. The nexi
reductions will be more expensive and more difficult to achieve. Further reductions in neo-
natal and maternal deaths will requite a functioning health system able to respond to
emergencies 24/7. Tackling nufrition will require 2 multi-sectoral approach. The burden of
disease is changing, and the population will increasingly demand quality curative services for

' pon-communicable diseases. This is an area where public private partnerships and alternative

firancing mechanisms may have more of a role to play. At the same time, tschnology will
continue to change, and developments that have made it possible for FCHVs to treat
problems that were previously the province of physicians will continue to be made, and
Nepal needs to continue to be alert to new ways of tackling old problems.

3. Vision, Mission, Goals, Strategies for the Health Sector

31 Vision Statement for Health Sector

The Ministry’s vision of the health sector is to improve the héalth status of the Nepali
population and provide equal opportunity for all to receive quality health care services free of
charge or affordable theraby contributing to poverty alleviation.

12 Mission Statement

The Ministry will promote the health of Nepal’s people by facilitating access to and
utilisation of essential health care and other health services, emphasising services to women,
children, and underprivileged, and changing risky life styles and behaviours of most at-risk
populations through behaviour change and communication interventions.

12
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33 V¥alue Statement
The Ministry believes in

+ Equitable and quality health care services;

+ Patient/client centred health services;

+ Rights-based approach to health planning and programming;
+ Culturally- and conflict-sensitive health services; and

«  Gender-senstive and socially inclusive health services.

3.4 Sirategic Directions

For the Ministry to achieve its three objectives for the second NHSP, it will embrace the
following key directions.

=  Poverty reduction

= 'The agenda to achieve the health MDGs by 2015

«  Institutionatising health sector reform

+  Improved financizl management
'+ EDP harmonisation and International Health Partnership
(Gender Equality and social inclusion {(improving equitable access and equal utilisation)
'+ Inter-sectoral coordination, especially with MLD and Education

»  Sector-wide approach: itaproved aid effectiveness
+  Access to facilities and removal of barriers to access and use

% Human Resource Development

+ Increasing Modemn Contraceptive Prevalence

» Dnsease Qutbreak Control

» Local Governance: devolution of authority

= Patient/client centred health services

* Rights-based approach to health planning and programming

* Protection of families against catastrophic health care expenditures
* Health systems strengthening, especially monitoring and evaluation

3.5 Increase access to and otilization of quality essential health care services

For the Ministry to increase access to and use of EHCS and achieve the health MDGs by

2015, it wall implement a number of major strategies and activities, and measure progress

magde towards targets by outcome indicators (see results matrix at Annex 1). These strategies

will be implemented to achieve several outcomes as measured by reduced mortality rates,

including reduced necnatal, infant and under-five mortality rates, the matemnal mortality ratio

and the total fertility rate. Data related to intermediate indicators, as well as the outcome
indicators, will be disagpregated by gender, caste/ethnicity, wealth and region.

13




NHSP.IP I (2010-2015)

3.6 Jssues and Challenges

In 2008, UNDP ranked Nepal 142 of 177 countries on the Human Development Index. Life
expectancy was 63 years in 2006, Adult literacy was 55.2 percent but only 45 percent among
the deprived. Political instability, exacerbated by the economic crisis, rising food prices,
constant power outages, street demonstrations and general lack of law and order, constitutes
the health sector’s backdrop of the recent past and, most likely, for the foresesable fismre.
There have been major accomplishments in a short time but there is much to be done if Nepal
15 to achieve its health sector goals and the MDGs.

The deployment and retention of health care providers, particularly doctors and nurses in
remote areas is the sector’s biggest problem. Posting teams at district hospitals for
cemprehensive emergency obstetric care must be pursued if Nepal is to continue reducing
maternal mortality. Logistic management, especially procurement of guality drgs at bulk
pricing, distribied to facilities based on consumption natienwide, must be improved fo
reduce stock outs of essential drugs. Maintaining and procuring equipment for district
hospitals must also be a high priority. New schemes to solve both problems are underway.

Access to health care facilities continues to be a problem in rural areas, especially for the
mast disadvantaged. They are too few in number and often not built at a location likely to
provide access to those who need care the most. New construction is costly and time
consuring, Building standards need to be established.

Therte is some evidence that local management of health facilities s improving health care
but the local bedies have little capacity to govern and manage. Minimum standards will need
to be developed and loca)l committees oriented. Supervision by district health office will
become more critical to delivery, as will monjtoring of pro-poor programmes.

We will continue to be challenged to improve access to health care, the guality of health care
services, and decrease health disparities in utilisation of health services, Public funds will be
more and more consumed by the burden of non-communicable diseases, injury and viclence,

as will funding for expanding prevention, care, and treatment for populations most at tisk of
HIV infection.

Leaming to partner more effectively with the private health sector and utilising its growing

resources for training and expanding coverage of public prograrumes will take time because,
to date, it is vnrepufated.

14
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4. Major Interventions

4.1 Summary of Major Programmes ander NHSP.IP 2
4.1.1 Introduction
The three objectives set out in the results matrix are:-

i To increase acoess to and utilisation of quality essential health care services;
ji. To reduce health disparities and increase equity in essential health care services with
improved health care for the poor and disadvantaged;

1id. To improve the health system te achieve universal coverage of essential health
SErvices.

Government assumes responsibility for ensuring that these three objectives are met for the
defined basic package of services, because universal coverage will not be achieved if lefi to
the market. EHCS includes services that the market will not provide sufficiently because the
costs an not be recovered by charging for them, such as public health campaigns, or because
benefits are broader than to the individual directly receiving the service, such as
immunisaticn. It also includes some services that are only profitable for the private sector to
provide at prices many people cannot afford. The services included in the package are those
that are the most cost-effective, l.e. that have the biggest potential impact in reducing
mortality per rupee spent. '

% three objectives overlap:- the objective of increasing access and utilisation of quality
hedlth services {objectlve {) will be achieved in large part by interventions to make available
ess%niia.l' health services to the poor and disadvantaged and encoursge them to use them
{objective i1}, and by actions to strengthen the health system to be capable of reaching and
sustaining universal coverage of #ssential health services (objective iii).

4.1.2 Increasing the Coverage of EHCSN

The focus of all three objectives is on extending coverage of EHCS. This is appropriate.
Although impressive progress was made during NHSP-IP 1 in extending the coverage of
basic services, access and utilisation is far from universal, and a significant though shrinking
share of the population is still not covered by some of the most effective life-saving
interventions. The main task of NHSP-2 is therefore to continue to increase the proportion of
the population banefiting from the existing EHCS package of services, with a particular focus
on the poor and disadvantaged. This implies measures to:-

i Overcome supply side constraints to the delivery of quality EHCS, with a particular
focus on planning how best to reach those populations that have previously not had
good access to services. This will involve bringing services closer to people, ensuring
that necessary drugs and supplies and sufficiently trained and motivated staff are

available, snd making services more resuits focused and accountable to the ,
population.
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il. Reduce the demand side constraints to the utilisation of services that are available.
This partly involves reducing the cost barrier to accessing services through the
extension of free EHCS, and through selective suppott to belp meet transport &nd
other costs for accessing services. It also involves action to tackle other factars that
prevent people from using services, including improving knowledge, and helping to
empower women and socially disadvantaged groups to demand the services which,
under the inferim constitition, they have a right to receive.

4.1.3  Priority Additions to the Scope of EHCS

There are mevitably pressures to expand the range of services offered within the EHCS
package. With the lmated availability of financial and human resources, additions to the
EHCS package come at significant opportunity cost, with addition of a new service implying
fewes resources available for extending the coverage of the existing package of interventions
of proven worth. At this stage, the resources available and the precise costs of some aspects
of the progranunes that are planned 1o be scaled up or added remain to be estimated. The
approach taken will continue to be an incremental one, based on the resources available, and
the evidence from international experience and careful piloting within Nepal.

Although the main priority is 1o continue to extand the coverage of services defined in the
existing EHCS package, it 1s also necesszary 1o reconsider and amend the package of services
in the light of the changing burden of disease, and of the policy priorities of the Government.
This is a continuous process, and the EHCS package in 2009 is already significantly different
from that defined in the NHSP-IP | implementation plan. The main changes in the package
of services that will be delivered under NHSP-IP 2 can be summarised as;:-

i. Free Services

For curative care, NHSP-IP 1 only included outpatient services within the EHCS package,
and the free care policy was targeted. Under the interim Government's free care policy, free

services, including inpatient care and access to basic drugs, 15 to be made avatlable up to and
including district hospital level.

The argument for universal free services up to district hospital leve] is that charging for
services has a significant negative effect on vfilisation. Efforts to target subsidies to those
least able to pay have had only lumted success in exempting the poor from charges, and have
consequently had only limited itnpact on raducing the reluctance of the poor to seek care for
fear of the cost. There are also questions as to whether those who can pay necessarily should
pay, if the bills are met by selling assets and reducing future household income.

Although the arguments for free essential health care are strong, fee revenue accounts for &
quarter of district hospital revenue, and carries fewer testrictions on how it is used than does
Government revenue. It pays for staff incentives and for the salaries of locally recruited staff,
both of which would be more difficult from Government revenues without requiring changes
to existing regulations; and il also supplements inadequate Government budgets for drugs
and medical supplies and for maintenance. Extending the scope of free serﬁﬁas"th&__g%ffﬂr&
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carries significant consequences for the ebility of the hnspitzltho provide services. MOHP
will need to allocate the necessary additional budget, and will need to develop an efficient
means to replace the flexible finance previously available from user fees. This needs to be
taken forward in conjunction with the reforms to increase hospital autonomy, linking
decentralisation of authority and of more flexible block-grant budgets to clearer expectations
as to the performance standards and service delivery targets that hospitals should achieve.
The movement towards hospital autonomy has in recent years been stalled by the repeal of

the Development Board Act, and new legislation will be needed to re-constitute hospital -
management committees.

ii. Non-Communicable Diseases

NHSP-IP 1 did not define any action with regard to non-communicable diseases. A
combination of increased urbanisation and the progress that has been tmade in reducing under
five and maternal mortality mean that NCD and injuries now account for more than half of
the disease burden. Most NCD are expensive to treat, but the EHCS will include a range of
preventive measures aimed at behaviour change in order to reduce the burden.

fii. Nutrition

Malnutrition rernains as a major contributor to child bealth problems, as well as contributing
to future poverty by damaging the cognitive and physical development of children who are
aﬂ:éqtcd, reducing their educational achlevement and their future E:amjngsﬁ. Nearly half of
all Nepali children are stunted, the most direct indicator of dainage to fuhme cognitive and
ph&sical_ development. Damage done in the early years leads to parmanent impairment.
Furthermore, children who are undernourished, not optimally breastfed or suffering from
migronwtrient deficiencies have substantially lower chances of survival than children who are
well nourished. They are much more likely to suffer from a serious infection and to die from
common childheod illnesses such as diarthoea, measles, pneumonia and malaria.

It is therefore proposed to introduce a broader package of nutritional interventions.

fv. Neo-Natal Mortality

Between 2001 and 2006, the DHS surveys showed a steeper reduction in overall under five
mortality than in neo-natal deaths, with the result that neo-natal deaths as a percentage of all
under five deaths increased from 42% to 54%. This prompted a particular focus on reducing
neo-natal deaths as part of the preparation work for the new WHSP, Very recent evidence
from a 2009 survey of 40 districts suggests that neo-natal deaths may have subsequently
declined at an unprecedented rate, from 33 per thousand in 2006 to about 20 per thousand,
close to the target of 17 per thousand for 2015™, The sample of deaths covered over the three

" World Bank, Supplementing nutrition in the early years: the role of early childhood stimulation 1o maximise nutrional inputs.
Child and youth development notes, Marsh 2002,

™ Famity planning, matermsal, newbamn and child health situation in rural Nepal: a mid tern survey for NFHP 2. Data tables, New
Era, September 30% 2008
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most recent years is small, and the statistical validity and probable cause of this rapid decline
neads detailed analysis. Bven if confirmed, neo-natal deaths still account for 40% of deaths in
children under 5, and there remains a case for further efforts to ensure that the recent
reduction is sustained and to further reduce the NNMR. The child health interventions will

therefore include an expanded programme of activities almed at reducing newbom deaths.
4.2 Description of Services o be provided under NHSP-IP 2

The following sections discuss the main elements of the EHCS package that will be
implemented during NHSP-IP 2. The focus of attention 1s on those aspecis of the programme

that are new, or that will be significantly scaled up, or where the approach or management
will undergo significant change.

4.2.1 Family Health
Female Community Health Volunteer Programme

Current Situation: The major role of the 50,000 mpaid female comomumty health volunteers
{FCHWV) is to promote health and healthy behaviour for the promotion of safe motherhood,
child health, family planning, and other basic health services with the support of health
personnel from the SHPs, HPs and PHCCs. In addition to motivation and health education,
the FCHVs supply pills and distribute condoms, oral rehydration salts, Vitamin A capsules,
and provide iron tablets to pregnant women. They have also been trained to diagnese end
treat a mmiber of major causes of child and maternal death, and to identify when cases
should be referred to a health facility. According to the 2006 DHS, they provided 20% of the
treatment for diarrhea and 10% of treatment for ARI, with 88% success rate, and the
proportion of cases treated directly by FCHVs will have subsequently increased as
commiunity-based IMCI has expanded into all districts. The FCHVs have made a major
contribution to the achievements of the Nepal health sector in reducing under five and
maternal mortality, and increasing the use of family planning.

FCHVs are provided with 18 days initial training, plus five days of refresher fraining in every
five years. VHWs/MCHWSs are to conduct monthly supervision visits to 2l FCHVs in their
respective catchment areas, to re-supply essential commodities and to provide advice and
feedback and collect service reports. A review meeting with all FCHVs in the VDC is held

every four months. On average, FCHVs work about five hours per weels, and three quarters
say they would be willing to increase the ime they spend.

The training and support system works ‘well in most districts, but there is currently a backlog
of training of FCHVs. This relates mainly to the training of those FCHVs appointed to
replace those who left through natural wastage. The commodities distributed by FCHVs are
supplied to them by their VHW supervisor, who is meant to keep 43 days supply in hana.
The 2006 DHS reported that problems in the supply of commeodities meant that FCHVs were

unable ie ireal 20% of childven brouglt to them with diarrhoss. Monhoring of the availabiliiy
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of commpdities suggests that the situation has subsequently imprwed”. Part of the problem

has been thai the supply of commaodities such as ORS packets is adequate for the intended
purpose of treating children, but FCHVs atso face demands to provide them to adulis.

The success of the FCHV programme has resulted in more responsibilities being given to
FCHVs. This trend raises the issue of how to continue to motivaie what remains an unpaid
cadre of volunteers. It is arguable that it is the commitment to voluntary service fo the
commurity that makes the FCHVSs so effective, and that the same level of results would not
be achieved if delivered by an equivalent force of poorly paid public employees. Training
and 1ecognition for the importance of their work are strong motivating forces for many.
There is a balance to be struck between compensating the women for the real financial and
fime costs that they incur in carrying out their duties, without josing the spirit of voluntary
service to the community. FCHVs do receive a flat rate per diem for their participation in
Vitamin A distribution, and are paid for their attendance at the two day trimesterly meetings
and for participation in fraining. The community-based newborn care package proposes to

pay a lump-sum to FCHVs based on their individual performance in delivering the NBC
services.

A further incentive introduced in 2008-9 is the establishment of a revolving fund at each
VDL which the FCHVs can use in order to support income generation activities. A survey of
the use of the funds suggests that they are in general being effectively used to provide micro

credit at varying interest rates, with little evidence of abuse. The initial capitalisation of
Rs50,000 per VDC was increased to Rs 60,000 in 2009-10.

Future Plans: In line with the comprehensive FCHV plan prepared in 2003, the current

= Dorm is for there to be a minimum of one FCHV in every ward, who is knowledgeable,

trained, and well supported through capacity building, and supportive monitoring. One

-gpecific issue is the gradual phasing out of the village bealth worker cadre, traditionally

responsible for first-line supervision of FCHVs, and their replacement with better qualified
AHWs, who may however be less likely to be local to the area.

The main stress during NHSP-2 will be on supporting the existing cadre of FCHVSs, but
increased numbers will be supported on a needs basis, where the DDC/VDC or municipality
demand it and circimmstances merit it. During NHSP-2, the increase will be focused on those
hill and mountain areas where population density is low and each FCHV can reach a smalier

population, and on terai wards where large population would otherwise imply an excessive
workload.

The FCHV approach is designed for rural areas, the 3% who are now located in urban areas
reflect the spread of the munmicipalities into locations that were rural when the FCHV
positions were created. The FCHV approach is less suited to urban environments with a
shifting and more sthaically diverse population, with more women engaged in earning

it during EHCS workishog, It hiéed  referericeratatistics for this
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income outside the home, and weaker community solidarity. For the 15% of the population
that is urban, ward level health workers paid for by the municipality are supposed to provide
community-based services, MOHP provides techmical back-up. The extent to which
municipalities provide effective services is highly variable, and 2 mors comprehensive
approach will be developed during NHSP 2, in partership with MOLD and with the
municipalities {see chapter 5). This will include reviewing whether there is scope for
adapting aspects of the FCHV approach to working in an urban environment.

For those VDCs where the FCHVs are able to show that they are making good use of the
existing revolving fund and want to increase if, and where FCHVs are meeting service

delivery objectives, it is proposed to further increase the size of the revolving fund to Rs
100,000,

During NHSP-2, budget provision will be made for clearing the backlog of training of newly
appoirted FCHY g, and for a continuing programme to train replacements for those leaving as
a result of natural wastage, as well as additional FCHV positions created to reflect unmet
need. More use will also be made of distance education to provide FCHVs with opportunities

to imnprove their skills.
Safe Motherhood

Current Situation:

Tahle £1: Maternal mortality reduced
C

1996 20 2005 it ]
MMR {setimaled) 538 281 27
Emamency ohstelric cars (% C-sactions) 1.08% 0.6% 2%
Skillat birth attendancs &% 11% 18% Kyl
Anfgnatal cive Coverage £2% . 2% B6%
Farnlly planning ftotal fertilty rate) 48 oA 3.4

-Bource: NDHS for 1996-2008. 2008 MMR from Malemal Mortalley and Morbidity Survey (8 districs only, but ai desths), Other 06 data
from CXHE Annual Report 2007-8, They are not directly comparable with DOHS, though trends seem broadly consiédent,

Maternal mortality has come down very rapidly since 1996, Two separate Surveys using quite
different approaches have confirmed that a substantial reduction has occwrred. Maternal
deaths now account for only 11% of deaths among women of reproductive age.

Part of the significant achievement is likely to have been influenced by substantial fertility
decline and the success of family planning measures. This reduces the absolute number of
deaths because fewer births take place, but also reduces the mortality rate because of better
birth spacing. The emphasis being given to safe motherhood in community based services
will also have contributed. The mid-term survey for NFHP, which covered 40 of the 75
distriets, found evidence in both NFHP and contrel districts of further improvement in
maternity services since 2006:- statistically significant increases in the percentape of women
using ANC, preater frequency of ANC, increased percentage of women protected with

1 DOHE

20



AR R R

L

NHEP-IP IF {2010-2015)

tetanus injections and provided with treatment for amasmia and intestinal parasites’’. The
MMMS? found strong evidence of a positive response to health education messages during

ANC, with some women more conscious of their well-being during pregnancy, improving,
their diet and not doing heavy work.,

The availability of safe zbortion services is likely to have contributed to a reduction in the
munber of deaths due to abortion-related complications, although this is difficult to assess
hecause the legalisation of abortion increased the number of reported cases. Abortion is not
free, and a recent survey implies that services are being accessed disproporticnately by
women who are urban (43%) and literate {74%), with only 14% of the sample coming from
the temote and more impoverished West and far West where 22% of the population live™,

Access to care af childbirth has increased. Home delivery continues to be strongly preferred,
but the share of births attended by health staff has increased from less than 10% to nearly one
third. The NFHP survey of 40 districts shows a further increase in deliveries attended by an
SBA from 19% in 2006 to 33% in 2009, and in instihmional deliveries from 17% in 2006 to
27% in 2009, The MMMSE found that 41% of maternal deaths now occur in a health facility,
up from 21% in 1998, an ndication of greater willingness 1o take women to a facility when
complications arise, although they are often put at rnisk by being taken too late. Although
substantial inequalities remain, they appear to be narrowing, The 2009 survey of 40 districts
suggests little change since 2006 in the 58% of women from the wealthiest quintile who have
skilled attendance at birth, but (if the survey districts are representative) the proportion of
women from the two poorest quintiles delivered by an SBA has more than doubled, from
7.4% in 2006 to 17.6% in 2009, Reaching the women from the poorest quintile remains a

challenge, however, with SBA attendance found to be 8.5%, higher than the 4.8% in the 2006
DHS but still very low.

The substantial increase in the proportion of births ettended by a health worker reflects
incentives for workers paid under the SSMP programme. The availability of basic and
comprehensive obstetric care is being improved, and the financial barriers to sccessing the
services are being reduced by the policy of free institutional delivery, plus payment of
transport subsidies to enable women to reach a facility when needed.

However, the current low level of care at childbirth, including care for women with
complications, will need to improve in order for the maternal mortality rate to decline further.
Government will continue to offer free delivery services at hospitals, PHC, health posts and
selected sub-health posts, and accredited non-Government facilities. Transport subsidies and
provider incentives will continue to be paid for women delivering with SBA or in & facility.

" Family planning, matemal, newhem end child health situation in reral Nepal: 2 mid ferm survay Tor NEHP 2, Data tables, New
Era, Seplember 308 2009

% Maternal maortality and morbldity survey, 2009

A it Mesvaw_marestopes orgidccumenteNPAS-CAC-Ul pdf. DOHS Annual Hapon 2007 -6 showa & similar pattern of gengranhice:
concentration with fwo-thirds In Central and Eastem regions, ThiS nigy notbe a representativa: gample so need to check i
Infeences drawn am legitimate.
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The incentive to SBAs for home delivery has been reduced, in order to ensure that thepe j ig J:ID .
disincentive to institutional delivery.

Future Plans: During NHSP-IP 2 the following additional measures will be mplemmted iu

order to achieve MDG5 and improve services for wormen of reproductive age:-

1.

iv. .

Further strengthening the community-based support organized through FGHV& ’
including mothers groups, and birth planning. Particular stress will be plaaaﬂ m
identifying the danger signs, strengthening the referral link, and reducing the
immediate financial constraint inhibiting women from travelling to a facility; by
encouraging mothers to save funds for transport in preparation for the birth, and
communities 10 establish or expand the emergency funds that are managed by FCHVs
on behalf of the community. These are quite distinct from the FCHV revolving fund,
although one possible use for expanded FCHV revelving funds could be to advance
loans 1o meet the up-front cost of reaching a facility, given the delays that have been
experienced in payment of the transport allowance payable to women delivering in a
health facility. .

Training for SBAs will be expanded in line with the National In-Service Training
Strategy for SBAs, which estimated that achieving MDG 5 would require 60% of
births attended by an SBA. To achieve this target, 4573 will be needed by 2012 and,
allowing for attrition, MOHP will provide some kind of SBA training andfor
orientation to around 5000 nurses arnd doctors by that date, and ensure their proper
placement in relation to need. The precise form of training will depend on assessment
of current skilts apainst the competencies defined in the training strategy.

In order to encourage increased institutional delivery, there will be continned investment
in BEOC and CEQC towards national coverage. This will be planned alongside training
and deployment of the necessary staff teams to ensure that facilities can be hrought into
opergton. Where there are existing NGO o private facilities with the capacity to provide
CEOQC in locations where there is currently no public facility able to do so, consideration
will be given to negotiating a public private partmership to secure the required CEQC
coverage through a contract with the non-Government facility.

A further 1000 Sub-health posts will be upgraded to health posts with the addition of
birthing units.

Expand on the current six district pilot in order to extend safe abortion services to poor
and disadvantaged populations in remote locations who currently lack effective access.
This will include *medical abortion’, a cost-effective altemative to surgical abortion.

In ereas with poor physical access to facilities, making referral impractical,
community-based administration of misoprostal will befis being piloted, in order to
reduce the risk of post-partum hacmorrhage.

Newborn Care

Current Situation: According to the 2006 DHS, over one third of neo-natal deaths were
caused by birth injury and asphyxia, nearly 20% by ARI and a further 21% by other’
infections Yikely to include some ARI and diarthea. Other significant causes are low birth

weight/pre-term (6%3), congenital disorders (8%4), and tetanus (2%), with the remaining - 11}‘};
of deaths undiagnosed. '
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The 2007 40 district survey seems to show a sharp acceleration in the reduction of neo-natal
mortality, from an average of 33 per thousand in the three years to 2006 to around 20 per
thousand in the three years to 2009. The reasons for this sharp reduction are not well
understood, and the relatively small number of neonatal deaths in the sample mean that the
decline may be smaller than estimated, though the change since the 2000 survey is
statistically significant. A significant contnbutor to the change 1s likely to be the big increase
in the share of deliveries happening in health facilities, mcreasing from 17% to 27% of all
deliveries. According to the 2007-8 annual DOHS report, the nee-natal death rate on hospital
deliveries is much lower at just 8.3 per thousand. If the additional hospital based deliveries
were typical then the increase in institutional deliveries would lower the NNMR by about 3
per thousand, However, the free delivery policy and incentive payments have parrowed
inequalities and brought more women from relatively higher risk groups to hospital to give
birth. We also know from the MMMS that women tend to come to the hospital to give birth
only when complications arise, which is likely to mean thai the increased institutional
deliveries include a high share of high risk delivenies, and the potential number of avoided
deaths is therefore higher. Depending on the assumptions made about the home delivery risk
of the additional 10% of births now taling place in hospital, and on assutnptions about how
successiul institutional delivery is in reducing neo-nata] deaths per thousand deliveries, it is
plausible that the increase in institutional deliveries could reduce the NNMR by 5-10 per
thousand.

Modest but consistent improvements in ante-natal care and post-natal care may account for
some additional improvement. Environmental factors may also be partly responsible,
particularly improved access to cash from remittances and improved communications with
the;:,pné.ad of mobile phones making it easier for women to reach help when complications

arise. These environmental factors could net account however for the speed with which
mortality seems to have reduced.

Futyre Plans: MOHP’s Community-Based Newbom Care Package (CB-NCP) was
developed based on the 2004 Neo-natal Health Strategy. It is being implemented a5 a pilot in
8 districts, with a view to scaling up if it proves successful. The aim is to reduce nso-natal
mortality from 33/1000 live births in 2006 to 17/1000 by 2015.

The program objectives focus on preventing and menaging the major causes of neo-natal
mottality:- new-born infection, hypothermia, low birth-wejght, managing post-delivery
asphyxia, and develeping an effective system of referral of the sick newborn.

The strategies being employed in the pilot focus around:-

1. Awareness creation, through BCC campaigns and at community level through
mothers groups, and one on one health education by FCHVs,
ii. Performance based incentives for the FCHY to accompany the mother to deliverina .

facility, or to be present at all home births. Home delivery is being made safer by free
distibution and social marketing of clean delivery kits, and by training FCHVs
identify birth asphyxia and resuscitate if no SBA is present.
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3. Training FCHVs to identify neonatal infection and low birth-weight, to provide ll:lﬁy

biotics for infection and to recognise when to refer, and to respond appropriately wiﬁi*
home-based care, including advice on feeding and keeping the baby wanm.

Population and Family Planning

Current situation: The long term aim has been to achieve replacement level fertility by Eﬂl‘? .

to permit faster progress in sustainably reducing poverty. Fewer children being born meam W
that more can be spent on ensuring that each child is educated, healthy and has 1he )
opportunity to develop the skills to contribute to a more prosperous society’

The reduction in the total fertility rate from 4.6 births per woman in 1996 to just 3.1 in 2006
reflects a pumber of factors, including the large migrant worker population out of the-
country, the effects of internal and external displacement due to the conflict, and increases in

urbanisation and in women’s education increasing the demand for smaller families and be:tter‘
birth spacing.

The achievernent also reflects the success of the family planning programme. The
contraceptive prevalence rate increased rapidly, with the proportion of married women who
were currently using & modem method of contraception increasing from 26% in 1996 to 44%
in 2006. There is a good mix of methods, with over 80% of modem contraceptive use
congisting of permanent or longer-lasting methods, Although the overzll rate has mot
increased since then, the 40 district NFHP survey showed that the overall CPR is influenced

by the large number of women with husbands living away, Among married women living
with their hushands, the CPR is 55.5%.

Orver three quarters of modern contraceptive methods are supplied by the public sector,
though non-Government sources supply 70% of condoms, half of contraceptive pills, and
40% of inplants. The explanation for the popularity of Government as a supplier may be that

84% of those cbtaining their method from Government received it free of cost. Availability is
good, with no recent stock-outs.

Differences in CPR by wealth gquintile seem to have narrowed. In the 2006 IXHS, only 30%
of women in the poorest quintile use a modemn method compared to 54% in the wealthiest.
The 2009 40 district survey found that the modemn-method CPR was over 40% in all wealth
quintiles. The biggest differences now are by religion (only 16% of muslim women using 2
modern method) and eco region (only 33% of hill-mountain women}, and by whether the
husband is away (oniy 22% of those with absent husbands currently using a modem method}.

Other differences are less predictable:- contraceptive use is lowest among betfer educated
women, which may reflect the effect of delayed marriage.

Agccording to the 2006 DHS, 25% of women had an unmet need for family planning for
spacing or fertility reduction, which if met would imply a CPR of 73%

Although the fertility rate has come down substantially since the introduction .of tamily
planning in the 1960s, the combination of & young population (40% under 15), and the
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success in reducing mortality rates, means that there is buili-in momentum for future

population growth. This is exacerbated by the young age at marriage for girls (18 years), with
the rate lower in rural areas.

Future Plons: The strategy for accelerating progress towards replacement level of fertility
during NHSP-IP 2 will focus on:-

i BCC using multiple channeis to cormununicate messapes and raise demand (media,
FCHVSs, health institutions). Priority will be acgorded to public awareness programs
for the targeted groups in order to promote small families and delayed age at
marriage. Among different population groups priority will be given to youth (10-24
YEAIS),

ii, Continued micro-planning to focus on raising the prevalence rate in low CPR
districts, and for disadvantaged and marginalised communities.

iii. All district hospitals, PHCs, HPs will offer at least 5 family planning methods. All
district hospitals will offer year-round VSC, which wall also be introduced in selected
PHCs, while mobile VSC clinics will continue.

iv.  All available routes will be used 1o integrate family planning services with other
MOHP services. SBAs will be encouraged o offer post-partum family planning
advice, family planning services will be integrated with safe abortion services.

V. Reduce barriers to people accessing services, including making services more
*adolescent friendly” in order to encourage young people to utilise services. MOHP
will also work with the Ministry of Education to advocate retaining reproductive
health issues within the school curriculum.

i Public private partmerships will be used in order to raise awareness and increase

- sccess and utilisation, particularly by population groups that are not being adequately
reached by current approaches.

=

- Gender Issues and Health

A startling finding from the MMMS is that suicide is now the number one cause of death in
women of reproductive age. One hypothesis is that it is related to the lack of power that
women have over their own lives, and more specifically to high levels of gender based
viclence. Many of the problems lie outside the direct respensibility of the health sector, but
there is a case for raizing awareness of health workers of mental health problems, including
recognition of mental health as an mnportant element of safe motherhood, and introducing it
into care and counselling in both ANC and PNC. Ou the broader issues of suicide and
possibly linked issues of gender discrimination and violence, a policy will be developed in

consultation with other sectors. Training is needed on appropriate handling of cases of
donestic viclence.

Child Health
The objective is 1o reduce the under-five mortality rate further, from the 51/1000 live births -
estimated to have been reached in 2008, to 38 by 2015, The main focus will be on infa:

deaths, which now account for 80% of under five mortality. The objective is to reduce them
from 4171000 live births to 32/1000.
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Immwunization

The Child Health Division will sustain apd improve on the existing coverage of the
immumnisation programmes, rolling forward the Comprehensive Multl-Year Plan 2007-2011
that was prepared with GAVI support. The immunisation programme has succeeded in
reducing deaths frem vaccine preventable diseases to less than 29 of under five deaths,
mosily from maternal and neo-natal tetapus, and from measles. The target is to achieve and
sustain over 90% national coverage for all antigens in all districts by 2015, Micro planning
will contimue to be used in iow-achieving districts and in mumicipalities in order to focus
attention on the 17% of children who are still not fully irynunised. GON will continue to
implement strategies for the eradication of polio, will aim for the eradication of measles, and

for less than 1 MNT case per thousand live births per district, JE immunisation will be
introduced in areas where the disease is endemic.

. A significant gap in existing coverage relates to the municipalities, where there is currently

no clear stretegy on immunisation services. A policy on immunisation in urban areas will be
developed in partnership with municipalities, in order to ensure that regular EPI clinics take
place in each ward. Partnerships with schools, private and social organisations and with
traditional healers will also be developed in order to minimnise the nuznbers of children
missing out on immunisation. Approval will be sought for a policy of local recruitment of
vaccinators on contract in order to ensure coverage in remote areas where there are eurrently
staff shortages. Financial provision will be made for ensuring the good condition of the
physical infrastructure on which the programme depends, inelnding the regular maintenance
and replacement of elements of the cold chain when they reach the end of their iife.

The vertical organisation of the immunisation programine, as well as other public health
interventions, has achieved high coverage. However, organising programmes to deliver 2
single intervention results in missed opportunities to also raise the coverage of other life-
saving interventions such as Vitamin A distribution or de-worming. It also imposes major
costs, particularly the cost and especially the titne taken to reach populations in order to
deliver services. Moving towards a more integrated approach is not straightforward, and
needs to be carefully planned. Different staff are inyolved in delivering interventions, there
gre training and human resource management irpplications in making them more muliti-
skilled, responsibility for programmes falls under different divisions or programmes of
DOHS, supplies and logistics would need to be coordinated, and there would be implications
for the struchure of budgets and for the design of external pariner support, The MOH cotnmits
to making significant progress towards a more integrated health systems approach during the
life of NHSP-IP 2. [ As a first step, a working group will be formed drawing staff from the

. concerned divisions of DOHS, notably FHD and CHD, and charged with consulting staff at

district level in framing their recommendations. EDP support will be obtained for financing’
health system management consultants to undertake analysis of the problems and potential,,
and work with the relevant stakeholders to arrive at practical recommendations, and an action

plax for securing the necessary approvals and beginning to implement the changes within ﬂw
life of NHSP-{P 2]

26



: i TR

NHSP-1P I (2010-2015)

Sngm g s

41l immunisation costs are included in the budget, but EDPs finance 37% of immunisation
spending, and over 80% of the cost of vaccines. Pentavalent vaccine is being introduced from
March 2009, financed with GAVI support of $10mn per annum and procured by UNICEF.
The funding runs to 2011. GON gives high priority to immunisation, but will need further
support from EDPs beyond 2011, and decisions on the sequencing of the introduction of new
and underused vaccines will be dependent on securing continued external support.

Community-Based Integrated Management of Childhood Iflness

The community based integrated management of childhood illness is pow active in all 75
districts of Nepal. It works through the network of over 50,000 unpaid female community
health volunteers, who are supervised by village health workers. FCHVs are successfully
assessing and managing childhood pneumonia and diarthea, treating most cases at
community level while identifying which ones need to be referred to a health facility. They
are also instrumental in increasing the coverage of other public health interventions,
distmbuting Vitamin A and de-worming treatment to children who missed out on the national
campaigns, identifying children who have not been immunised and advising mothers how to
remedy this, and worldng with mothers groups 10 encourage them to use matemal health
services. The package of interventions delivered at community level has been steadily
expanded based on evidence from pilots, with FCH{Vs now prescribing anti-biotics for
preumonia, and preventive zine being introduced to control diarthea.

The mid term review of NHSP-IP calculated that CB-IMCI had probably been responsible
for & reduction of 8 per thousand in the under five mortality rate based on the then coverage
of 66% of the country, moestly as a result of improved treatment of pneumonia. The challenge

for NHSP-IP 2 is to maintain the guality of the programme at national scale. Staff in all 75
districts have been trained and are now operating CB-IMCI. CHD are developing & paper on

_ how to mantain the programme, including plans for training new entrants to replace the 3-

4% annual natural wastage, as well as refresher and updating training. CB-IMCI training will
also be offered to those private clhinics wishing to offer equivalient services.

Nutrition

Current Situation: Although the situation of chronic malnntrition has improved since 2001,
Nepal remains one of the most malnourished countries in the woerld. Nearly half of Nepalese
children under five are stunted, indicating early chronic malnutrition, 39%% are underweight,
and 13% in 2006 were wasted, an indicator of acute malnutrition. Malautrition is much
higher in the mid and far west hill and mountain areas, and in the ceniral terai. Some 54% of

children in the poorest wealth quintile are underweight compared to just 24% of children
from the wealthiest quintile.

Nepal has achieved near universal coverage of some micro-nutrient interventions, notably
Vitamin A distribution. Problems of goifre exist despite salt iodisation, partly due i3
importation of less adequately iodised Indian salt. In 2006, some 48% of children aged 6-5¢
months were anasmic, 23% of them moderately to severely so; some 36% of pregnant and

27

el A e



el Iy

. |

L]

IR R |

T

BEE TN MW e N B BN ) O ER

e

NHSP-IP I (2010-2015)

lactating women were also anaemic. The problem of apaemia is being addressed through =
national anaemia strategy, involving free distribution of iron folate tablets to pregmant
women, and iron fortification of rice o tackle the more general problem. There was a decline
in coverage of iron tablet distribution to pregnant women to just 63% in 2007/8. De-worming
tablets are administered to children under 5 together with Vitamin A, and are also made
available to pregnant women. During NHSP 2, de-worming will be introduced through the
school health programme, in response to evidence that intestinal worms are a major problem
for school-age children as well as under 5s.

The main causes of general protein-energy malmutrition are low birth weight and poor
feeding practices, together with poor water and sanitation and household food nsecurity.
Some 34% of babies have low birth weight, due to poor maternal nutrition, with 25% of
mothers having a lower than normal body mass index. Only 53% of children are exclusively
breast fed for the first six months, and only 57% of infants and young children are fed in line
with WHO advice on what is required for healthy development®’.

Action apainst general protein-energy malnutrition has focused on growth monitoring at
bealth facilities, which covers nearly sixty percent of under three year olds, linkad to
awareness raging on appropriate feeding practices. In some remote districts, the MCHC
programme 1s providing supplementary food to 6-36 month old children and to pregnant and
nursing mothers, using WFP support. The national mid-day meal programme may have
benefits to educational attendance, but has litile impact on nutridon.

The 2009-10 budget introduced another major programme targeted at nutrition, a programime
of cash transfers of 200 Rupees per month for the first two children under five, targeted to the
remote and impoverished Kamali zone, and to Dalit families. The scheme is administered by
MOLD, and payments are made directly to the mether. The programme responds to evidence
from previous research that poor mothers do retain control of cash paid directly to them, and
that around 40% is likely to be spent on supplementary food for children, 30% for education,
and 11% for health costs. The programume is budgeted at 720mn Rupees for 2009-10,

covering just the cost of the payments themselves, and is anticipated to benefit 400,000
chaldren. :

A national nutrition action plan was prepared in 2007, but was never finalised. It advocated a
comprehensive, inteprated, inter-sectoral strategy on nutrition.

Future Plans: Malnutrition is an outcome of two most common interrelated causes,
inadequate food infake (in quantity and in the quality and range of foodstuffs consumed}, and
disease load. The strategy to reduce it will be partly concerned with addressing the disease
load through health interventions and micro-mutrient supplementation, and partly concemed
with behaviour change to improve maternal and child feeding practices within the constraints

B hitp:ffsiterstources.worldoan korg/SOUTHASIAEXTResources/ 223545-11 714 AB9S4 T4 3634 5584 7-12321 241409547574 8330-
1234 288802781 MapalMutritionBrisf, pdf :
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of household income. However, malnutrition is also related to deeper problems of poverty
and food insecurity, Tequiring a response that is wider than the health sector.

During NHSP-IF 2, the Ministry is committed to a major expansion in support for combating
malnutrition. This will continue to come under the ¢hild healfth division, but will alse focus

¢n maternal mutrition as many child nofrition problens start with malnourished mothers
having low birth weight babies.

A community-based nutrition programme will be progressively introduced, starting from the
wards with the highest incidence of malmitrition. The community-based approach will need
piloting but, if the expenence in the pilot districts is positive, the programme will be
progressively scaled up to cover 45% of wards in the country by 2013. Piloting is irnportant,
becavss some previous projects of this nature in Nepal have struggled to achieve a positive
impact on nuiritional outcomes. The focus will be on promoting improved feeding and health
practices via the network of community based health volunteers and bealth workers, as well
as using media-based campaigns. Key messages relate to appropriate food for pregnant and
lactating women, exclusive breast feeding, weaning foods that are locally available, hygiene
and the nse of ORT and proper feeding of sick babies. The messages will be aimed to reach
net only mothers, but also husbands and others within the extended family with influence

. over the allocation of household resources, as well as opinion formers and leaders within the
_ community. Growth monitoring will be conducted at commumity level by FCHVs, mather
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than at facility level as at present. The emphasis of the community based programme is on
what commumities and households can do themselves with their existing incomes to improve
childhood and maternal nutrition, Maternal nutrition will be a pariicular focus, to reduce the
incidence of low birth weight babies.

if 1‘d:w results of ongoing pilots prove promising, the programme will also support
gommmity-based management of severe acute malnutrition, using ready-to-use therapeutic
foods. This is a potentially cost-effective alternative io rehabilitation of acutely malnourished

children in rehabilitation centres. It will work in close cooperation with facility-based
rehabilitation centres.

Action to address the broader impact of poverty and food insecurity on malmtrition requires
inter-Ministerial co-operation, and MOHP may not be the lead Ministry. The Government is
teviewing the case for introducing food supplementation for malnourished children and
preguant and lactating mothers on a larger scale. This would be a significantly more
expensive intervention. Piloting is needed in order to identify the form of assistance that
would have the biggest impact, and how best to deliver it. Options range from developing
cash transfer or voucher programmes to directly providing food supplements, Decisions are
needed on the extent to which the programme should be targeted, how targeting should be
done, and how to durably improve household food security without creating long-term
dependence on food subsidies, There are also options regarding the type of conditions that
should be attached to the additicnal assistance to households, and this is an area where
MOHP may have & more direct interest. Because the malmitrition problem is linked to poor
feeding practices rather than simply lack of food, there would be a geod case for linking the
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programme to the community-based nutriton programme, i order to ensure that food or
financial supporl is linked to improved knowledpe on how to protect children from
malnutrition. EDPs have indicated that significant additional funding could be available for
an expanded nutrition programme, Parmers will be involved in developing the programme.
There would be merit in piloting several alternative medels, and scaling up those that appear
to be most promising in addressing the problem.

Communicabie Diisease Control

Current Situation: The CDC division is responsible for overall communicable disease
surveillance and control, and for disease control programmes with the exception of the major
childhood killers that fall mainly under child health division. Specific interventions cover
malaria, kala-azar, dengue, flaniasis, TB, leprosy, HIV/STDs, and Japanese Encephalitis.
This group of diseases accounts for between one half and one percent of deaths, and nearly
5% of lost disability-adjusted life years.

The largest killer is TB (5,000-7,000 deaths in 2007-8™), down from 15,000-18000 per year
in 1994*%, In 2007-8, the TB programme detected 72% of cases apd had a treatment success

rate of 85%. The target is to achieve 82% case detection with at least 70% in all districts, and
a national eure rate of 90% with no distrdet balow §5%%.

HIV remains a concentrated epidemic, but with some concerns that it moay break out from the
highly at risk groups intc the general population. The overall HIV prevalence in Nepal was
0.49 percent in 2007. Prevalence is particularly high among female sex wotkers in
Kathmandu (2.2%) and Tarai highway districts (2.3%), Truckers, IDUs (20.7 % in the
Kathmandu Valley}, and men having sex with men (MSM).

The distribution of estimated HTV mnfections across different population groups showed that
10% of all HIV infections were in injecting drug users (IDUs), 15% in male clients of sex
wotkers and 4 % In ‘men having sex with men’ (MSM). However, 42 % of all HIV
infections in Nepal are in migrant workers retarning from India, and this group appears to
account for the further 21 percent of HIV infections among low-risk rural women, likely the
wives of ssasonal labor migrants. Male Labour Migrants have an infection rate of 1.4 % in
Western Region and 0.8% in Mid and far western districts (IBBS 2008), while 3.3% of wives
of Migrants in the far western region are infected. Witk some 2 million Nepali igrant
workers living abroad, they are by far the most numerically significant “at risk® group, while
their foreign residence by definition makes it more difficult to ensure that they are reached
with repeated messages on how to avoid infection.

Under the HIV Strategic plan 2006 — 2011, progress has been made in improving public
awareness, improving rates of protective behaviours among some high risk groups, and in
treatment care and support. However, the “concentrated epidemic” still exists, it is entering
the genaral population via the returning migrants, and further efforts are needed.

2 0OHE Annusl Review, 2007-8.
BWHOD, wwaintinf-newluberd.hitm, pecassed {1 Dec 20058
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Of the vector born diseases, malaria and filariasis are the major public health problems. Kala-
azar accounis for around 1400 cases and less than 10 deaths per year.

Although not a killer, filariasis was estimated in 2004 to account for 1.5% of lost DALYs.
The Government has committed 1o eradicating the disease by 2¢15,

In 2007-8, there were 83,000 cases diagnosed as probable malaria (*clinical cases”), but only
4500 laboratory confinned cases. There were 330 suspected/possible malaria deaths. Malaria
control activities are carried out in 65 af risk districis, with concentration on 12 highly
endemic districts where 70% of malaria cases originate.

Roughly 12.5 million people live in areas at risk of JE. The disease affects 1000-3000 people
each year, with annval deaths of 200-400. Expansion of the vaccination campaign is the most
cost-effective control measure, and has begun to have an impact in reducing the munber of

cases, The case fatality rate has also fallen with better public health awareness and improved
nursing care. .

Other important zoonotic diseases are rabies control and management of snakebites.
Approximately 25,000-30,000 pre exposure treziments (anfi-rabies vaccine-ARV) for
suspected rabid animal bites are required anmually and similarly around 15,000 snakebites are
‘thanaged by providing anti-spake venom injections. Nepal is phasing out nerve origin ARV
and introducing cell culture origin vaccines {CCO-ARV) for rabies control.

* “In the area of vaccine preventable discase, acute flaccid paralysis surveillance is going on
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* “gctively in order to achieve the polio eradication initiative. Case based surveillance of

‘measles has been initiated in order to achieve the Measles elimination initiative. The country
“has already reached the neonatal tetanus elimination goal and the Hemophilus Influenza B

_ surveillance activities are going on through out the country. All these activities are supported

" by WHO Nepal.

In response to the threat of Pandemic Influenza, Nepal has developed a pandemic
preparedness plan, which helped to handie the emergence of Pandemic Influenza HINI

2009. The surveillance activities, laboratory surveillance and response activities have been
intensified throughout the country.

Future Plans: The commitment to the conirel of communicable diseases is an ongoing one,
glthough a number of new challenges will need to be faced, Climate change may alter the
disease burden, bringing mosquito born diseases such as dengue o areas where they were not
previously endemic. The year 2009 has albready seen the impact of drought leading to
increased diarthoeal disease, including cholera, as the population iz forced to use unsafe
water resources. A key task will therefore be to develop 2 more integraied disease
surveillance system. This will invoive the development of a disease surveillance policy,
operational guidelines and tools, training and logistical supplies. It wili alse involve -

appointing district level dizease surveillance officers. The approach will initially be piloted in
3-5 districts. '
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A number of diseases face major problems of cross-border infection, and cooperation with
netghbouring countries will be strengthened, especially India.

Public health laboratory capacity will be strengthened at all levels, Policy, guidelines and an
overall framework for doing this wilt be prepared, The WNPHL. will be the nodal institution in the
system, and will also be the national influenza centre. Aftention will be given to strengthening
laboratory procedures end communication between national regional and district levels, and to
strengthening systems and ensuring the availability of essential equipment and logistics. Some
new recnuitment as well as training of existing staff will be required.

Achieving MDG 6 remains a prionty for Nepal, to halt and begin to reverse the increasing
trend of HIV infection by 2015, The main focus will continue to be on prevention through
strategic BCC, focused on at nisk groups, including migrani workers. Other agpects of the
programme will include improved STI management and control, and increased focus on
preventing mother to child transmission. Voluntary counselling and testing will be promoted.

In cooperation with external partmers, Government will aim to ensure universal access to anti
retro-viral treatment,

Neglected Tropical Diseases

In Nepal, the NTD program will be 2 partmership between the Ministry of Health and
Poputation and other local organizations, with RTI and WHO providing cn-going technical
oversight and support. The program plans to treat over 20 million people over a three-year
period and will focus on the treatment of three targeted diseases which Nepal is endemic for
and for which chemotherapy is available: lymphatic Filarasis (LF, also kmown as
elephantiasis), soil-transmitted helminthes (STH- hookworm, ascans, and trichuris ), and
trachoma (blinding eye infection). LF is endemic in 60 out of 75 districts with 25 million
people at risk. The intention of the program is to eliminate LF by 2015 as a public health
problem by reducing the level of disease in the population to & point where fransmission no
longer occurs. STH is estimated to infect roughly 50% of children and adolescents nation-
wide. The aim is to reduce STH infections to less than 10% by 2017among under 5, school
age children and pregnant wormen. Last, trachoma prevalence in Nepal is 6.9% with 43,000
people suffering from advanced stages of the disease. Through the NTD program it expects
io eliminate trachoma in Nepal by 2014,

Non-Communicable Diseases

WHO estimate that NCDs account for 39% of DALYs lost, and for 44% of deaths. About
half of the deaths are from cardio-vascular diseases, a further 18% relate to cancers, 10%
respizatory diseases and 7.5% digestive discases. However, many of these are diseases of old
age, and the pattern of lost disability-adjusted life years is somewhat different. Neuro-
psychiatric conditions account for 28% of DALY s lost to NCBs, cardio-vascular diseases for
20%, sense organ diseases for 13%, and respiratory and digestive discases for sbout 7.5%
each. Injuries account for a further 11% of deaths and 12% of DALY, with around half of
the injuries caused by violence or war, with road traffic accidents the other major cause.
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NCDs were nol part of the essential health care service package during NHSP 1. They are
relatively expensive to treat, and it remains unaffordable to offer comprehensive free services
during NHSP 2. However, in respense to the rising importance of NCDs and injuries in the
burden of disease, NHSP 2 will expand prevention activities aimed at reducing the burden of
NCDs by encouraging healthier lifestyles. Measures will include:-

i. BCC via multiple channels, aimed at encouraging better diet, more exercise, reduced
smoking and alcohol consumption, and safer driving including wearing of seatbelts
and helmets. :

il. MOHP wilt also advocate the implementation and enforcement of tobacco and
alcohol controls and Jegal requirements to wear seatbelts and helmets.

Mental health problems are clearly widespread, and may be associated with the legacy of
conflict and with the very high rates of violence and suicide, but it is less clear what can be
done that will be effective within the resources that are available. Before committing to
major expansion of services in this area, one or more scaleable pilots wilt be implemented.
The initial approach will focus on giving basic mental health training to health workers in
pilot districts, beginning to cover mental health issues in healih education programmes, and
to integrate mental health within PHC, following puidance issued by WHO.

Other than violence, the major and growing cause of injury is road traffic accidents. In
addition to prevention activities, the capacity to hanidle RTA injuries will be strengthened in
those health facilities located close to highways and to the site of frequent traffic accidents.

The elderly benefit from free services, and appear to make use of healfh services in
proportion to their share in the population, though less than their higher incidence of health
prdblems would predict. The first step to addressing this potential inequality will be & study
of the issue, to identify the extent to which the health service meets the needs of this group,
a5 preparation for considering what further measures might be appropriate and feasible.

Cnorative and Outreach Services

Cuwrrent Situation: Roughly half of all outpatient visits for acute iliness among both children
and adults are to private providers (NDHS 2006 and NLSS 2004). This includes private
pharmacies, many of which are owned by Govermment health staff, and which provide
diagnostic services as well as drugs: - nearly two thirds reporting taking a sick child to a
phammacy report that the child was examined {(NDHS, 2006). There is a two tier system of
fceess 1o public sector health staff in some areas. Those willing to pay to see staff in their

private pharmacy will be piven a more thorough examination, and access to dru gs not
available from Government.

Private sector use increases with wealth. Government services are used at siralar rates by
most wealth groups, but less by the wealthiest.

M Mid-term review of NHSP
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Government facilities provided curative services to 64% of the population in 2007-E, 45%'&' '
only new contacts are included . Over 85% of patient contacts were through health posts sub-
health posts and cutreach ¢linics, about 10% through PHCs, and the remaining 5% or so via
hospitals. There has been a 35% increase in new outpatient contacts in 2007-8 following the
introduction of free services at HP/SHP level, and targeted free services at PHCC snd DH
level for some population groups in low HDI distriets. In addition, FCHVs reporied 7.9
millicn contacts to provide services, raising the per eapita public sector OPD contact rate to
about 1.9. However, FCHVs are not health practitioners, and can diagnose and treat only a
sraail number of commeon conditions. Under-reporting by private and NGO service providers
makes it difficnlt to provide fgures for them, but adjusting pro rata for under-reporting
would give total contacts of 1.1 per head for all modern service providers with the exception
of private pharmacies and traditional healers. Despite the recent increase in utilisation of
public. facilities, the rate at which the population is accessing OPD services remains less than
half the level required for reasonable coverage of modern health services.

Analysis of the main purpose for which patients seek curative health shows that more than
80% is for non-communicable diseases.

Future Plans: The main reasons for low and late utilisation of health services are distance
and cost, with qualitative factors such as non-aveilability of doags and staff playing a role
-through rajsing the risks of incwrring significant costs for uncertain benefits. The strategy is
therefore to bring services closer to the population, make them more affordable, and ensure
that they meet minimum standards of quality and availability.

At present only 50% of the population live within 30 minutes of a health facility, Problems of
gaining access to land have meant that many existing facilities are not optimally iocated. In
priociple, MOHP is commitied to progressing towards a target of £80% of the population
Hving within 30 minutes travel time to a HP/SHP. However, new investment in physical
facilities will only make sense if they can be staffed, supervised, and kept supplied with
drugs. NHSP will address the problems of areas with poor physical access to facilities by
looking to locally specific solutions in consultation with populations and service providers.
Options to be considered will include new investment in HP/SHP where justified, but will
also consider more frequent outreach clinics, options for re-sitting existing facilities, and
possibilifies of contracting and PPP to provide services in areas where public providers are
not currently operating effectively. Physical investments will be considered alongside the
issues of staff recruitment and incentives. The upgrading all SHPs to HPs and the addition of
birthing units will continue at the current rate of 500 per year and all 3100 will be completed

during NHSP 2 , with the posting of an additional HA and upgrading of the existing MCHW
position 1o Assistant Nurse Midwife.

EHCS includes prevention, clinic services, basic inpafient services, delivery services, and a
bagic list of essential drugs, In order to make services affordable, these essential health
services are free to all citizens at SHP/HP/PRC level. At district hospital level, EHCS
services are currently free for specified target groups (the poor, destitute, elderly, disabled,
FCHVs). Delivery services are free to all, and there are demand side subsidies to cover
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transport costs and encourage mothers to deliver in a facility. Transport costs are also paid

for patients needing treatment for Kala azar, in order o support the eradication programme,
Surgery for Uterine Prolapse is also being provided fiee under a new programme.

Although the services provided under EHCS were initially defined on cost effectiveness
criteria, some of the extensions to the list of free services have resulted in & depree of
arbitrariness in what is provided for free and what is charged for. All groups including the
poor are still required to pay for laboratory and diagrostic services, safe abortion services,
and drugs rnot on the list of essential drugs. Many Government health staff have private
pharmacies, and have a potentigl conflict of interest through an incentive to prescnbe drugs
that must be bought from them rather than supplied for free.

Although all services provided by Government are partly subsidised, costs of curative care
rernain a major barrier to access, and are a significant cause of households becoming poor.
The current approach of identifying which patients goalify for exemptions at facility level
leaves patients facing uncertain risks regarding the costs they will be asked to pay, and is a
barrier to secking care. Approaches such as commumity health insurance can in principle help

households to avoid being pushed into poverty by umanticipated health costs, but schemes
exist in only a handful of districts, and have low coverage.

During NHSP 2, EHCS up to and including district hospital level will be made free to all. As
was the case with the earlier extension of free services, this should result in a substaptial
increase in utilisation of distriet hospital services, bat this will only happen if guality is
maintained and if possible imnproved. At present, district hospitals rely on user fees for a
quartez. of their revemues. Moreover, user fees finance expenditures that Government
tevenues at present do not. They pay for contract staff where an established public servant is
not available, they pay for some performance incentives to staff, and they finance
. maintenance and additional drugs and supplies. They also help to cover problems caused by

~delayed or interrupted disbursemnent of Government funds. Some revenues will continne to
be collected for services outside the definition of EHCS, but they will be significantly
reduced. Maintaining the quality of services offered at DH level, and increasing their volume
in response 1o increased demand caused by sbolition of fees, will thus require lost fee
tevenue to be replaced with increased Government funding, and the increased Government
funds need to be both timely and flexible as to how they can be used.

- During WHSP 2, the extension of free health care at DH level will therefore be pursued in
coordination with hospital awtonomy, aiming to ensure that free services are extended in a
context in which they are replaced by block grant funding that is timely and flexible, and that

is managed and accounted for by committees that are answerable to local authorities and to
users of the services.

Modest funds have been available to help patients with catastrophic costs when they require |
referral to 2 secondary or tertiary facility, but the safety net is cash limited and does not

provide consistent protection. Some referral hospitals operaie schemes of their own, and
private hospitals are reguired to pmw‘de e small percentage of free beds. A more consistent
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approach will be taken to developing a referral policy and system, and to financing the
catastrophic costs of curative care. The approach to financing costs beyond FHCS will be
developed under the heaith financing strategy that will be prepared during the first year of
NHSP 2. The approach to referral is likely to inchude some financial incentives to encourage
patients to use the referral chain, reducing the “bypassing’ that occurs when patients o direct

to the tertiary facility, resulting in over-crowdmg at that level and wnder wilisation of district
hospitals.

Oral health conditions are estimated by WHO to account for 0.6% of disability adjusted life
years lost in Nepal, and account for 3% of OPD visits recorded in the 2007-8§ DOHRS Annual
Report. In response to this important cause of morbidity, stafi’ at HP/PHCC level will be
trained 1o provide basic dental/oral check-ups, dental surgeons or dental assistanis will be
recrulted and posted to selected district hospitals, and mobile dental camps will be taken to
~ community level in collaboration with medical and dental colleges.

The movement iowards increased local autonomy for health facilities will be accompanied by
changes in the financing, management and gevernance of health sector institutions:-

i Greater discretion to facilities receiving funding from Government on how the funds
- are nsed (block grant fuinding), but clearer targets regarding what they are expected to
achieve, with sapctions available for non-performance. This will be Hoked to &
strengthened system: of inspection and accreditation for the services to be provided,
covering both public sector and private sector institutions, Nomms, standards and
quality guidelines will be esiablished and formal inspection and menitoring will be
supplemented with social andit and client satisfaction surveys. Those public or private
sector health facilitfes in receipt of block grant funding will be required to sign
contracts with monitorable targets setting cut what they are expacted to deliver with
the funding provided.
Within the public sector, facilities at all levels from SHP fo tertiary hospital will
establish health facllity management development committees and users groups.
Users groups will be invoived in the planning and follow-up of services,
Health facilities will contract .out ancillary services such as ¢leaning and lavndry in
order to improve cleanliness and reduce infection.

ii.

Health Education and Communication

Health education and communication underlies all public health programs. The ultimate
cutcome of health education and commmication is to promote desired behavier change
among people. Health education and behavior change communication (BCC) are key
. components of health promotion. The health education and BCC activifies should consider
the specific needs of the intended audience and also the local context and availability of
communication channels in specific location as appropriate to the loecal socto-cultural

practices. It is important for health education and BCC activities to go hand in hand with
service delivery. '
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The role of health education and communication in the context of public health is on
preventive and promotive side. Evidence from research and HMIS show low ipstimational
delivery, low use of contraceptives, low coverage of routine immunization ete. There are
occurrence of outbreaks of diarthoea and cholera. Sanitation and hygiene is poor in many
parts of the country. Many of these problems could be solved by raising awareness on key
health issues and promoting desired behaviors. With new emerging diseases like human and
pandernic flu as well as for pon-communicable diseases, and during the otcurrence of
epidemics like diarrhoea and cholera, there has been a growing need te focus on health
education and behavior change communication to prevent and even respond to these
diseases. There is also a need to promote key interventions started by GoN like free maternity
services, free health care service, newborn care imitiatives etc. In fact for all public health
programs it is crucial to have a health education and communication strategy integrated ang
mainstrearmed into the overall program design.

Health education and commnumication is cross cotting to all health programs which aims to
increase knowledge and improve behaviours on key health issues of all caste, efhmic’ groups,

disadvantaged and hard to reach population. It will also aim to create demand for quality
essential health services, thereby increase access, create public trust in health services and
ultimately encourage people to utilize the existing health services and mitigate public panic and
‘respond to commumication needs during emergency situstion. In NHSP-T health education and
communication will prioritize certain focused programs of EHCS such as maternal and child
_health, adolescent health, commumicable diseases, non-commmicable diseases, tobacco control,
cemerpency and disaster preparedness including pandemic influenza, gemder equality social
;inclusiun and rights and occupational and environmental bealth.

;.Recommended Strategies

The strategic design followed for health education and comununication program has been
rouhually reinforeing approaches: advocacy, social mobilisation and behavior change
communication/IEC linked with service availability on EHCS and beyond.

Advocacy activities will be carried out to gain support for essential health care services,
occupational and envirenmental health and tobacco contre] issues and to get political and
social commitment as well as for resources for the implementation of the program.
Social mobilisation t0 mobilise resources at local level, mobilisation of human resources
of existing networks as well as for getting support for FCHVs and health workers.
BCC/AEC will inform people about essential health care services, social issuss, services
availability and will promote positive behaviours.

Mass media, community based media and inter-personal communication will be used to
disseminate and reinforce messages.

* To cater to the specific gender needs and the needs of the socially excluded and
disadvantaged communities, efforts will be made to produce and disseminate messages
and materials in local langmages and for different socio cultural context. The concept of
rights io health will be promoted. This will be especially true in the context of possible
political restructuring and decentralization acts of the country.
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Strengthen institutional as well as technical capacity of NHEICC/RHD and DHO, and in
hospital settings in order to provide appropriate health education and communication
programs at all levels. Coordination will be done with other ministries, academic
institutions to ensure in-service and pre-service training specifically on health education.
Multi sectoral collaboration will be songht to tmplement communication programs.
Efforts will be made to ensure that the impact of communication intervention gets
captured through HMIS and additional resource will be explored to do periodic surveys.

Humanitarian Response and Emergency and Disaster Management

Emergencies demand immediate need of shelter, food and health services. Diseases gecur in
the form of sudden outhreaks such as diarrheal disease, measles, food poisoning, pandemic
influenza and others need timely preparedness for appropriate management with competent
buman resource, logistics support, conuoumcation and information system for timely
deployment. Whatever may be the reason, the impact on human life are sudden and often the
Tesponse may be late, inappropriate or inadequate. Because it is only the well prepared

situations that can adequately and appropriately deal with emergencies thereby minimizing
the demage and deaths.

Hmergencies are generally taken seriously only when it occurs. But if it does not occur for a
long time the preparedness part is almost forgottan and when emergency occurs there is
nothing ready to dsal with, Also ofien the relief measures that are intended to be provided to
victims depend on other infrastructures in place like road, transport velucles, bridges and the
human regource to opetate these items. In absence or delayed availability or unavailability of
these essential commodities, support from health sector always faces constraints in reaching

to the affected family and provide the emergency bealth service even if it is in a well
prepared form.

The aim of the eimergency preparedness and response is to increase the access and utilization
of EHCS thereby minimizing human suffering and casualties. Specifically it aims to provide
emergency health care within the shortest possible time, minimize long term complications
and outhreak of diseases and maintain a good coordination with all the stakeholdets.

Recommended Strategies

Allocation and training of staff needed for smergency purpose in all bealth facilities.
Assure prepositioning of drugs, medical consumables and equipments for emergencies.
Prepare working guidelines and orient community people at all levels.

Set up coordination commiitess with clear chain of command during emergency.

Set up inter-ministerial coordination committee from the centre to the peripherat level to

mobilize resources and supples essential for preventing and promoting health of pecple
during emergencies.
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.Environmental Health and Hygiene

The basic determinzants for better health such as safe weter, sanitation and hyglene are still in
critical state in Nepal. Water and sanitation related infectious diseases are still being the most
common causes of iliness and deaths in developing countries where Nepal 13 not an

“exception. WASH associated diseases including skdn diseases, ARI and diarrhoeal diseases

are the top three leading preventable diseases reported. ARJ and diarthoeal diseases remain
the leading causes of child deaths. Due to lack of proper access, people especially children,
women, marginslized, are exposed to contaminated water, inadequate sanitation, smoke and
dust, and mosquitoss. This is a problem that imposes a sustained and heavy burden on the
health system. And with the recognition of the environment’s contribution to malnutrition,
there is an urgent need to broaden the spectrum of interventions beyond the health sector.

Nepal government’s commitment to meet the MDG goals and target in health and sanitation,
coupled with the country’s poor health, hygiene apd sanitation situation indicate urgency to
focus on preventive health care. In this context, the roles of MoHP as a lead agency with
respect to promoting health and hygiene are crucial to equally promote preventive health care
aspects such as environmental health interventions like hygiene promotion, use of sanitation
facilities and household/environmental sanitation promotion.

Environmentsl health and hygiene program aims at improving water quality with j;:artic!.ﬂar
emphasis on the water quality surveillance and monitoring, promote hygiens and sanitation
with focus on the prometional aspects of iImproved hygiene practices and manage the health
care waste with particular emphasis on preventing health hazards to medical personnel and
others including s¢avengers handling these wastes.

Recommended strategics

Promotion of hygiene and sanitation through the existing institetional set up.

Heaith promotion is undertaken it combination with hygiene and sanitation activities.
H&S promotion to be effectively mainstreamed and adopt key performance indicators for
behaviour change on improved hygiene practices.

MoHP to work with MoE and partners to promote use of cleaner fuels for cooking like
biogas, improved cook stoves and to mnprove ventilation in the cooking area.

* The MoHP to develop specific standards on HCWM and for the disposal of various
categories of health care waste such as needles, mercury, infectious waste, Hquid wastar
emission standards etz. N

Based on the standard mentioned above MoHE/DoHS to increase its capacity and
institutional set up and human resources.

Establish a knowledge network with academia and practitioners on climate change and
climate change public health response team.
Collaborate with other ministry and non-government agencies and take steps in

preventing the harmfuol effects of cccupational hazards particularly in urban areas where
large pumber of people are being exposed everyday.

-
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Ayurvedic and Alternative Medicine

Ayurveda is a national method of therapy/treatment in Nepal which still bas good promise in

treatment protocol. Over time people have shown some attraction towards Ayurvedic
treatment. In 2064/65 a total of 706,128 people have received Ayurvedic treatment.

According to National Ayurveda Health Policy-2052, Government has planned to establish !
new Ayurveda health services and make all the services well-equipped in proportion to the {
population density, public demand and participation. So the new Ayurveda Health services

are being established in different parts of couniry not only in government sector tat also in l
private sectors. '

Top ten diseases identified for Ayurvedic treatment are Amalpitta (Gastritis), Udar rog !
{Abdominal disease), Swosan Bikar (Respiratory disease), Vatavyadhi (Vataja diszase), Bal
rog {(Paediatric disease), Stri rog {Gyneocological discases), Karna, Naga, Mukha, Danta and
Kantha rog (ENT, Oral, Dental diseases), Jwar (Fever), Brana (Wound, abscess} and
Atisar/Grahani (Diassehoeal disease).

Future programs. ' 1

‘Continue the trestment of top ten diseases through central, zonal and district hospitals and ‘
dispensaries.

Continue production of reguired human resource,
There will be established an Ayurvedic Research Institute furnished with the required |
equipinent, for research of infernational standard in matters related with the use of

Ayurvedic medicines and entities and the Ayurvedic treatment.

In the rest four development regions, regional hospitals with 15 beds and medicine

production branch in each hospitat will be established and operated.

The system of Supervision, monitor, évacuation and refarring process of the technical and
administrative functions of the Ayurvedic hospital will be made effective.

Production, collection and promotion of the herbs locally available and for utmost

utilization thereof in Ayurvedic treatment, presently existing District Ayurvedic Health

Centers will be consolidated.

The Ayurvedic Dispensaries being cumrently operated will be equipped and made capable

of producing, protecting, promoting of the herbs available in local level.

Build Ayurvedic Health centers and dispensaries and develop model herbs farm,

Co-ordination will be made with governmental and non-governmental associations

related with the herbals, so as to maintain standard in domestic trads and export to

foreign countries by identifying penuine herbals.

Governmental and non-governmental Ayurvedic medicine manufacturing companies

established or to be astablished in the country will be encouraged to manufacture quality
medicines. -

One Ayurvedic Medicine Examination Committee and Laboratory will be developed for
maintaining the quality of Ayurvedic Medicines.

40



LT ]

_F

4.7

NHSP-IP IT (2010-2015)

NHSP-IP 2 Strategies to Addresses Gender and Social Exclusion

{ender and social exclusion concerns need to be mainstreamed throughout NHSP-IP 2. The
following strategies will be important in addressing gender and social exclusion:-

The expanded BCC programme will raise public awareness on health warning signs,
effective care seeking and service availability with a special focus on the peor vulnerable
end marginalized. It will promote a gender sensitive, inclusive, rights based, empowering
approach to care seeking, targeting influential community members and those who
influence attitudes and access to resources within the honsehold and the communaty.
Improve physical access 1o health facilities. Build new health facilities in underserved
areas and improve referral system.

As coverage increases, the major programmes and interventions described previously will
target their future efforts on reaching communities and groups who are currently making
little use of services, or are being missed by promotive and preventive interventions. In
iming to increase their coverage, programmes at national and local level will need to
research and address the key constraints inhibiting utilisation by the poor and
marginalised. This may require action to address cost and physical barriers to access, but
could also involve changes in the way kmowledge is communicated or services are

- delivered, or changes in the attitudes and behaviours of service providers.

Fully implement MoH™'s HR strategy. Orient staff on GESIR principles and practice.
Ensure facilittes (particularly peripheral) are appropriately staffed, equipped, managed
and supported. kmprove registration, regulation, cocrdination and collaboration of private
sector providers. '

Strengthen local accountability mechanisms (see section 6.6), and ensure representation
of poor and marginalised groups.

Examine and develop mechanisms to engage civil society arganizations and private
sector for demand creation and service delivery.

Build on GESI strategy 2066 and establish appropriate GESIR coordination and
implementation wnits at central, zonal, regional and district levels. Ensure inclusion of
GESIR in health policies, strategies, plans, setting standards and budgeting.

Ensure that the collection of data and analysis on inequalities in utilisation and the
reasons for them is collected and used to inform policy and plarming at all relevant levels.
Capture the service provider voice to befter understand barriers limiting change for use in
policy development. This can be done through the axisting review mechanisms, but will
need to be pro-actively encouraged by MOHP and DOHS managers.

.

Institutional mechanisms for ensuring that these approaches to mainstreaming GESI concemns

actually get implemented at national, programme, district, and facility level are discussed in
section 6.7
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5. Stakeholders and Partners

5.1 Role of Non-State Actors
5.1.1 Context and Background

The Non-State Sector can be classified into: (1) for profit, and (i} not-for-profit. The for
profit sectors include (i) private pharmacies (ii} private hospitals, research centres and
mursing homes, (ili) private practitioners, and (iv) private medical colleges. Althouph not
healih service providers, Nepal also has a domestic pharmaceutical industry. The not-for-
profit sectors include (1)} 'NGOs, (i) community organizations, (iii} cooperatives, (iv) trust
and philanthropic organizations.

Accarding to the 2003-4 NLSS, 44% of those who sought treatment for acute illness visited a
Government facility, 40% went to a private pharmacy (most of whom do physical
examinations and offer diagnosis as well as drugs), 9% went to a private hospital and the
remaining 7% or so were classified as ‘other’. Private hospitals are suainly located I urban
areas and are used predominantly by the richest (who used private hospitals in 14% of their
consultations) and very little by the poorest (2% of consultations).

Household out of pocket expenditure js estimated to ascount for 50%% of total expenditure on
health, compared 10 23,7% by Government and 20.8% by EDPs®>, Gther than households, the
financial contribution of the private sector is relatively small. NGOs and philanthropic
organizations pay for nemly 4% of total health expenditure, and corporations with health
insurance schemes for their employees and families account for the remaining 2%.

The relative share of Government in both financing and providing health-care has probably
increased further since 2005-6. In 2003-4.the average cost to users of sesking treatment from
a Government facility was marginally higher than private consultation®®. Over half of out of
pocket expenditure was spent in public facilities, with even higher shares in the Far and Mid
Western Development Regions where NGO and private service provision is also negligible
(World Bank, 2002). Partly as a consequence of high out of pocket costs, HLSS found that
43% of the poorest did not seek care at all for their last acute illness, compared to 27% of the
tichest. The subsequent expansion of free care increased out-patient contacts in Government
institutions by 35% in 2007-8 alone, and will have been associated with both an increass

total care as more people can afford to seek care, and a switch from private to Government
facilities as the difference in cost became greater.

Non-state investment in the health sector has been substantial, though almost entirely urban.
There are 13 privately run medical colleges, 17 NGO run hospitals, 17 eye hospitals, 87
private research centres and hospitals and musing homes, 39 pharmaceutical industries of

2 HEFL, draft National Haalth Atcounts, 2003/4-2005/6. There ere scme problerms with this survey, but the detlining trend in
OOP sincy the pravious NHA estimata szems plausible.

3 Natlona Living Stendards Survey, 20034
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Nepali origin and 240 foreign based pharmaceutical companies, 40 diagnostic laborataties
and research centres and two radio therapy facilities.

5.1.2 Role of the Private for profit Secior

Apart from private phanmacies, the private for profit sector is primarily involved in medical
education and tertiary care in urban areas, catering for the better off The sector now
produces almost 50 per cent of medical doctors (MBBS) in Nepal (ibid), and a similar share
of staff nurses. The private heslth sector in 2005-6 had two thirds of hospital beds, 13,400
compared to 6796 government hospital beds. It also operates three times more health
laborataries {1000} than Government (277) (DOHS, 2008). By reducing the need for Nepalis
to go abroad for medical education or for specialist care, the sector is estimated to save Nepal
more than NRs 500 million per year in forefgn exchange (Rijal, 2008). The sector also
contributes through taxes and employs around 20,000 people in private health facilities
(Rijal, 2008). Regulation of the sector has been minimal, and there are big differences in the
quality of the services offered and the prices charged for similar services (RECPHEC, 2005).
The utilisation of private sector facilities is very low, especially medical schools, which s a
problem because students who see few patients make bad doctors.

Nepal has also developed a private pharmaceutical industry that meets around 32% of total
domestic consumption, and is worth NRs. 8,719.3 million. There are sixteen companies with

WHO-GMP certification for drug production. Almost 8ll domestic drugs are produced by the
private sector.

Another impottant part of the for-profit sector is private contracters delivering directly
fundad projects and programmes on behalf of EDPs. Some I'NGOs and UN agencies are
mvolved in similar relationships, which are forms of public-private partnership that by-pass
Govermment systems, though the contractors may work closely with public sector
institutions. '

5.1.3 Role of the not-for profit non-state sector

Non-profit service providers started with the Mission hospitals, and more recently
crganisations such as Paropakar Sangha, Red Cross, Cancer Relief Society, Family Planning
Association, Leprosy, Tuberculosis Association, Nepal Netrajyoti Sangh, Nepal Disabled
Association and several other organizations and networks. Their coverage is limited and a
large section of the population is unaware of thern. Large I'INGOs have played an expanded

role in recent years, often operating with local partners and drawing funding from official
development agencies,

Non-state actors like Non Governmentzl Organizations (NGOs), International NGQs, Civil
Society Organizations, and Community Based Qrganizations have been more invelved in -
public health activities, including advocacy on health rights and awareness raising on
prevention of diseases. Some philanthropic organizations are involved in rehabilitation
Ir::lEcti.ug to disability, after disease care etc. For example: Leprosy Association and others are
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working on rehabilitating leprosy victims, others work with the disabled and conflict '-.rmnm
Not-for profit organisations have also opened and operated a few hospitals mciud;ng
community managed hospitals/clinics. Non-state entities are also involved in Tesponse to
disease cutbreaks and emergencies, and in supporting national campaigns and Mmning

surgical camps and outreach clinics. NGOs run s wide range of commumity-based Projects
and programmes with health or nutrition content.

5.1.4  Coniribution of Non-staie sector to NHSP Goals

The Non-state sector has contributed in meeting the goals of NHSP-1 in almost all areas,

notably: (1) immunization, (11) Tuberculosis control, (iil) expanding contraceptive measures,
{iv) controlling HIV/AIDS.

Though nmunization services are provided mainly through povernment facilities, the for-
profit private sectors and NGOs clinics are also providing the service. Private sector provides
immunization services mainly in urban areas: through clinics of hospitals, nursing homes and
through NGOs. Government supplies vaceines and related logistics and provides technical
assistance including monitering and supervision to ensurs uniform and quality service.

NGOs provide 44% of male and female Voluntary Surgical Contraception {(VSC), with MSI
accourting for 6% of the total. The private sector is also involved in social marketing of
contraceptives.

Fommal contractus! relationships for non-state organisations to deliver services have mainly
beer; financed by EDPs outside Government budget procedures, although they work closely
in support of Government programmes. There are a number of more formal partnerships
between Government and non-state providers, although these have not developed to the
extent envisaged when NHSP-IP 1 was approved. They include:-

a) partnerships with NGOs in delivering health services at district and sub-district level -
Lamjung community hospital {contracting out model ¢f PPP), and Bayalpata hospital,

Achham;

b)  partnership with district level local government and local community (Jiri district
hospital},

c) partnership with private hospitals and medical colieges in prevention and treatment of
uterine prolapse.

5.1.5 Kep issues in Government policy towards the non-state sector
a} Unclear government policy on parinership

While health indicators have shown impressive improvements in the recent decades, serfous
issues remain with respect to the quality and efficiency of services and the equity of access.
The Health Sector Strategy, 2003 indicate that the role of the Public Sector would “change
from cne primarily of & service provider to that predominantly of a policy maker, financier,
end regulator.” Increased PPF was one of the eight main cutputs of NHSP. The intention was
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to achieve increased efficiency and effectiveness through more competition and
performance-based contracts.

In the event, although there are forms of PPP in place across many parts of the health system,
Government funding has so far continued to be used overwhelmingly to finance Government
service provision. However, there is a need to clarify the policy. PPP will continue to have a
tole to play, but this needs to be pursued where the approach is likely to be cost effective, not
as an end in itself. PPP contracts need clear performance standards and monitoring, which
requires capacity within Government. Future policy needs to be built on a better
understanding of the past experiences of PPP and its different modalities practiced in Nepal.

¢) Quality assurance and coordination

Non-state efforts are not documented, recognized and monitored. There is a lack of routine
tonitoring by the regulatory institutions with transparent enforcement of agreed standards of
care. A regulatory framework was drafied in 2002, bui it did not take any effective shape due
to limited attention given in this aspect of governance. One inhibiting factor is the resource
implications of effective regulation, another is the need for consistency of approach in a

sifuation where there is a similar lack of enforcement of consistent standards within
~ Government health facilities. '

There are no regular channels to coordinate with non state actors, docurnent their activities,
monitor their performance and guide them towards complementing Government policy.
. Government recognises the importance of maintaining the independence of non-state actors,

. but more frequent contact is needed in order to identify and exploit opportunities for
mutually beneficial cooperation.

1 sk kr

“d} Community initiatives in health service delivery

There is a growing movement by community and charity organizations for establishing,
managing and sustaining community hospitals at the neighbourhood level. MoHP has been
providing some ad hoe financial support to these community level health institutions, but
there is need fo establish a clear policy and supportive mechanism.

There are benefits in so far as such hospitals will be strongly owned and accountable to the
commumties that built them, and some of the costs of bujlding new facilities are taken away
from the Government budget. However, the experience of other countries is that the
communities with the drive and the resources to establish a community facility are often the
betier off communities and sometimes already have better access to health facilities than
poorer and more remote communities. Government therefore needs te develop crtenia for
deciding whather and in what form it will provide additional financial support to such
initiatives, based on & demonstrable need to provide improved facilities to an underserved
population.
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e} Limitations of for-profit private sector

The private sector facilities represent an under-ufilised resource and MOHP will look for
opportunities to work in partnership with the private sector to improve their conttibution to
aclieving the goals of NHSP-IP 2. It is necessary, however, to be realistic 2nd to ensure that
PPP represents value for money. The private for profit facilities are mainly intended to
generate a financial retuwrn {or their owners. They can and do perform a usefi} social role, but
existing facilities are mostly in the wrong place from the point of view of serving the poor,
and offer types of curative care that cant at present be afforded from the Government budget

5.1.6 Strategic Direction for Next Five Years

In sununary, the following will be the strategic direction on partnership:

a/

b)

d)

a6

Clear policy and strategy formulation involving private (for-profit and not-for-profit):

A comprehensive policy is needed on the non-state sector’s contribution to health

service delivery. The policy needs o clearly spell out the strategies for:

*  Mainstreaming of non-state sector so that their efforts can be complementary to
those of Government, without compromising their independence.

*  Creating a supportive environment

«  Assigning roles and responstbility

« Ensuring accountability, transpatrency, and regular monitoring

+ Ensuring corporate social responsibility

*  Prometing inclusiveness

Regularized participation of non-state actors in the policy making body as well as

an implementatien cocrdination mechanism for the health sector

Cuality assurance: Capacity to regulate is currently lacking, and there are dangers of
uneven treatment of public and non-state providers. The focus of repulation may
therefore initially be on accreditation of non-state providers to receive public funds,
either for referrals financially supported by Government, or through participation in
schemes such as UP repair or the safe motherhood prograznme. Government will let
the market set prices, to avoid price regulation driving down qualify and discouraging
future mvestrnent. However, 1t will use it’s market power to ensure that services
procured by Government from non-state actors are procured at prices that give good
value for money.

Scaling up of successful practices. There is significant experience of different types
of partuership arrangements in Nepal health sector. These successful partnership
arrangements will be documented in case studies, to capture the lessons of successful
and less successful experiences. Successful approaches will be censidered for
adoption and scaling up.

Encourage private sector to establish and expand the specialized credible services to
rural greas: Since the specialized services are limited in rural areas, Government will
develop an enabling environment for the private sector to expand to rural areas and
make the services accessible and affordable to the poor. This will be incrgasingly
feasible as the output of medicatl graduates floods the market for their services in

* urban areas, and as the competition for patients in under-utilised private hospitals
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forces medical colleges to find novel ways to provide sufficient patients for teaching
and clinical practice.

e} Further expand and strengthen recently established multi-sectoral PEP Policy Forun.

as a plaform for policy dialogue and use their inputs for the promotion of
parinership.

5.2 External Development Partners (EDPs)

All of Nepal's major external development partners working i the health sector are
signatories of the ‘Paris Declaration” on aid effectiveness and of the. subsequent ‘Accra
agenda for action.” Table 1 summarises the commitments set out in these two documents.

FARIE DECLARATION
Dwniership - Developing coundras sef their own strategies, inprove thair tnsfilions and tsckie camuption.
| Alignment - Danars aliyn behind thase oljecthves and uss focal systems.
Harmenisation - Denore coardinate, simphfy pocedies and sheve Imformation o svoid dupficatian,
Basiks - Davetoping couirfes and domors shiff focus o dovelopmant restlts and reaults get magsured
Mufual Accaunizhility - Denors and parnars are accotntalle for development resuls,
THE ACCRA AGENDA FOR ACTION (ASA)
Prdctabibty - donors will provide 35 yeer forward Informaticn on Hhelr planned sid o periner tounfiies,
Couniry sYEtems — pavinar courdry systerns will ba wsed ko defiver aid Bs the firsd oplion, rather then donor svslems,

fondiiionality — dorarz will sadich fom relance on preteriplive conditions eboul kow and when aid monsy 1§ spar to conditions
hated on the daweloping coumry’s own dovelopment abfecfives.

Lintin —refey restrictions that prevent couniries buying the goods end senvicss they nesd from whomever sad wharenar ey Gan
god the bersd quality &f the fowest price.

Ownership - Developing countries set their own strategies, improve their institutions
and tackle corruption.

There is strong national ownership of the health strategy. The basic orientation has remained

consistent through conflict and through changes of administration. It has increasingly

focussed limited Government resources on basic services, and is succesding in achieving

remarkable rates of improvement in reducing mortality and narrowing inequality in the
sector, There is a clear track record and future strategy for improving institutionsl
effectiveness and improving accountability, '

Harmonisation and Alignment

A major objective of the Paris and Accra agreements is to focus 2ll external assistance on
cominon objectives, and to deliver it through harmonised approaches aligned with those of
Government. Increased use of Governmeni’s own systems is not an end in itself, but is
intended to be a rowte towards improving aid effectiveness, improving coordination and
reducing costs by gradually replacing the multiplicity of EDP systems for planning,
budgeting, implementing, reporting and accounting for aid with a single set of procedures
that all partners use. Achieving the potential henefits of increased harmonisation and

alignment depends on ensuring that the common procedures are efficient and effective, and

are seen 1o be so.
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During NHSP-IF 1, considerable progress has been made In improving v .20 fe o7
Govermment procedures in the health sector:-

1. Budget implementation has steadity improved, with inecreased focus o, wvereonor
bottlenecks through approaches including more realistic budgets, eatlierfi 1
and more delepation. The improvement has been reflected in a higher v
services being delivered parlly made possible by the improved availab.
essential supplies and operating budgets,

ii. A more integrated approach to district health services. From 2004-5, the separ..
district level projects for FP/MCH, control of diarrheal disease (CDD) and ARJ,
nuirition, EP, construction and supervision have been merged into a single integrated
distnct development programme. Before the merger of the projects and the
integration of supervision and reporting, each of the 75 districts had to maintain
separate accounts on each project and a total of 13,500 reports were required each
year. The merger of programme and budget heads saved time and resources. Efforis
are opgoing to further reduce the number of budget beadings, and hence the
transactions costs, The integration has been deeper than a simple change in reporting,
The merger of CDD and ART into the IMCI has resulted in a successful, cost
effective, and integrated approach for child health care.

Development partners have begun to respond by working in alignment with Government
procedures. In 2005, Government and EDPs to the health sector sipned a joint staternent of
intent in health, envisaging joint planning, joint programming, and joimt performance
reviews, Since that time, there have been 9 jeint reviews. There are two each year. One in
December is mainly backward leoking, reviewing performance in the previous year, but also
airng {o form the coming budget and annual plan preparation by providing indications of
future funding for the conving budpet year. A second review, normally in May, focuses more
on discussion of the annual werkplan and budget for the coming year.

Although non-pool EDPs still retain separate organizational arrangetments for managing their
aid, the establishment of the poocled fund within MOHP permitted the abolition of the Project
Implementation Unit that had been used for the Population and Family Health Project, and
that had had a separate project chief, accountanis, administraters and monitoring officers.
Under NHSP, each reform output has been implemented by the responsible IHvision/Centre
and all outputs are coordinated by a Coordinator, Health Sector Reform Unit, MoHP. This
approach internalized the reforms and saved the costs. During NHSP-IP 2, it will be further

developed, as DFID plan to bring their support to safe motherhood within the pool funding .
AITANEements.

Although there has been progress, the pool fund still represents less than balf of E:DP"_'
reported expenditure in the health sector. Even the pool fund imposes procurement and .
financial management requirements beyond Government systems. Non-podl exbarﬂal

development partners make little use of GON systems. SWAP management arrangammts : *é

have become ome more set of meetings without replacing parallel EDP procedures for
plarning, budgeting, implementing, monitoring and accounting for their support. Donor
cornpetition remains a problem, particolady with regard to TA by non-pool EDPs, EDP
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support continues to be driven to a large extent by the policies and preferences of the
individual agencies. 1t supports GON health strategy in a general sense, but the initiative on
what will be supported tends to come from the EDP rather than responding to where the
financing gaps are within the existing strategy.

Results — Focus

The Paris agreement calls for Developing countries and donors to shift focus to development
results, and to ensure that results get measured. The Accra agreement goes further, calling for
donors to switch from reliance on prescriptive conditions about how and when aid money is
spent to conditions based on the developing country’s own development objectives.

The commeon results framework provides an agreed agenda of future actions, and has become
more realistic and better attuned to MOHP capacity since the MTR.

There has been a strong emphasis on evidence-based policy, using both international
experience and local pilots. A succassion of carefully conducted surveys have largely
confirmed the accuracy of HMIS data, and have also revealed remarkable progress in
reducing under 5 and maternal mortality, while narrowing inequality.

" Under NHSP-IP 2, MOHP will reduce the emphasis on ad hec surveys, institationalising the

collection of the information needed to track progress. Local micro-planning and supportive

. supervision will pay increased attention to uging local data to improve local planning.

L L

The strong record of achievement within the sector should provide a basis for 2 stronger
partnership based on mutual trust, with less need for EDPs to impose conditions other than

- jeint commitment to achieving the objectives set out in the results matrix.

‘Mutual Accountahility - Donors and partuers are accountable for development resnlts.

Improved EDP accountability is badly needed, particularly with respact to foliowing through
on their indications of future aid levels, and ensuring that aid finances the agreed health
strategy. The Accra commitment to increased predictahility calls for EDPs to provide 3.5
year forward information on their planned aid to partner courdries. This has nothappened.
EDPs supporting the health sector in Nepal have only committed to provide indications for
the following financial year by ead of March, just three months before the budget year starts,
and too late to mform budget preparation. The indications that have been provided have
yroved unrealistic, and EDP spending has fallen far short of amounts allocated in the budget,
indicating a lack of predictability even in the short term. Actual EDP expenditure in the
budget year in 2007-8 was only 58% of expected EDP funding. Expenditure of pool funds as
a percentage of commitments has Increased considerably from 72% in 2004/05 to 86% in
2006/07 but then fell back to 64 % in 2007/08. Expenditure by non-poo! EDPs remains at

little more than half of the level assumed in the budget, increasing from 44% in 2004/05 to
33% in 2007/08. '
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The low reported spending of nop-peol aid reflects & number of p o= Jilterene

Cces
between Government and EDP financial years for commitment purpe : AR
timing between funds being trapsferred to MOHP and actually being spe. - divoomers
optimism in EDP indications. It may alse 1o an unknown extent reflect prob: '+ 1o pemur..

expenditure reporting from EDPs in a form that can be reflected in public ac .ints i
problem is not only the shortfall in spending relative to budget assumptions, but als 5 1. swew
cases donors spending on projects that they have identified rather than filling financi, : va -
within the NHSP. EDP projects are always nepotiated with and apreed by Governmen, b
MOHP agreeinp to receive what the EDPs offer is not the same as Government and EL! -
working together to ensure that a common sirategy is developed and fully financed.

Untying

A significant share of bilateral non-poo! fund assistance continues to be tied to procurement
in the home country of the development partner, particularly TA expenditure. There is htile
that development pariners can do about their national policies on tying, but the costs of tying
are further increased when expenditure is tied both to procurement from the EDP’s country,
and 1o the specific goods and services io be procured. Nepal would obtain befier value from
tied aid if it could use it more flexibly to purchase poods and services that are needed for
implementing NHSP 2, and which the development partner is able to supply cost-effectively.

The Way Forward

During NHSP-IP 2, MOHP wishes to see faster progress on the ald effectiveness agenda,
Progress will be sought in the following areas:-

i. Increased direction from MOHP on where those EDPs that are not providing pool
fimding shotld focus their support. The aim will be to ensure that the programmes
identified in this NHSP-IP document are fully financed before entertaining any donor
proposals for expendifure beyond the implementation plan. EDPs are stong
advocates for policy positions adopted by their agencies, but with a very tight
resource envelope, MOHP needs to be cautious in taking on new commitments that
that will inevitably entail additional recurrent costs eventually falling to MOHP,

il As far as is practical, EDPs will be asked to align their own planning and approval
cycles with the GON budget cycle. It is recognized that this will present some
difficulties for those EDPs operating to different financial years, but it is equally or
more difficult for MOHP 1o adjust budgets to accommodate cormitments that have
1ot been planned for in the national budget.

iii.  Reducing the transaction costs of dealing with development partners. Excluding the
NGOs, there are 14 donors supporfing NHSP, but the two pool doners plus USAID
account for 0% of EDP spending, while the six smallest donors each account for less
than 1% of aid to the sector. Although MOHP is gratefu] for all of the support it
recajves, it has Hmited capacity to deal with nurmerous uncoordinaied development
partner missions, Teporting requirements, requests for meetings and information, and
expectations to be consulted and have palicies and plans adjusted in the light of
comments made, A major aim of the SWAP was 1o reduce the transaction cost burden
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of dealing with the EDPs, but this has yet to happen to a significant extent. A major
effort will therefore be made to encourage EDPs to limir the burdens they place on
MOHF by acting more in line with SWAP principles:- relying more on the SWAP
planning and ioonitoring processes without imposing additional bilateral
requirements, hmiting the bilateral contacts that are required by more joint missions
or co-financing or “silent partner’ arrangements.

A particular effort will be made to improve the coordination of TA, with a more
formal requirement that TA missions and terms of reference be agreed with MOHP
before they are fielded, and with the development of an annual TA ‘plan’ as an
adjunct to the AWPB and an agreed outcome of the JAR. All TA proposals should in
future be undertaken on behalf of the SWAP partnership, even if they are in practice
financed by one or more of the development partmers. Some flexibility will need to be
retained, but the key point is to ensure that all TA responds to an acknowledged need
identified by MOHP, putting an end to the situation where TA can be commissioned
by EDPs based on passive MOHP acceptance or (in some cases) without MOHP prior
knowledge or approval,

A strengthened SWAP management capacity, DAC guidance recognizes the need for
an effective secretariat to support sector wide management. The health sector reform
unit in MOHP is responsible for managing the SWAP relationship, but has limited
staff (how many?), and is also responsible for coordinating and reporting on a
complex reform agenda,

A more balanced partnership, with a stronger focus on EDP performance asssssment
as well as reviewing Government performance in implementing NHSP-IP 2. Some
preliminary steps have been made to introduce EDP reporting, but these have so far
been limited to EDP self reporting. MOHP wil! discnss with the EDPs how to bring
inte play an equally rigorous and independent assessment of EDP performance, in
order to focus aitention on how to accelerate progress towards meeting the aid
effectiveness commitments.

Recognising that EDPs are reluctant to provide medium-term indications of support,
and that even annual figures Indicated by EDPs have proved unreliable, MOHP will
develop fipancing assumptions based on adjusting budget year indications fo take
account of past under-performance, while basing medium term forecasts on informal
discussion of reasopable assumnptions for the tnajor EDPs. Experience in other

countries is that EDPs who are reluctant to provide written indications of likely

spending in advance of formal commitment, may nevertheless be able and willing to
help in developing reasonable assumptions on the likely level and nature of their
support, and the up-side and down-side risks, provided they are not quoted in 2 way
that identifies the donor commitment data is so unreliable as to be of little value in
estimating the future resource envelope,

5.3 Inter-Sectoral Coordination and Collaboration
5.3.1 Current Context and Issues
There are many factors cutside the health system that influence people’s health, MOHP

therefore needs to work with other sector ministties to ensure that health related issues are
tackled in areas such as water and sanitation, rural infrastructure, nutrition and govemance
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related hezlth issues. In the Mepal Health Sector Strategy, the Ministr
ordinzte this multi-sectoral intervention and the mimstry aiso established
implementation.

——y

There are a number of other coordination mechanisms led by other sector Miv
operating at the policy level, bui they are not very effective at programme level.

5.3.2 Future Plans

Coordination and collaboration and potential pariners are summarnsed in the table:

Aret Importance MOHP Role . Hartners 1
WASH Main pauses of child death are WASH Meetingthe | Promote improved hygiene | Social welfars counca,
MDOGs requires the suppart of other 5eclors and the practice, Soddingte with NGO, MOWYR,
MOHP will engure that molti-eacioral programme ang | investments m WASH comTLmily level user
dasignad Invohing key partners and effective proups, loca
intersectorsl co-ordination and collaboration Lakes Government
prace. A muli-secionst approach wil be adocted o
both health and non-heaith inlerventions thal promote:
"acoess o and utiletion of senviess, For this papose,
sffective mechanisms for inlar-sactocal coardination
and collaboration wilt be: established The following
are e key aregs of ralated
Fand and mudrition Malnutritlan high and m ag cause of death and of Link CBNP and BCC b fond | Agriculturs, WEP,
poor cogrifive and physical fevelonment gecurty, o nutrifious Education, kOLD
foods, ford fortficztion, Jrdusiry (food
soctal protection for Tortficztion)
manaurizhesd mothers and
childran
Rurd Irfrastcture | Reduca [ouriey times and costs for sccessing Coord|nate mad and hesalth BOUDAR, physkal
ard hausing senvices imastmants planrdng ministny, oo
govermmeante
Education and Alfitudess and behaviour of coming genaration are Heatth 1 e curricu|m, in Ministries of education
information key to hesith goals BGE by other Ministries: and communication,
school haalih prograrmes NGO
Waste manogament | Health hazards Salp medical wasle disposal | MOLD, local
govermnsnt
Atematve fusds and { Raduce AR Advocacy MOST
cooklng stove
deslgns
Reguletion and Skgnificanl and growing Advocate enfprcement of Departmend of Rosds,
lsqielation on balis, helmets, speed limits traffic police, MWinistry
accideris, ste, work safaty, confrols or of Inchstry
Do pational tax meaglves to reduce
hazards, amaking smoking and excessive
_‘a_1d ahcahol drinking

Water and Sanitation

WASH associated diseases including skin diseases, ARJ and diarthoeal diseases are the top
three leading preventable diseases reported in the country and WASh related diseases remain
the leading causes of child deaths. Due to poor access, people especially children, women,-
marginalized, are exposed to contarhinated water, inadequate sanitation facilities, smoke and
dust, and mosquitoes bites. This is a problem that imposes a sustained and heavy disease
burden on the healtth system. And with the recognition of the environment’s contribution to
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malnutrition, there is an urgent need to broaden the spectrum of interventions beyond the
health sector,

MDG Goal 7h: Ensure access to water and sanitation

Target: Halve, by 2015, the proportion of people withou! sustainable access to drinkdng
water

WDG Indicators W80 | 1895 |, 2000 2005 2015
[mproves water soure (% with sustainable access) : 45 Tt T3 B1 7l
mgpronved sandtation (% with sustainable access) [ i, 30 N 53

Nepal povernment recognises the importance of rapidly improving the poor water and
sanitation conditions and of meeting the MDG goals and target. MoHP is the lead agency
with respect to promoting health and hygiene. H&S promotion will be effectively
mainstreamed with the adoption of key performance indicators for behaviour change on
improved hygiene practices. -

MOHFE will coordinate with partners involved in the sector to ensure that investments in
WASH are accompanied by appropriate health education, working with communities to re-

enforce the importance of using and maintaining WASH infrastructure and of maintaining
good hygiene and sanitation practices.

MNutrition

In developing 2 more effective multi-sector response to nutrition, MOHF will work closely
with Ministry of Agriculhe on food security and the promotion of nutritious loeal foods,
. mth Ministry of Indusiry on food fortification, and with agencies involved in social

prntﬁcﬁcrn in developing sustainzble approaches for mponmg malnourished pregnant
women and young children.

Infrastructure

Oppertunities for bringing health services closer to the population depend on developing and
rehabilitating transport infrastructore 2s well as providing physical health facilities. This
requires coordinated planning of infrastructure developmet at local lavel.

Edueatiop and Information

There are pressures to ensure that the school curriculum does not become over-loaded with
content, but schools present an norivatled opportunity to inculcate attitudes and behaviours in
the next generation which will support improved nutrition and health acress the whole range
of NHSP outputs. MOHP will also conduct school health programumes, including supporting
de-worming for thiz older age group. With regard to information, MOHP has an interest in |

advocating that appropriate health related messages are included in the BCC work of other
departments.
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Waste managemen

The MoHP will implement the medical waste management action plan, a. SIS
specific standards on HCWM and for the disposal of various categeries of hea

such as needles, mercury, infectious waste, Hauid waste ete. MoHP/DoHS will « -
required capacity and institutional arrangements, including additional human resc.
implement and monijtor compliance with the standards.

Alternative fuels and cooking stoves

MoHF to work with Ministry of Education (MoE) and other pattners to promote use of

cleaner fuels for cooking like biogas, improved cooking stoves and to improve ventilation in
the sooking area.

Legisiation, reguiation and taxation measures

Enforcement of measures to ensure the use of seat-belts and helmets would significantly
reduce the health impact of road raffic accidents. MOHP will aiso coliaborate with other
ministries and nongovernment agencies and take steps in preventing the hamful effects of
occupational hazards particulariy in urban areas where large number of people are being
exposed every day. ‘Public bads’ such as smoking and excessive drinking can be discouraged
by & combination of regulation and tax measures.

Climate change

MOHP will establish a knowledge network with academia and practitioners on climate
change and climate change public health response team.

6. Structure, Systems, Institutions and Governance

6.1 Sector Organization, Management and Governance

According to the Work Procedure Manual of the Government of Nepal - 2007(revised 2009)
the MoHP is respousible for delivering preventive, curative, promotive and rehabilitative
health care services and other health system related functions such as policy and planning,
human resource development and mobilisatien, financing and financial management, and
monitoring and evaluation. It has six Divisions: Policy, Planning and International
Cooperative Division, Public Health Administration and Monitering and Evaluation
Division, Hurnan Resource and Financial Management Diviston, Population Division and
Administration Division. There are five autonomous bodies established by law for the
education, research and service delivery purposes. In addition to these, there are four
professional councils to provide accreditation to health related schools/ training centres and
to regulate the care providers. The Policy Planning and International Cooperation Division
{(PPICD) has undertaken policy formulation and the overall planning and programming of the
health sector. A Health Sector Reform Unit and a Health Economics and Financing Unit
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(HEFL) have been created within the PPICD to support the reform process. Al present there
is a Health Sector Development Partnerships Forum to promote the dialogues in the policy
matters and harmonise the efforts between MoHP and Extemal Development Parmers
{EDPs) and align the plans and programmes. A Public Private Partnerships Forum and
Health Sector Decentralisation Policy Forum have also been created to harmomise the efforts
of various sectors and foster the coordination and «ollaboration between public and private,
and among development ministries respectively. In addition to these, a Healih Financing
Forum has been established to provide the support to HEFU and share the evidences io
inform the policy formulation and implementation purpose.

There are three Departments under the MoHP, They are departments of Health Services
(DoHS), Ayurved (DoA) and Drug Administration (DDA). At the DoHS, the Director
General (DG)1s organisational head with all programme management divisionfuniis working
under the DG. The recent reorpanisation includes Manapement Division with infrastruchure,
planning, quality care and management information system as part of the Division. The
Family Health Division is made responsible for reproductive health care including safe
motherhoed and neonatal health, family planning and Female Community Health Volunteers
{FCHVs). The Child Health Division ¢covers nutrition, IMC], and EPL The other Division are

Epidemiology Disease Control, Leprosy Control, and Logistic Management. There are five

centres with a degree of autonomy in personnel and financial management: National Health
Traming Centre {NHTC), Natiopal Health Education, Information and Communication
Centre (NHEICC}, National Tuberculosis Control Centre (NTC), Natiopal Centre for AIDS
and STD Centrol (NCASC) and National Public Health Laboratory (NPHL). The NHTC
coordinates all training programmes of the respective Divisions and implements training by
sharing common inputs and reducing the travelling time of the care providers. Similarly, ail

t IEC/BCCs related aclivities are coordinated by NHIECC thus gvoids the duplication. Both

centres collaborate with the private sector to implement the their programme., These centres

suppert for the delivery of EHCS and work with close coordination with the respective
Drivisions.

'The DoHS and other departments are responsible for formulating programmes as per policy
and plans, implementation, use of appropriated financial resources and their accountability,
monitoring and evaluation, and mobilising the staff at ifnplementation level. DDA is the
regulatory authority for assuring the quality and regulating the import, export, production,
sale and distribution of drugs. Department of Auyurveda offer the Aurvedic care to the
pecple and also implernent the health promotion such as Yaga.

At the regional level, which is directly under MOH, the Regional Directors are responsible
for technical backstopping as well as programme supervision. However, their role would be
more likely to be promoted in the context of federalism. At the regional level, there are
tegional and zonal hospitals-15, which have been given decentralised authority through the
formation of boards. In addition, there are Regional Training Centre (RTC), Laboratory, TE .
centre (in some) and medical storas at the regional level.
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system. The intention is to bring power and service provisions near to the people or 1o the
lowest level.

In the health sector of Nepal, MoHP needs to prepare for transitioning the health systern.
Managing health systems under a federal structure requires serious dialogue and continuous
consultation with stakeholders as it will have serious implications in the existing institutional
set-up, referral system, research and training, human resource manageient, and delivery of
health service at different levels, The Jessons from the current decentralization and
restructuring related initiatives will need to be redefined in the context of federalism.

Recently, the MoHP decided to prepare a plan for smooth transition and it has been
integrated in this plan document as an integral part of it {Annex 1). This plan needs to be
implemented along with the restnicturing process.

6.2 Humap Resonrce Management

Homan resceutrces for health

Background: A competent, motivated bealth worldforce forms the core of 2 high quality,
effective and an efficient health system. Nepal’s health policy and strategic documents over
the past several decades repeatedly idemtify issues In the availability, distribution,
management and motivation of health sector staff as the major problems facing the health
sector in Nepal The health sector constitutes about one fourth of total personnel of the public
sector, The current situation of human resource for health is as follows:

i

L HHy )

Position Satictioned Fulfilled | Vacant % of fillsd pos tons Share %

- Methiead doctor 1062 Bi8 248 76 B4 4M
Nufsi staffs including ANMs 5935 5307 28 RO.42 2425
Paramedics 10842 8212 1430 B5.56 43.48
{ther 6838 6354 444 8351 7Y |
Total 24477 21728 2748 | 8877 10000 |

Seurce: Annual report, DoHS, H7/08

Current context: The following contextual factors affect the production, distribution and
retention of health care providers

1, Institutional development

» The upgrading of SHPs to HFPs was initiated in 2008/9 and each year 529 SHPs
ate upgraded to HPs, a total of 1000 SHPs will be upgraded as HPs by the years
2009/10. All remaining SHPs will be gradually upgraded to HPs during NHSP IP
2. A post of HA and an ANM will be increased in each HPs. Thus, the numbers of
HAs will be increased to over 3100 and ANMSs 3100 . The position of MCHWg
will be upgraded as ANMs and strengthening them by providing additional
training and otrientation.

+  Upgrading of PHCCs to community hospital has initiated since 2008 and 5
PHCCs are upgraded as 15 bedded rural hospitals to provide the inpatients
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services. The numbers of these rural hospitals will more likely to increase at sub
district level due to increasing demand for rural hoespitals. An additional doctor, 3
nurses, and support staffs are needed to nun the community hospital for 2477,
Upgrading positions of care providers will bave the implications on HRH. The
position of VHWSs and MCHWs will be gradually upgraded to AHW and by
ANMs respectively. Over 1000 MCHWs3 are upgraded as ANMs. There are the

vacant positions over 1200 VHWSs and their positions and they will be upgraded
to AHWSs.

Ensuring right based approach and equitable distribution of humen resource
remains 4 challenge o the health system. Additional one ANM {from Dalits) could be
provided to HPs located 1n underserved and less accessible area, thus, the numbers of
heakth workers more likely to increased.

Population size: population of Nepal has increased by 33% between 1991-2008,
while the number of health workers has increased omly by 3.4%. The aging
population will also be increased during the NHSP [P 2 period. Thus, it is difficult to
meet the dernand of people by the existing worldforce.

Diseases tramsition (double burden of diseases): The commumicable diseases
remained unfinished agenda and non communicable diseases increasing due to the
changing life styles and environmental changes. The new emerging diseases, HiNj,

. avian fiu, need more epidemiologists and public health experts.

Increasing demands for health care in the context of free care: after the abolishing
user fees in EHCS and al} types of delivery care the demand for health care has
increased considerably 40% for outpatients and inpatients for 21 percent in medium
demand scenario {(INHRC 2009} and demands will be increased further due to the
programmes implemented under HNSP-2.

Changing the role of government and health system functioms: purchasing
services, regulating, financer, facilitating private sector — need procursment
specialists, health legislation expert, health economists, health governance expert,
Migration of health workers: there is trend of migrating from rural to urban, urban to
capital city, and capital ¢ity to abroad, it has adverse implication in the distribution
and retention of human resource.

Despite the need for additional care providers there are iunitations. The Government
of Nepal would like to reduce the public workforce includimg bealth. There is a cap

on the availability of funds for human rescurce development (8-10% of total salary).
Monitoring of human resourse is limited.

Issmes and ¢coneerns
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The human resource development strategic plan 2003 needs to be revisited in the context
of the health related MDGs, free health care and health system development and
abovementioned transition, The new projection of buman resources by categonies and sub
categories is imperative to support EHCS and beyond EHCS service delivery.

Market has supplied sufficient human resources for health however there is still a
shortage of critical human resource for service delivery, for example we need 7000
trained SBAs but the supply is only1000, need of MIDGPs is 90 but only 34 are available
and there {s the chronic shortage of anesthetists, psychiatrists, radiologists, radiographers,
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anesthesist assistants), In addition to these, there is the shortage of health system related
human resource such as procurement specialists, health legisiation experts,
gpidemiologists, health economnists and healith governance experts.

The nequitable distribution of human resources remains a problem. Out of & stock 0T 8118
medical dociors, 1062 have been working as position bolders and 300 working as scholarstup
obtained medical officers under the Mirustry of Health and Population, of whom about 2/3
are in Kathmandu valiey and other cities. There appears to be a sufficient national stock of
key medical doctors in some of the key specialisms related to the health MDG. For exampie.,
the Medical Council in March 2009 had registered 182 in obstetrics and gynaecology, and
139 pediatricians. The problermn is their uneven distribution.

The retention of medical doctors and nurses remains a major concern. There is a lack of
evidences on the average length of stay of care providers. The health facility survey
showed that only 77-79% of posted medical doctors were available at the time of survey.
The figure for nurses is 68-80% and for paramedics is 80-83% (RTI International, 2009,
examining the Impact of Free Health Care Policy First and Second Survey report). This is
the mean. The situation could be worse 1 the remots districts.

Productivity has remained a challenge. Paramedics clinical consultations per day are as
low as § at HPs and SHP's (calculated based and FIMIS data 2006/07), which 1s low even

" - after aljowing for their involvement in both preventive and curative services. Daily

output per physician varies across the scojogical belts. On average a physician located in
the Teral belt provided medical consultation to 18 out patients and 3 in-patients in district
hospitals, nearly twice as many as physicians located in the mountain districts. The
productivity in the hill beit is iz batween the Terai and mountain belts. At the referral
hospitals also on any given day, a doctor provided, on an average, only 10 consultations
to outpatients and 3 to m-patients. The highest productivity (13 consultations to OPD and
6 to IPD) was observed in Bheri Zonal Hospital. The low productivity was observed in
Janakpur hospital followed by Bhakiapur hospital (MoHP, 2003, Hospital productivity
analysis). Factors outside the control of the staff, such as the availability of drugs, affect
patient demand and hence productivity. However, the figures at the time of the survey
were certainly low, and demonsirate that there was capacity to significantly increase the
eutnber of patients seen without increasing staff numbers — as has actually begun o
bappen with the inciease in utilisation since 2006-7

The existing skills mix revealed that only 4.34 percent of total health care providers are
doctors, 12.11 percent nurses excluding ANMSs and 0.92 percent public health officers, 47
percent paramedics, 3.1 percent traditional health care provider (HuRIC, 2008). There is
cutredtly a high number of unskilled support staff (28% of the iotal workforce). There is
a challenge 10 the health system to reduce the volume of unskilled and semiskilled labour
as a percentage of the total workforce (MoHP, 2004).

The very low participation of Dialits and other highly marginalised groups in the health
workforce at both policy and service delivery leve] remains a ¢ concem. Increasing their
participation remains a challenge.

There is 2 need to focus more on increasing the quality of hurnan resource.
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Strategic directions and putputs

Projection and strategic planting of human resowrces for health: as mentioned above, a
scientific and robust projection of human resources for the coming 5 years is needed to
develop/update strategic planning for HRH. The projection and strategic planning meludes
public and private sector demands/needs, supply and mamtenance. Measures will be spelied
out for the internal mobility, career advancement and optimum use of HRH.

Producing and deploying eritical ARH: Tn order 10 meet the most enitical service delivery
related human resource reguirements jdentifiad for NHSP 2 include about 7000 SBAs, 56
MDGPs, 44 Anesthetists, 56 Psychiatrists, 55 Radiologists, 20 Physiotherapist 70
Physiotherapy assistants, 100 radiographers, and 62 assistani Anaesthetists (will be produced
and deployed (HuRIC,2008). A tofal of 27 health system related human resources will be
trained and deployed: procurement specialists -7, health legislation expert -3, epidemiologists
-7, heaith economists -7, health governance experts -3. The MoHP will coordinate with

medical schools/academia and training centres for the production and supply of these critical
humsn resources.

Upgrading and updating skills of care providers: (uality of care largely depends en quality
of human resource. Upgrading and updating the skills of care providers will be done to
enhance the quality of care. All positions of MCHWs and VHWs will be upgraded to ANMs
and AHWs respectively and their skills will be upgraded and updated. Skills of care
providers amd support staff of HPs/SHPs/PHCCs and district hospitals will be updated
throuph in-service refreshing training, coaching and onsite support Care providers will
recejve refresher training once in the plan period

Offering incentives to care providers: Performance based, and retention based payments
systems will be introduced in the service delivery system. Three incentive packages for care
providers will be developed and piloted. Operations research will be used to observe the
cffects of incentives on performance and retention of care providers in the remote areas, The
schemes will be replicated and scaled up to other geographical areas based on the results.
This will also increase the productivity of the care providers.

Monitoring and ensuring right skills mix: Regular monitoring, supervision, faciljtation,
onsity suppert and technical backup contribute to increase the efficiency of HR in service
delivery. De-concentration and delegation of authority of case management and resource
management will also help to increase the efficiency. An approach of posting a team rather

than focusing on physicians will be adopted to ensure the skills mix in order to enhance the
efficiency in service delivery.

Strengthening HuRDIS, Human Resource gnd Financial Management Division and
Personnel Administration Division: The present human resource information system contains
only % of the total personnel and the datsbase is not kept up to date. Capacity building of
HuRDIS for maintaining up to date and reliable information is mperative. HaRDIS will be
strengthened through training, equipping and networking with other information systems for
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retrieving, analyzing, disseminating and using of information. The human resource
information system (HuRIS) will be made compatible with the personnel information system
(PIS) of Ministry of General Administration and appropriate linkage will be established
between the PIS and HuRIS. An evidence/ information based decision making system will be
promoted in the field of human resource management.. Direct access will be given te
Secretary, Director General, Joint secretaries and Regional Diractor to promote the use of
human resource related information. A human resource management coordination committes
will be created to coordinate the activities of Human Resource and Financial Management
Divisiorn and Personnel Administration Division and National Health Training Centre,

Purchasing the service of key care providers: Creating new positions of health care providers
is a lengthy process. In order to meet wrgent needs for care providers, temporary contracl
appointments for key health care providers have been initiated to purchase the services of
Obstetriciaus, gynecologists, MDGPs, medical officers, nurses and ANMs. A provision of
Multi-years contract for the services of critical health care providers (Obstetricians,
gynecologists, pediatricians, physiotherapists, MIDGPs, Nurses, and ANMs, and other
diagnostic support services) will be made to ensure their services for a longer period and
avoid the disruption of services. The purchasing service would be applied in other fields

where service is urgeni. Procedures and operational puidelines should be developed to
‘purchase the services of these care providers for longer period,

Inclusion of Dalits and other highly marginafized in workforce: The process of inclusion of
-Dalits and other highly marginalized in health care workforce will be initiated. The
»underserved areas will be developed and additional one ANM will be provided to the HPs of
; that areas as Rahat (welfare) and trained ANM from Dalits and highly marginalized groups

will only be hired for this purpose. In the plan period a total 1000 ANMs will be provided as
"Rahat {200 per year) in planned period.

Siumilarly, dropped out / additional positions of FCHVs will be selected only from Dralits and
highly marpinalized groups and they will be trained subsequently

Improving the skills mix for health care. At present only 4.2% of the total health force are
medical doctors and only 12 percent are murses, nearly half (47%) are paramedics and one -
third (28%) are support staff. This skills mix hardly allow delivering the quality health care
as demanded by people, therefore, strategy for skilled advancement for existing human
resource should be done wherever possible and/or a part of vacant positions of unskilled
should be upgraded as semi skilled workers. Provision will be made to integrate vertical
programme supervisors (FP, EPI, TB/Leprosy, disease control etc) as public health
supervisors and provide a training to them to increase their effectiveness and reduce the cost.

6.3 Physical Facilities, Investment and Maintenance (including role of non-siate
actors)

In the context of the expansion of the FHCS to deliver services equitably fo all citizens,
particularly to the poor and the marginalised, it is imperative that & well planned and
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functional Health infrasticture system with the enabling environment for delivering guality
health services equitably and sufficiently distributed across the country is in place, Therefore,
EHCS implementation will entall substaniial investmenis on mew construction, and
refurbishment and upgrading of existing facilities. At the same time, repair and maintenance
of existing facilities as a regular and routine activity must be kept onpoing.

Critical Issues

For the priontization of scarce resource allocation for physical facilities, the key areas of
concern that have been identified are, to:

+  Strengthen, Instiitionatise and deceniralise existing Health Infrastructure Information
System (HIIS)

* Develop standard functional designs and guidelines that helps to increase quality,
accountability and transparency

*  Engure sufficient appropriately located facilities

Predictable and timely financing budgeting and resource Allocation mechanism

« Ensure repair and maintenance of existing Infrastructures through more rational
‘budgeting nsing HIIS '

Strategic Direction for Next Five Years

The NHSP-iI will focus on categorising health facilities into four tiers and define their
functions accordingly with the reqnisite minimum standards that peed to be met. The starting
points will be the establishment of a Physical Assets Management Unit under the
Management Division of the DoHS and the strengthening, institutionalising and
decentralising of the HIIS, This will be followed by the following strategies:

Revisit government’s policy to construct on donated lands only, as experience bas shown
that many of the donated lands have not beep suitable for health infrastructure and have
incurred huge costs in development,

New construction will focus on locations most Hkely to increase access by the poor,
vilperable and marginalised to meet their heaith service needs.

* Develop upgrading criterion for SHP-HP, HP-PHCC, PHCC-Hospital.
Upgrade/construct the PHCC buildings at an appropriate location able to serve a larger

population than that presently accoromodated in an HP building to the standard Primary
Heslth Care Centre building with BEQC service.

»  Addition of Birthing Centre in all the old HPs/PHCCs without it.
= Construction of CEOC in all the District Hospitals without jt.

= Upgrade appropriate Sub-Health Post to Health Post and establish new Primary Health
Centres in electoral constituencies which do not have Primary Health Centre as yet for
making free service provision meaningful and effective.
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» Based on defined functions, develop standard desigms for each construction methods,
specifications for building materials and finishes for all primary level of health facilities
(HP, PHCC and District Hospital}.

+» Develop and implement standard construction guidelines.

« Develop and implement repair and maintenance guidelines and monitoning mechanism.

«  Train techricians from DUDBC, DTO and DHQ 21 the districts on the use of HIIS and
develop mechanism to update it regularly from the district

+ Enhance the capacity of engineers and architects at DUDBC and DIDO/DTO in the
planning and implementation of Health Infrastructure. :

« Adopt e-bidding for transparent tendering procedures and to make the tendering process
more participatory and competitive,

» Ensure that sufficient budget is allocated to complete the ongoing projects with priortty
over new construction projects in order to accelerate the handover of completed
buildings.

«  Suppert planners and policy makers for apprepriate resource allocation as per HSIS
projection.

+  Collaborate with non-state actors such as academia, technical professional
societies/consulting firms and construction entrepreneurs in the development of standards
and nonms including designing and imperting training courses for stakeholders.

*  (Organise training sessions for concerned construction entrepreneurs in health
CORSUCHon,

64 Financial Management

Snia_za aspects of financial management have improved, reflected in higher spending as a
share of the budget, and a gradual reduction in andit queries, though they remain too high.

Nevertheless, there are still many unsolved financial management problems. On the
Grovernment side, these include:-

i. Slow disbursement/release of fund/budget, exacerbated by an excessively complex
budget structure with an unmanagesbie number of budget/program heads and
activifes, and with some duplication in program-activities, and frequent
transfer/change of budget head/program, Late approval of the budget and changes in
heads can result in long delays while MOHP re-progratnmes the budget at the
bepinning of FY.

i The slow start to the budget year and the imperative to improve budget utilisation
results in a trend of spending a digproportionate share of the budget in the last
trimesier, with the rush to spend resulting in expenditure beyond the approved
specific-program activities, and a tendency of giving advances at the end of the FY.

i, Inadequate computerized accounting system., MOHP is dependent wpon FCGO's
FMIS and has no independent electronic system. The lack of an integrated MOHP
systemn makes it difficult to resolve differences in figures of physical and financial
progress reperts, and delays submission of reports.

fii  Weak inventory/store and assets management
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v, An ioput oriented and top down system of budget planning, and a lack of program
wise accounting formats 1o the Integrated Distriet Health Program.:.
V. Low priority for maintenance of medical equipments and hospital bujldings

vi. Transparency measures such as using and updating the Website, Citizen Charter and
Documentation Systern have not been sufficiently prioritised

vil.  Poor complance with financial accounting regulations (FAR), with stafl rarely
penalised for non-compliance, and low priority given to responding to audit queries
and clearing the andit irregularities.

vili.  No separate rules/guidelines for non state partners/™NGO contracting (one reason for
low utilisation of PPP arrangements).

k.  No umformity of financial regulations in Hospitals, no specific mles for program
implementation by Management Committee of facility/below district level,
inadequate monitoring indicators and standard reporting formats.

The capacity and ability of MOHP to address all of these issnes continues to be handicapped
by problems stemming from EDP procedures:- different types of fund flow modalities, some
of them off budget and off program, the direct budpet execution practice by some EDPS,

wealk forecasting of external sssistance, weak barmonization among EDPs{donor wise
separate reports and audit practice), etc,

Most of these problems are long-standing and were also identified in the Bottleneck
study(2006/7),annual review workshops, Independent Review (2007/08), annual financial
audit and Performance Audits of {2007/08 and 2008/09).

Critical Issues

The consequences of these problems include slow disbursement, lower than desirable
efficiency and effectiveness in budget implementation, weak and delayed financiel
monitoring and evaluation, and a lack of finaneial discipline, exacerbated by incomplete
financial regulations that are not consistently applied. The weak capacity in financial
management, and the weak financial control environment are both a cause and & coasequence

of the hesitancy of EDPs to support NHSP with predictable funding using Govermment
systerns.

Action to address the problems

The problems are being addressed via an agreed financial management improvement plan
that started implementation in March 2008. After completing the first round FMIAP,
improvernents included introduction of & web-based financial management infermation
system connected with FCGO's , intraduction and use of software for preparing the annual
workpian and budget, and some simplification of the structure of the budget by reducing the
number of budget sub-heads from 51 to 35, which will increase flexibility of budget
management. An independent review and performance audit was carried out, and a
bottleneclk study leading to actions to address some of the causes of delay and low
disbursement. Transparency is baing strengthened, with MOHP posting financial information
and audit reports on the website, and formal accountability mechanisms are being
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supplemented and performance verified by increased use of measures o enhance
accountability 1o users:- for example, social audits, and posting of prominent information or

the services available, the prices that will be charged, and the budgets for which staff arc
accountabie.

Strategies Direction for Next Five Years (2010/011 to 2014415,

MOHP will continne to improve financial management by implementing the financial
management actions specified in the GAAP. Specific actions identified in the GAAP build
on the work begun during the first FMIAP, and include a focus on timely distribution of
grants to health facilities; iraprovement in the financial management system at central distrier
and facility level; improvemeni in procurement at central level and at district level
enhancing aliermative assurance arrangements such as social audit and performance audit:
implementation of Uansparency and disclosure measures; and capacity development
supported by TA. A permanent MOHP working committee will be established to follow up

on the implementation of the FM improvements, including audit irregularities and
recornmendations.

As discussed in section 5.2, MOHP will also pursue improvements in &id effectiveness with
EDPs,

&.5 Procurement and IMstribation

Leaving HRH apart, the most discussed issue during MoHP reviews at all lavels is supply of
drugs, equipments, buildings and their quality/condition. Obviously, major contributing
factors for quality health care delivery come in forms of various commodities {medicines,
instruments / equipments, firniture and other supplies), physical infrastructures (buildings
for 5/HPs, hospitals, labs. etc) and consultants as part of capacity research and ephancernent
PrOgrant.

In otder to correct procurement related snomalies that existed for decades in this country and
delayed the entire development process, GoN has enacted a Public Procurement Act {PPA)
2007 and its rules that take care of procurement of commodities, works and services. MoHP
officials are in the process of getting nsed to iis practice. Under MoHP, commodities are
procured from DoHS, RDHS and District (Public) Health Offices. Responsibilities of
constructing physical facilities including repair and maintenance works costing one million
rupees and above have been handed over 1o DUDBC. Concerned MoHP offices carry out the
works below that amount, In regards to services, major consultancies are procured from
central level and hiring temporary staff is done locally.

Health commedities are distributed from the central store (and regional directorates) to the
regional medical stores, and then to the disirict stores, which dispatch them to the service
delivery points. -

Critical Issues
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Procuremen! and related critical issues are existert in all three areax and they need to be
addressed.

Delay: In the absence of preparatory works tn place and absence of required level of
coordination amongst various divisions and sections, procurement activity dees not meel
its time line. Preparatory works means here timely planning of procurement activinies,
latest costing from the manufachirers and their agents. Delay is occwming due to
avoidance of decision making for a numnber of reasons including a sense of in-security
on the part of mapagers at the level of making decisions.

Siandards /Quahty: MoHP does not have defined standards of space, equipments and
instruments to be nsed in a particular leve] of health facilities. Once MoHD has a
specification bank explaimng standards/qualities of commodities and instruments to be
procured for each tier of health facilities, the procurement work becomes simple and Jess
time consuming. In the works side, there is no ownership of the projects and supervision
from various tiers of the MoHP while construction work is in progress. This apathy
towards worksa penerates autornatic negative results.

Capacity: As PPA 2007 is new to MoHP staff at al! levels, they are applying il gradually.
Confidently practicing with new act and rules takes soms time and the time taken

- depends upon haw much effort has been put to learn new tricks. In case of MoHP, there

a6

have been efforts to orient and give new skill to its staff. When the issue of capacity is
raised, understanding must accornmodate not only the MoHP staff but also the bidder
parties. Unless they understand the spirit of the bid docurnents, their attemnpts fail and the
cunsequence is upon health care delivery.

Pilferages: For reasons like inadequate transparency in the process and established
norms and practices, procurement activities have been accused of causing ieakages and
loss of GoM resources. How much of this Joss is due to ignorance or negligence and how
much is done intentionally for personal benefit is difficult to estimate. However,
information leakage. absence of specifications defining standards of commodities or
incomplete design and estimation in case of works provide loopholes for pilferages.
Transparency: This is a tricky area and allegations will not diminish wmless a transparent
complaints handling mechanism is established. Pre-bidding meeting to explain various
aspects of the bid document and taking suggestion from bidders from their experience are
two ways for developing mutual confidence.

Price control/economy of scale: Quality and cost remain two issues which perhaps top
the agenda for discussion in MolIP reviews. Current practice of procurement under
MoHP does not make it mandatory to carry out market surveys for the cormmodities. In
absence of informaticn, the budget estimates end procurement plan do not match the
bidders’ offer, which leads to cancellation of bid documents. Also merging of bids is not
done due to inadequate coordination amongst the varions program divisions and LMD,
This makes repeatad bid call for almost the same items, which is an expensive procedure

to repeat. And also, there is lass'practice of multivear procurement that needs to be
considerad.
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Management efficiency: Regular training and repeated practices are the two most
respected elements to develop efficiency and procurement management is not an
exception. However, personnel keep on changing under MoHP, which does not allow
developing their proficiency. An enabling environment is the important aspect in order to
accomplish the desired/expected result and MoHP needs to consider this aspect serious)y
it procurement 1oo.

Interference: This is an unseen killer of any system and gossips suggest that it applies o
MoHP too. Destroying a functional system, maldng favours to like minded people,

keeping inefficient people in higher positions are few of the modes that open the gate for
interference.

Distnbution related issues stem from inadequate siorage space, lack of sufficient vehicles for
transport/supervision and insufficient budget in the districts to transport and supply healti;

commodities to the service delivery points compounded by the geopraphical and seasona!
constraints.

Strategic Direction for Nexi Five Years

In order to procure quality goods, works and services timely, efficiently and cost effectively,
a numnber of strategic steps will be introduced! consolidated during the NHSP 1T period.
Enabling environmment for decision makers will be created to boost their confidence through
ansparency, capacity building and fostering harmonization with EDPs.

* _Procurement as a specialty (?): Recognising the provision made in Public Procurement

. Act 2007, MoHP will establish a procurement unit at ezch level of health facility up to
disinct level and build their capacity and update rcgularl}r After some years all the
dlstncts will have trained persons and MoHP will not lose them once specialty is
recognized. In case transfer takes place, new staff will come with the same skilk.
Preparatory work: There are few preparatory works to be completed in order to timely
streamline the procurement activities, In the NHSP —II period, the health facilities will be
classified on the basis of: &) type of services they will provide and b) their bed capacities.
Once the classification and standardization of facilities is done, it is easy to determine the
types of equipments, their quantity and level of sophistication. This will guide the
professionals developing the specification of instruments/equipments and other
commodities. As part of preparatory work, an extra hand will be assigned to carry eut
market survey on products and prices on & regular basis. A data bank will be created on
products, new products coming in the market, agencies® prices (retail and whole sale) in
the market and after sale services in case of instruments. This will help address the issue
of making the right estimation for commodities.

Procurement plan concurrently with budget estimation: For some time, program
divisions have been requested to develop a procurement plan while estimating their
budget for the next fiscal year. On account of the practice of somehow getting a reduced
budget compared to the estimated budget, the tendency has been not to prepare &
procurement plan and develop specification at the time of budget estimation, This non

67



NHSI™ [P 11 (2010-2015)

oraervance of the Mok request on the part of the program divisions will not he accepted
and sirict emphasis will be on prepanng the procurement plan at the time of budget
planning. Procurement plan will be adiusted to the tune of red book Tigures if changer
pccur, This will foster better coordinativn amongst the concermed divisions and help
titnely procurement.

Transparent process in practice: To avoid the pitfalls of pilferages, leakages and
eoflusions, MoHP will introduce e- bidding process. Entire procurement related
goncuments- specifications, instructions inchuding downloadable authenticated PDF tender
docaments, will be made available in website so that transparency and privacy will be
maintained. In order 10 capacitate the staff and bidders, appropriate onentation to the
bidders and coaching for the staff will be made available. Mechanism of pre-hid

consultation will be regularized and a mechanism for managing complaint will be
deviged,

{Juality and mulfi-year procurement: In order to make the process further transparent
and ensure quality, procurement process will be made rigorous by introducing quality
cortrol mechanism including WHO GMP certified producers. Present capacity of
DDA needs to be enhanced and LMD needs to have capacity to conduct mobile Iab fests
on sites to ensure quality. PPP with private sector laboratories will be promoted on
- strengthening the testing of health commaodities and drugs.
Efficiency will be gained through multi-year contract and introducing the concept of
CBLT.
The practice of central bidding and loczl purchasing (CBLP) for essential drugs, recently
initiated, in order to address the issue of disparities in price, quality and quantity of
medicines procured by the districts will be further developed, expanded, and improved
along with their capacity building to shoulder the responsibility of procurement in both
quality and the requisite quantity, Similarly, the practice of multi-year contract will be
mads well entrenched in order to ensure timely procurement of medical supplies as well
as lessen the burden of time and effort involved in recurrent bidding processes every
fiscal year for procuring the same type of commodities apd drugs.
Storage end distributive capacity of central, regional and district medical stores will be
enhanced through the allocation of additional national and donor resources.

0.6 Governance and Accountabilicy

A number of governance and accountability (G & A) issues has been included in the previous
sections, this section deals with the key issues, future plans and mechanisms that are not
included in other section of the document.

It has been increasingly realized that injecting resources to health will not achieve their

intended results without giving proper attention to health governance issues. The following
are the critical health governance issues that exist in the health sector of Nepal.
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C'nrrent Context and Issues

As decentralization takes on a high profile in overall governance reform and Nepal’s nationai
development initiatives, the NHSP-IP (2004-2009) recopnized decentralization of heald

services ag one of the overarching sector reform strategies and a key approach to achieving
the MD{Gs.

Interim Constitution of Nepal, 2007, which represents the spint of Jana Andolan [T and the
road map toward sustaining peace in Nepal, shows clear commitment of the state towards 2
mote decentralized system of governance, and its Second Amendment further paved the road
towa__:rils state restructunng through the federal setup By primciple, as the federal system
becomes a more decentralized system, it needs timely and rigorous preparaiion by the state
apparatus, the MoHP and related anthorities in this case. The Interim Constitttion guaramees
basic heslth as & fundamenta! heman ripht of the citizens of Nepal and the recently shared
draft report of CA Committees further elaborated the existing provisions and prepared
specific provisions to be included in the new constitution. These constififional provisions
created a pround for the next phase of health sector reform in Nepal and decentralized
governance is the driving spirit.

It is widely recognized in the health sector that decentralized health management helps to
lmpmva health service delivery with increased level of downward acoointability, copnmunity
ownersmp and wider coverage giving better access to local people and the marginalized
groups, in particular. The broad objective underlying decentralization is to bring povernmernt

closer 1o people with a view to empower them and to make service delivery effeclive,
efficient and equitable.

The Local Self-Governance Act (LSGA), 1999, has given autherity to the local bodies
(Village Development Committees [VDCs], municipalities, and District Developmeni
Committees [DDCs]) to operate and manage health institutions at local level. However, due
to ahsence of elected officials in these institutions since mid-Tuly 2002, implementation of
the Act remained ineffective. The following are the key issues related to decentralization and
local governance related to the health sector of Nepal.

) Weak community participation and local health governance

Past experiences in the health sector of Nepal and other sectors have shown that devolition
of authority and resources through top-down structure does not work effectively. Therefore,
there is a4 need to focus on empowered cornmumity participation, local leadership,

stakeholder's participation with local govemnance perspective following the *subsidiarity
principles’.

In the health sector of Nepal, decision making power lies largely at the center and commumity
and other stakeholder's participation from local health govemance perspective remained very
weak. This resulted to less transparent system, weak local ownership and weak linkages with
other sectors at district level and below.
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b} Centralized planning and budgeting practices, and weal planaing linkages

Anotner prerequisite, which still needs significant technical support, is the improvement of
the planming and managerment capacity of bealth institutions at the district level and below
and establishing functional planning linkages with the national level. There is a clear
recognition thal weak planning and management capacity is a critical constraint to delivering
better health outcomes for the target populations. There is a need of initiating bottom-up
planning and balancing bottorn-up {which does not exist at present) and top-dnm planning
with strengthened planning linkapes.

) Weak downward accountability and local ownership

Over the years, MoHP handed over 1,433 local health instimtions of 29 distriets to local
health mapagement commitiees. MoHT also prepared operational guidelines to management
of the health facilities at the decentralized level and provided crientation to key officials of
local management committees. However, it was done in a very ad hoe manner without any
preparation. Handing over of health facjlities on a piecemeal basis in absence of ¢lear vision,
policy, and plan invited a number of management confusions and critical challenges in health
service delivery at the local level. This arrangement did not change the decision making
powsr structure and accountability mechanisms. Upward accountability remained as usual,
therefore, health system was not able to hear the veice of people in a meamingful manner.

Thete are mechanisms lacking in the health sector of Nepal whereby local service providers
answer on how they exercise their powers and duties, act on criticiams or requirements made
of them and accept at least a share of the responsibility for failure, incompetence or deceit.
Without active community parficipation in health planning and service delivery at local level,
dovmward accountability is questionable and local ownership is a challenge. One pertinent
governance issue in this regard is how to make central, sub-national and loeal government
able to hear the voice of ordinary people, and make these institutions accountable to them.

d) Weak transparency and fiduciary risk

Ministry has been criticized for not being trausparent enough both at its policy and
operational level. In the context of its vast institutional network up to the community level,
the rministry has more than 340 cost centers and it has been quite difficult to track the details
of financial transactions and monitor irregularities. It has been trying its best, but additional
efforts are needed to Improve transparency in the policy process, in service provision, and in
financial transactions. This will both improve accountability to the people of Nepal, and

reduce fduciary risks. Some of these fiduciary issues are system-wide, beyond the scope of
the Ministry itself,
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Strategic DHeectiond and Fomire Flan
a) Accountable to the client and local ownership

Recent evidence m the health sector shows that comrunity-based health programmes can be

more effective in providing equitable access and equat use among castes and ethnicities i
comparison to instittional-based programmes.

MoHP initiated community oriented heatth service in late 19805 with the provision of FCHV
and other participatory health programmes, which promoted community participation and
strengthened social mobilization process. However, many vertical programmes are still being
implemented in isolation with few expectations Withowt meaningful community
participation and social mobilization, local leadership, accountability to the client could no
be established and local ownership is in question.

There is a need of a mechanism that establishes funclional down-ward accountability
mechanism and helps develop local ownership, Involving local stakeholders in the health
planning and management through a participatory planning process and organizing regular
social and public auditing can help strepgthen accountability at the local level.

b} Defining the role of local government in primary health care

Local governments are familiar with local circumstances and local health needs and they can
better mobilise 1ocal stakeholders for common benefits. In the near fature, there is & need of
delineation of clear functional assignment with proper financial backup for different levels of

health govémance according to the subsidiarity and stewardship principles in the context of
faderal structure.

¢) Capacity building to local health mapagement committee

Capacity building of local government units and local health management committees to
better manage health service at local level is an important task. They need to be empowerad
with flexible grant to help address local health needs and develop their fimctional capacity.
Currently, the National Health Training Center took initiatives, developed flexible training
and capacity building modules and started strenpthening management capacity of local health
management commitiees. It brought quite positive impacts in realizing effective bealth
service delivery and managing health at local level. It will be further mordmated,
collaborated and expanded in the plan period.

d) Sirengthening Local Health Governance

In the health sector, various programmes inject large amounts of earmarked funding targeting
specific diseases from the central level, Currently, there is very limijted provision that gives
opportunity to address local heslth issues and the linkage between local and cenfral level
planning is limited. Health govemnance related issues threaten local ownership, weaken
dovwnward accountability, and undermine the effective otilisation of funds and challenge
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sustainabiity aspects. In addition, lack of transparency and participation, limited coverage
and access to heajr services by marginalized groups, the need for incegtives to promote
utiltsatton of services, and limited engagement of citizens in heaith affairs are pertineni
heaith governance issues that contribute o low levels of system effectiveness.

In thin contexi, the Ministry recemtly designed and approved a pilot programune
“Strengihening of Local Health Governance Programme™ to be piloted in 3-5 districts in the
near future, It will belp solidify the Ministry's decentralization and local health govetnance
efforis and will provide evidences for lobbying and making policy more coherent and
conducive, and help to establish appropriate levels of health governance in the context of
state restructunng, i the long-run. It will help enhancing capacity and strengthening
colleboration among local level institutions (local govermments, local bealth mstihiions
among other stakeholders) in managing health services effectively, efficiently and equitably.

It wil) ensure strengthened downward accountability and local ownership in providing health
Services,

Based vn the experiences, plot districts will be further expanded in the plan period.
&) Transparency, Voice and Accouniability

The Ministry introduced quite a number of policies and strategies fo increase the access to
and coverage of health services targeting to poor and marginalized groups of people. It has
also started discussing policy issues using different policy forums (e.g. Health Sector
Decentralization Policy Forum and others) as platforms. However, there is still a need to
review policies. in the changed political context and using the evidence as basis of
improvements. There i3 also a need injtiate open policy process where stakeholder’s views
are valued and accounted. For the purpose, civil society organizations will be involved in the
policy discussions, Regular orgapization of public hearing at different levels of health
governance will also help strengthening transparency, voice and accountability.

) Inter-sectoral collaboration

There are many factors outside the health system that influence and determine people’s
health, such as poverty, education, infrastructure, and the broader social and political
environment. Because they are open to influence from outside, bealth systems are known as
open systems. Nepal's heaith sactor needs to work with other sectors to tackle with WatSAN,
nutrition and governance related health issues. There is a need to establish a mechanism for
effective coordination and collaboration with other sectors.

f) Documenting and sharing best practices and learning

Recently, the Ministry initiated documenting local innovations, learning and best practices of
Joca] health management commitiees, and developing case studies to document their
expetiences and learning. It will provide good imsights on local realittes and policy inputs for
future policy improvements. It will be continusd during the NHSP-IP 2 period.
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g£) Strengthening transparency and reducing fiducisry risks

The Minisiry is aware of some health governance issues and has already desigmed and
mplemented a number of intHatives to mmprove the health governance at different levels.
These include successful implementation of Financial Management Improvement Action
Plan (2007-2008), Governance and Accountability Action Plan (2007-200%), introduction of
central bidding and local purchasing schemes (2009/2010) 1o reduce the fiduciary risks and
improve availability and quality of drugs and medical sapplies at service delivery points.

To improve the transparency and reduce fiduciary risks, the Ministry will ensure regular and
timely public disclosure activities through MoHP website, radio/TV, newspapers,
performance auditing, and annual progress report among other activities. At the operational
level, regular public hearing, social and public auditing mechanisms will be introduced to
strengthen performance and transparency. These mechanisms will be made mandatory and
implemented nation-wide in the NHSP-IP 2 period.

6.7 Institutional Arrangement for GESI

Various institrtional mechanisms and structures have been created by GoN over the years to

address gender and inclusion issues from central to regional and zonal levels, GESI strategy

for MoHP is prepared and recemtly approved. However, there is the need of developing

policies, and work plan for mainstreaming GES!, to increase capacity of service providers

and increase the access of poor and marginalized in health services and increase the healik
; service seeking behaviors of right holders.

. The Ministry has taken initiative and established a GESI wnit. The upit is mandated to

_support policy planning apd programming (including AWPB), commission policy and
operational research and studies on social inclusion and prepare a plan of action to implement
the recommendations and conduct equity apalysis on access to, utilization and health
outcomes. It is also tasked to prepare a framework for monitoring equity and inclugion. This
wil be done in coordination with different health related information systems {HMIS,
HuRIC, FMIS, LMIS, HOMS), and will invelve developing monitoring indicators on social
inclusion, develop monitoring tools for social inclusion, and facilitating the process of data
collection, processing and analysis based on the social inclusion indicators. ,. In addition the
urit will build the capacity of stakeholders, design and disseminate GESI messages, explore
internal and external resources for social inciysion and do necessary ¢oordination.

A guideline has been prepared for social service uniis in central, regional and zonal hospitals
which lays out the roles and responsibilities and is in the process of establishment. This unit
will be staffed by 2-3 persons {depending on patient load) per hospital. The unit is axpected
to assist the poor and marginalized to access the services, recommend for partial or free
treatment and coordinate with different departments in the hospitals.

MoHP has initiated the process of é.nal}'zing ennual plarming and budgeting from a gender
and paverty perspeciive.
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Further buildmg on the above, the Ministry wilt:

= Swengthen Gender Responsive Budget Planning .

«  Accelerate the process of establishment of social service units in central, regional and
zonal hosmtals.

«  Plan and Develop mdicators on GESI for analysis, moniioring and evaluation at eact,
level and link with HMIS. Review HSIS (pilot tested) to see adequacy of desegregation
for date and analysis mechanism on bealth service ufilization by margmallzed and update
1{ necessary,

+  Further strengthen GESI unit at MoHP and r-::rllﬂut up to districi level based on paticenal
GESIR strategy. Draft clear role and responsibilities of different departments and sections
mm MOHP and repional directorate, D/PHO and health facility in charges.

*  Prepare necessary guideline to implement GESDs mandate from central to local level.

* Design and install identity card (to understand type and level of exclusion)

* Review and revise the existing HFMC guideline to make it more inclusive.

Strengthen HFMC with the delegation of more authority for better management of health

facility to provide quality health services. '

= Train health workers to employ a GESI perspective.

7. Research, Monitoring and Evaluation

7.1 Current Monitoring System

Review: There is a2 monthly review at ilaka HP or PHC level which is reported to the district
level. District does the similar moenthiy review and district level report is sent to region and
cenire. Region conducts 4 monthly review and center does an annual one, Center compiles all

the information coming from districts and produces an annual report. Reviews at different
levels are based on HMIS data

Joint anvual review: JAR is done among central level govermment officials, EDPs and other
major stakeholders. Review focuses on macro level indicators and major agenda discussed

are the government commitment (progress towards it) and milestone whether aftained or not.
After the review, JAR report is prepared.

Technical review. Petiodic reviews are done before four monthly review at regional level and
annnal review at central level. This review intended to collect necessary information, analyse
and present in regional and national reviews.

Progress tracking: There are five major data system which helps to track the healih
indicators, Population Census, Demographic Health Survey, Nepal Living Standard Survey,
Materna] Mortality and Morbidity Study and Health Manapement Information Sysiem
(HMIS). BMIS Includes data collection, compilation, processing, dissemination, analysis &
interpretation in 2 regular basis starting from lowest level of health instimtion to national
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level. Coverage 1s excelleni for Government services, bul reporting by private and NGO

health facilities is very incomplate. In addition therc has been under reporting from cema!
level hospitals.

HMIS is intended to monitor the achievement, coversge, continuity and quality of healt:
services, assessing progress (evaluation), and to supper planning and policy development. Is
includes disaggregation by age and gender. Recently, government updated FMIS to HSIS
(being piloted in three districts) to more comprehensively track the contribution from private
and comgnunity (including NGO) health mstitiions and get the disaggregated data by
marpinalization (caste/cthnicity as proxy). Result of HSIS tracking is yet'to be seen. Thert
are dangers of over-loading what is already a very detailed monitoring system, and it may be
more feasible to collect data and analysis of exclusion and inequality from remilar survewv-
based mstnuments, rather than from facility based data which has limitations {capt collect
data on nom-users, nor data by wealth quintile}. Other data sources like national household
survey, national livelihood survey, poverty monitoring analysis etc may give some data to
compare some of the indicators over time. HMIS data corresponds rematkably wel with
survey based figures at the agpregate level, justifying cenfidence in the system.

7.2 Constraints and challenges of current monitoring system

Current monitoring mechanism of MoHP produce a range and level of detail of information
that is without compare in the region, but systemis are quite scattered, and there is limited
analysis for inputting the result in the planning system. Monthly, four monthly and apnual
reviews at different levels do take place, and are based around review of the HMIS data.
' They need to become more systematic in analysis of progress against the indicators in the
t5trategic plan (NHEP), and in discussing constrains within the system and leoking for
-solutions, The cwrrent systern does not have transparency and accountability issues built i,
althoupgh these issnes have received regular attention in the JAR. Consideration will be given
to bringing together the national review held by DOHS, with the JAR reviews that are

organised by MOHP for the purpose of coordination with the EDPs. There is considerable
overlap between the two review processes.

HMIS needs to be more effectively used as a menitoring tool for the overall health system
rather than simply a database. The annual DOHS report that incorporates the detailed tables
from HMIS does include reviews of progress across the different national programmes, and
the regional reviews provide opportunities for districts to compare progress with their peers,
but the wealth of data expensively collected for the HMIS could and should be more
consistently made available and used for management at all levels of the system..

The current monitoning £ystem collects pender and age-disaggregated data but is not able to
see the service utilization by the poor and marginalized as data not yet fully incorporated in
the reporting sysiem. This weakness is intrinsic to facility based reporting systems, but is
addressed through data collected in'periodic surveys such as DHS.
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HMIS does not have Iinkages with Himancial information system, human resource informatior:
systern and logisuc information system:

The systems for feedinp the results of reviews into the planning process as inputs and to
policy makers for further policy analysis need to be strengthened. The JAR in particular does
discuss the AWPBE and does produce action plans to address issues thal have been identified.
but capacity for follow up needs to be strengthened. Combining the JAR with the DOHS

armual review would help to strengthen ihe linkage from the review to Umplementaiion
coordinated by the DOHS programme heads,

7.3 Strategic recommendations

Develop current review system in a moenitoring frame of overall health system to sse the
progress of majer indicators at different levels. At district level and below, accountability can
be strengthened by ensuring participation by the right holders, and by I/NGOs and other
stakeholder’s in review process 5o that trangparency and accountability can be taken care of.

Review HSIS [pilot] result and develop further to feed in the data for the reviews mentioned
above. HSIS should cover privaie sector contribution and provide disaggregated date by

marginalization so that coverage of the health system and utilization by different class, cast
and ethnicity and by location can be monitored.

Devise a mechanism to analyse the performance indicators laid ouf in the logframe (Annex 1)
and feed in the information to health facility in charges, HFMC, D{P)HO, RI}, central level

decision nakers, planners, policy makers and EDPs. Ministry will scale up HSIS in all 75
districits.

Regular supervision will be done from the centre to repion/district and from district to
perinheral levels, to help solve problems, educate care providers and support implementation
of the health plan. Systematic gnidance will be provided and kept current to help define

expectations for the frequency and type of supervision that should be undertaken, and the
criteria against which performance should be monitored.

Client exit interviews will be infroduced for regular monitoring of client satisfaction.

A monitoring committee at each level will be formed which will collect suggestions from the

clients by means of a suggestion box. Analysis modality and response mechanism will be
developed.

Regular surveys will continue to be conducted to collect facility-based data on cliemt
characteristics and satisfaction, availability of care providers and drugs, budget adequacy and
allocation of funds. The survey will also collect data on client volume, trends in health care
utilisation and costs. These are curreptly vndertaken on a trimesterly frequency, but the
frequency actually required will be kept under review,
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A household survey will be conducted to monitor the bealth secking behaviour of womel
aged 1549 of different casie, ethnicity, wealth. and education, assess the financial and non-
financial barners to care, use of services, and reduction in household costs for health care.

Current MMMS will work as base Hne. Consideration will be given to whether a similar

survey should be conducted at the end of NHSF I so that progress on mortality and
morbidity can be analysed.

Annual social audit will be made mandatory at each health institution, district, region ang
cemter. HFMC will do its own monitorny of their instimtiorn:.

7.4 Policy Researck

There continues to be a need for policy research to feed into the review cycle and to inform.
the development and adjustment of policies and programmes based on evidence. A particular
weakness of the monitoring system is the lack of integration of data and analysis of physical
progress with economic and financial analysis. At present, there is an excessive dependence
on TA and on ad hoc studies financed by EDPs, and there would be merit in bwlding
instifutional capacity within MOHP. Three specific proposals are:-

1. Institationalising NHA, public expenditure review

The Health Economics and Financing Unit of the Ministry of Health and Population will
regularly update the data base of WHA, PER, produce & report and promeote the use of the
“ juformation to inform choices on how best to allocate the availsble budget between
> competing uses. They will also input economic and costing analysis into the preparation of
- MOHP budget proposals to the Ministry of Finance, with a particular rols in supporting the
preparation of the MTEF,

2. Conducting economic apalysis

Economic analysis is particularly important in focusing resources where they can have the
biggest impact in achieving health goals, and in reviewing trends in the value for money
obtzined from existing patterns of spending. Equity analysis, marginal budget analysis,

. productivity analysis, cost analysis, cost effectiveness analysis, and demand analysis in the
context of free care will be conducted to generate the evidences to inform the policy makers
and programme managers.

3. Strengthening Health Economics and Financing Unit (HEFU), MoHP

To build perrnanent capacity for economic analysis in support of pelicy, the HEFU will be
strengthened by providing additional human rescurce, training, books snd journals, and

networking. The linkage will be established with Nepal Health Economic Association and
other research instinztions.

rili




NESD TP I (2010-2015]
8. Finmancing NHSP-IF 2

8.1 Health sector financing strategy

Before discussing how NHSP-IP 2 costs will be financed, it is important to briefly 1.

rationaie for public secter funding within the overall funding of a sector in which the
sector role remains sipnificant.

Chanter 4 describes how the Govemiment financing of health services has graduali.
expaded beyond free provision of promotive and preveptive interventions, to gradually
mchude within EHCS a broader range of free-to-user or highly subsidised curative services. 1i
discusses the evidepce thal the broadening of the package of curative services that are
provided for free, and the extension of eligbility to recerve those services, has been
associated with a big increase in demand, and & narrowing of inequalify in utilisation of
services. The planned further expansion of coverage to make EHCS free to all users up io
and including DH level will help to address the problem identified in the facilities survey that
more than half of the poor are not receiving the level of support to which they are entitled. It
should result in further increases in utilisation and further reductions in inequality.

Although there is a strong rationale for the modest extension of free-to-user services
proposed under NHSP-IP 2, the Ministry recognises that it will face increasingly difficult
choices as to which curative services it chooses to finance, and how limated budget funds will
be allocated. It is already the case that 80% of OPD contacts are for non-communicable
diseases and injurjes, The expanded prevention effort proposed under NHSP-IP 2 should help -
1o slow the growth in the burden of NCDs, but will not prevent continued growth inn demand
for curative services of an increasingly complex and expensive nature. As described in
Chapier 4, Government already provides some financial support for some types of tertiary
care and for those facing catastrophic health costs. Demand on the limited funding available
will Inevitably mcrease and will raise difficult choices as to how to provide a degree of social
protection to those facing catastropbic illness, while ensuring that increased spemding on
expensive curative care is not at the cost of less than adequate funding of the core

programmes that have delivered the substantial improvements in health outcomes of recent
years.

During NHSP-IP 2, a health financing strategy will be developed in order to inform funre
strategic choices about how best to meet the growth in demand for an ever more complex

range of health services. There are no easy answers, and this document will not pre-empt the
findings of the strategy.

The experience of other countries that have succeeded in achieving close to universal
coverape suggests that a mixed approach may be needed. Experience suggests that it is
difficult to make insurance-based options work for low-income populations without
excluding the poor, In principle, they can be exempted from payment, but the costs of
accurately identifying and exernpting the relatively large share of the population that finds it
difficult to pay is high relative to the revenue that can be collected, and causes resentment by
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those who can pay. There have been attempts under NHSP-1 to introduce forms of pre-
payment such as revolving drug schemes, which also have benefits to service quality by
reducing stock-outs and generating financing surpluses for spending on other health cost:.
These schemes have mostly been successful in improving utilisation by scheme members,
but coverage has been relatively low, especially by the poor. The extension of free service:

reduces the incentive to join these schemes and makes their future role and financial viabihity
unclear.

For the rural population, tax-based financing of EHCS is therefore likely to remain the basi:
of the systemn: for the foresesable future. The extension of free services will increase reliance
on tax-based funding of district hospitals, which previously collected one quarter of thei:
revenues from users. This has potenfially negative consequences for quality of services,
unless Government can replace the lost revenues from user charges with block grant funding
that is equnally timely and flexible as to use.

There will be scope for continued growth of private insurance-based options for the urban
formal sector population, which will help to reduce the pressure of demand from the better
off for services fimded from texation. It will be unportant to ensure that formal insurance
schemes with mainly better-off recipients recover all of their cosis and are not implicitly
receiving subsidised access to public sector facilities.

For the vast majority who are unsble to afford insurance premiums either directly or funded
by their employer, Government will need to continue to find some means to rafion access to
Government funding of catastrophic health costs. It may be feasible to find other approaches
such as-micro-credit to smooth the burden of unexpected health costs. It may be feasible to
bufld on existing schemes for free beds for the poor in private hospitals and medical schools.
The strategy will seek to identify options and criteria for access.

8.2 Finanocial Resource Envelope

Table 7.1 provides one estimate of the resources potentially available to finance Governtment
health expenditure during NHSP 2. They assume that GDP growth will accelerate from 5.5%
in 2009-10 to reach 7% per anmum from 2012-13, that public expenditure will refain a
constant 22% share in GDP, and that the health share in public expenditure will steadily
increase to reach the previous peak of 7% of public spending. For the first two years, these
projections imply spending about 4% higher than assumed in the awrent Ministry of Finance
approved MTEF. For the whole NHSP 2 period, real health expenditure would increase by
54% between 2009-10 (the final year of NHSP 1) and 2014-15 (the final year of NHSP 2). In
per capita terms, spending would increase by 38%, from the current level of Rs 646 (US
$8.5) to RsB93 (US311.7), both expressed at 2009-10 prices and exchange rates, Over the

five year period since the final year of NHSP1, an increase of public health spending per
head of Rs247, about $3.2, would be implied.

7o

S T ST UREIN T S S o JUE Ty - PE S L



NESP 1P I (2010-2015)

Hz. Bo-

MOHP Health Expenditure 200840 | 2Me1t § g0a4a7 Mz-45 | 21§ 209418 |

Nomii expenciure 17 B4 2061 55 7 50 3058 807 |
Real expendiure, 2000-10 prices 17 44 ¢ 19.6% 208 3297 25.43 T4k
Annual growth rate In rea expendiiure I 152 % 00 B4l 19.0 9.4 a3 ;
Real stiending per head, Rupees B4G.4 6060 T2 798 8347 | BEay |
Real se-ntding per head, US 85 6 Y 10.3 1.0 7
Memorandum Hems _-H|
Feal GEIP growlh rate 5 5% 5 5% E% % % i
Public expenditure share in GOF 2% 23 0% Z2.0% 221% 0% | 2o
Heahik share in public. expenditure B.74% A48% b G52 6.70% FAS% | 7.00% |

Saurces:- 2009-10 budget epeech; Juns 2008 economic survey; MTEF 200510 4 201 112

Averape reat growth in MOHP expenditure on health over NHSP 2 would be 9% per anpum
on these assumptions. Financing this increase will require @ sigmificant inecrease in boik
Government and EDP resources for the health sector. We do not have deiailed analysis of
EDP financing intentions, but Table 7.2 presents two scemarios:-

i

il.

If GON were to continue to finance 56% of MOHP expendifure and EDPs 44%, the
same average shares as in NHSP 1, then real GON financed spending would need to
increase by 10.7% per annum compared o the 2009-10 budget, and EDP spending
would need to grow by 7.1% per annum. EDP spending growth is slower becaise
EDP spending was budgeted to be a higher share {48%) in the 2009-10 final year of
NHSP-1. The implicatien of this scenarie, on the same macro-economic assumptions
a3 in Table 7.1, is that GON would need 1o devote a higher share of domestic sources
(revenue plus domestic borrowing) to the health sector, inereasing from 4.5% over the
last two years to about 5.2% in the final year. This share is Iower than the share of
health in the budget becanse health is a popular secter for the EDPs, and receives a
higher then average share in external funds.

If GON is unable to allocate an increased share of domestic funding to the heajth
sector, then GON finance for the sector would increase by about 7.4% per annum.
Achieving the increases indicated in table 7.1 would require EDP funds to increase by
about 10.7% per annum in real terms. EDPs would finance half of total MOHP plus

EDP expenditure.
Table B.1: Budget Projections
NRs Billions
2008-10] 2010-11 | 201112 | 2012-13 | 2013-14| 201415 Ava growsh rate
Same shares as in NHSP 1, Real 2009-10 Prices, NRs Bn
GON 9.32] 11.07F 1978| 1288| 1417| 1580 10.7%
EDF 852 BssY  ai1) 00E) 1095 1188 7.1%
Total 1784 1063 2088| 22407 2543; 2r48 2.0%
Implied haattl: share of GON domestic finance 0.045) 0048 0049| 0050] G051 D082
GON provide 3 constant 4.5% shara of domestc soumss:
BON 933] 10146) 1086| 49£5] 1247 1334 74%
EDe BS1|  G4a] do04| 1132 1267 1404 10:7%
Total 1784 1963 =089y 7eEF| 23B13| DA 8.0%
Waersor ancdum Isimes;
Revenues plus domestic DoTrowing: i b
| NRe Bn | 274l 287V m:ial 288l Zrvol 20843
| Pervertiage of GDF ' " i61] 166 168 188] 168] 163]
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The future cutlook for EDF support for tbe health sector remains uncertain, Some 38% of
total EDP spending during NHSP 1 took place in the final two years, reflecting catch-up from
garlier low expenditure. These two years may reflect upnsually large disbursements and mas
not be sustained. That would seem to be the implication of the existing indications of suppon
1o the pooled fund, which imply annual expenditure a: about 70% of the level in real terms:
that was achieved in the last two years of NHSP 1. GAVI funding is not guaranteed beyone
2011. On the other hand, there is a strong possibility of at least one additional donor joining
the pool and of significant new commitments for nutrition and from major non-peel donor:,
The uncertainty reinforces the need for ED)Ps to give far clearer and longer-term indication:
of their likely support and the expenditures for which it is available. It is very difficult fou

MOHP to make decisions on whether to extend the EHCS package without knowing what
resources might be available.

Based on currently available information, the resowce envelope proposed in Table 7.1,
though unplying a painfully slow increase in resources for the health sector, will be difficult
to achieve. Although some overall increase in financial resources from the EDPs should be
achievable, currept indications would provide at most half of the increase required 1o
maintain the same EDP share as in NHSP1, and thers is a significant downside risk to these
guesstimates. Moreover, the largest part of the potential new funding 15 likely to be from non
pool fund donors, and may not necessarily fund the programmes identified by Government to
be of highest priority. There is also a significant downside risk to the domestic revenue
assumptions, which depend on achieving ascelerating economic growth in the context of a
difficult international and domestic environment, as well as finding an increased share of
resources -for the health sector. Achieving the modest increase in per capita spending
‘enviraged will thus be a difficult challenge.

8.3 NHSP-2 Costs and Resource Allocation

NHSP-2 should be thought of as an extension of the approach that has brought about the
remmarkable achievements of NHSP-1 in reducing under five and maternal mortality. Thers is
no detailed, costed “blueprint’, but the plan will continue to aim for the largest sustained
impact on mortality and morbidity with the funds that are available. Imerventions of proven
worth will be scaled up, constraints to the utilisation of services by the poor and marginalised
and by women will be addressed, and new initiatives will be gradually introduced as funds
permit and based on evidence of their effectiveness derived from international and local
tesearch and from carefully evaluated pilots. lssues of efficiency and effectiveness will

receive increased attention, to ensure that maximum health benefits will be achieved with the
public sector funds that are available for the health sector,

. E[J:;'le'}?}{_presents some very rough estimnates the additional costs of the major ininatives that
'I-',ir_'r_lisad during NHSP-2,

i,
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Bagline Increass on Basaline, NRa Blthone i
200810 Gudge! | 200011 § 201912 | 201743 | 201314 | 201415 |
Cenira! Function: i j B | |
HReg 3015 M 0983 | 1400 1 4845 |
BCC . _]__ ]
Natir:: ___ 0.057 D0PE . 0114 | DM | D4 | DI
Crslric . Q.08 DOSE | Gi3j 083 | 043 043
Research {1% of budger] ' R Glo6 | Q208 | 02w | 0254 ] 027
| Curative Care : ; . -
| Free sa.vives to afl at Dist. Hosgital ] D63 | 0459 | ospd | DSTE | 1.2t
! Inraased OPD bejow hospital level ! D84 | 0352, A5M | 0729 .97}
| Famlly Heafth ,’ J ] |
Raise FCHY und 1o NR160,000 L | DX B4 8E 8 A7
CPR commoditie: ] .281 oo | 0051 [ 0103 | 01811 028
Maternal health i N ; B
Expangjon of fres defivery senvice, add, Cosl o035 oo o118 0.159 0.210
Exten sale aborton for poor and disadvantagad in
rermole Sraas 0415 0.03 0.5 0.06 0075
Fres LF surgety : 0.2 0.285 038 057 0.78
Non-gumgical o pessary | ' 0002 | 0003 Goos | 0012 | 0018
Child hnalth |
Newhom care peckage 0.024 0.030 0037 0.043 0.050
Netritton R —
ermmunity hased nulriion £LIEs4 0076 [ 00aF | 0433 | 0962
Community and centra based rehabilition of acule: |
0ass 12 | 17| 240} 2%7 (| oM
Supp. Food to mainourished US chilkdren | I8ED 1 5528 | 7oyt | 6817 | 12881
Non-Communicable Diseases |
Poting introduction of mental health In PHC ‘ P00k | o003 [ o007 | o014 | 002
Oral healtt in PHG I " 0m5 | o0b2s | 003 | 0048 |  0.05%
Totals -
Adlitional MOHP 8786 | 0621 12886 17200 | 21475
| $pc a1] 43 58 73 9.0
Exclude supp feeding 2,326 4004 5545 o3 21483
$pL. T B 13 18 241 31 38 |

Cenira)] Functions

We have not atiempted to cost 2ll aspects of the NHSP, nor to attribute all cost InCreases to

specific proprammes.

Human resources In addition to the new recruitment discussed in the HR section, a major
effort will be undertaken to improve staff availabilify and incentives to serve and perform
well in difficnit locations. We have not atfempted to cost and phase the various proposals
with irnplications for the HR budget. However, we assume a 10% per annum increase in the
real expenditure on HR salaries and allowances in order to leave room for the required

programmes to be introduced.

BCC A number of key promotive and preventive interventions will require a scaled-up effort
on BCC, notably the new interventions on non-cormunicable diseases and injuries,
mitrtion, and newborn care, The table assumes that the BCC budget will be tripled in reat

ferms.
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Research A number of studies and pilots are proposed in the plan document. These are noi
individually costed or phased in the cost assumptions, mat additional provision equal to 1% of
the total budgei is made for research.

Procurement: The costs of additional drugs and equipment and the annualised costs of

physical infrastructure are built in to the unit costs for inpatient and outpatient costs and the
unit costs of the new programmes.

Explicit additional costs for physical infrastructure investments are annualised for the frec
delivery services and for increased output from district hospitals. These costs are spread over
the lifetime of the new buildings, and thus reflect a sustainable long-term annual cost rather
than the (higher) financial cost incurred over the plan period. Additional costs for expandmg
the system to add new or upgraded HP/SHP and to improve or expand district hospitals in
under-served areas are not included. For the moment, the assumption is that the physical
investment programme will remain broadly unchanged in real terms at the level of the 2009-
10 budget, and competing priotities will be managed and phased to keep within that level.
This 1s not an unreasonable assumption at this stage. The upgrading of SHP to HP is planned
to continue at broadly the current level of 500 per annum, while the existing portfolic of
projects will be prioritized and largely completed early in the plan period, leaving scope for
accommodating new investment. The assumptions wilt be refined in the coming AWPE and
in the next MTEF. As and when increased funds become available, the physical investment

programme ¢ould be aceejerated, possibly with external support from EDPs with a
- preference for capital investment.

Cliraﬁi;e Care
Extending free services to district hospital level

The table assumes that EHCS at district hospital level will be made free to all, and that the
volume of OPD, in-patient and emergency services at that level will neariy triple by 2015.
The unit costs are derived from the study by Ensor and W, and include annualised capital
casts. The costs can be thought of as long-term sustainable expenditure levels, but the actual
mvestments in facilities and staff to deliver the increased level of services over the five year
plan period would probably be different, The nonmal assumption is that they would be
higher; in the case of Nepal, with considerable unused capacity in staff and buildings, this
may not be the case, and marginal costs may be mainly the additional operating costs
inclhuding any incentives required to persnade staff to deliver the additional services.
lacreasing OPD) coverage below hospital level

New and repeat OPD visits to public sector facilities and via ORCs below hospitat level are

also assumed to increase, from about 0.57 per capite at present to 0.75 per capita by 2015,

The vnit cost per OPD contact is assumed to be the same as for the district hospital. The .

increase in:the volume of services is assumed to reflect improved coverage of ORC,

“improved stail Incentives and quality of service as a result of more adequate drug suppliex.

: -:mgﬁﬂ}__&’_:ﬁf'.u, nd side factors refiecting in particular increased access and increased
S vices of improved quality. -
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Family hexliL

The table includes the cost of additional family planning suppiies to achieve the tarpet CP:
of 55% by 2013; and explicit costing of the increase in the FCHV incentive fund. Other
Incremental costs are not explicit, but the assumed real increases in human resources and in
OPL) coverage will parlly finance strengthened support and supervision and scaling up of
coverage of on-goihg Programimcs.

Matcrnal health

The costing of the expansion of free maternal health services is based on the study by Ensor
and W, adjusied to 2009-10 prices and to the target of achieving 40% instititional delivery
by 2015. The cost estimates include annualised capital costs for investment in new
CEOC/BEOQC facilities. The actual phasing of those investment costs will be front-end
loaded, and wil} require higher spending in the early years than is estimated here.

Extending safe abortion services to disadvantaged populations in areas lacking access

Abortion in Nepal costs Rs800-1000 in Government facilities, NR=950-1350 in NGO
facilities, and NRs1500-3000 in the private sector”. The estimate is based on 2 unit cost to
the budget of NRs 1500 at 2009-10 prices, with the number of additional safe abortions
carried out increasing by 10,000 per sntnum to reach an additional 50,000 p-a by 2015
compared to the 2009-10 baseline. The table does not atempt to cost or quantify medical
abortions using mesoprostal, where unit costs are extremely low.

LUiterine -prnlaps e

Setne 600,600 women are affected, of whom 200,000 need surgery, while the remainder may
be eble 10 treat or prevent the condition worsening by pon-surgical interventions. The table
assumes growth in numbers of surgical interventions from 12,000 per annum i 2010-1) to
40,000 in 2014-15, enabling 117,000 to be treated during NHSP-2 at & unit cost of
NRs19,000%. A farther 135,000 women are assumed to benefit from pessary ring insertion at

a cost of NRs304. Support through mainly health education messages to others is not
explicitly costad.

Newborn care package

The newborn care package has been roughly costed based on Borghi’s 2005 study which
calculated the unit cost for a community-based newborn care package in Nepal, including
health system strengthening. The NRs 95 unit cost is based on updating Borghi’s costs to
2005-10 prices, but these costs represent a minimum set of community based interventions,
and do not therefore relate to the specifics of the Nepal programme. The costs assume 75%
coverage of live births is reached by 2014/15. The costs for the community based

T Asis Sate Aborion Partnership, www. 85ap-asia o
A Untt cost ectimates from Farkowh, 2008
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intervertions are very low. Costs of facility based jmerventons are assumed to be largel-
captured in the costing of the free delivery care programun:

Other child health costs

With IMCI now operating in 2ll disiricts, and immunisation coverage relatively high, othe:
child health inmterventions have not been explicitly costed.

Nutrition

The costs of nutrition interventions are based on work by the EHCS task team. Commumity
based nutrition interventions are estimated to cost NRs 6000 per ward, and it is assume:| tha:
75% of wards are covered by 2014-15. Following the wotk of the EHCS thematic group. re-
habilitation of the acutely malnourished is assumed to be required for 13% of under five year
olds. It costs NR 7900 at 2009-10 prices. This may be an over-gstimate 1If commumity based
1e-habilitation is expanded and proves more cost-effective. Coverage is assumed to mereass
to 75% of those in need by 2015,

By far the most expensive proposal under the nuirition component, and for the NHSP-2
period as a whole, is the suggestion to commence large-scale foed supplementation for
malnourished children, either through direct feeding or some form of conditional grant
scheme, The EHCS task-team estimated that nearly 40% of under fives would benefit from
supplementary feeding, and that this would cost NRs30 per child per day. If 75% coverapge
were teached by 2015, it would cost NR12.7bn in that year, 2nd be equivalent to over 70% of
the 2009-10 heaith budget. On these assumptions, it is clearly unaffordable. However, a more
modest scheme could be piloted, to explore what can be achieved with a more namrowly
targeted subsidy, or with lower per capita provision Additional resources will be needed
even to pilot additional food for malnourished children, and & decision needs to be made as to
whether the programme shouid fall vnder MOHP or vmder another Ministry.

Communicable discase control

The CDC programme is on-going. There are some new challenges on the horizon, bt there
is also scope for off-sefting savings through 2 more integraied approach, and for some
reduction in costs as the incidence of some of the major diseases falls while others approach
eradication. We have not costed any specific increase in the costs of CDT over the period,
although CDC will benefit from some of the overall increases in expenditure on the healih

system. The costs of the neglected diseases programme can and should be added in the next
draft.

Non-communicable diseases and injuries
The main intervention with regard to NCD is an increased prevention effort. This, is not -
explicitly costed, but both national and district level spending on BCC is assumed to triple in

real terms, allowing scope for major new initiatives on both NCD and road traffic accidents.
The proposed improvements in accident and emergency provision near to highways will be

B5
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tackied withm the physical invesunend programme when resolices pet
assumpiion at this stage that the owverall scale of the capita! budget w.
increased for tius purpas:.

Menta} Healtk WHO estimate that 12% of the population have ments] health pro.
cost estimate is based on updating estimates by Chisolm el al that 1t costs 20 cents p.

to adii a mental health component io primary health care. Coverage is assumed to reae. ... .
of thi: country by 2015

Oral health Based on a Thai study, the cost assumes 65% of 5-15 vear olds are covered by
an oral health progtamme by 20135, at unit cosi of NRsR(.

Programmes sot explicitly costec

A muomber of other interventions are not yet explicitly costed. Most of them can be
accommodated within the assumptions about the overall expansion in the HR and research

budgets, or will be phased in within a physical mvesiment programme that will coptinue at
abotnt the current level in real terms:-

1. Medical waste management

ii. Adolescent friendly services

iii, Expanded school health (assumed to be part of the cost of expanded OPD coverage)

iv. Action on gender-based viclence

V. Support to municipal MCH services

vi. Costs of strengthening facility management through accreditation and stronger users
groups are assumeq to be absorbed within the cost of expanded services

vit.  Data on the neglected diseases programmme became available to the team toe late to be
incorporated, but will be in & subsequent drafi.

The next draft will try to Improve on the current estimates, particularly by explicitly costing
the physical investment and human resource assumptions.

Conecilusions

This discussion presents some rough guesstimates of possible costs for the major prionties
that will be implemented under NHSP-2 in order to illustrate that the programmes that are
intended to be introduced are likely to prove broadiy feasible and sustaipable in financial
terms. Excluding the costs of supplementary feeding or conditiona] cash grants for
malnourished children, the rough costings imply additional apnusl expenditure at 2009-10
prices of $3-34 per head by 2015. This is higher than the $3.2 per capita rough estimate of
the possible increase in resources by 2014-15, bui not ummanageably so. The maio
conclusion to draw from the very rough figures is that the proposals in this plan are not an
irresponsible ‘wish-list’, but add up to a responsible and well thought out programme of
evidence-based proposals that can be broadly accommodated within a feasible estimate of
future growth in resources. There i3 a financing gap. but it is one that can be bridged, either
as the excellent track record atiracts additional support, or by prioritizing and adjusting the
phasing and the degign to fit within the resourcs that are acmally available.
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MHirtion package

Prarmate healiniar filestyles to
combat growing buiten of ro-
Communicania dizeasas

Suasep comununng-basaa
Newiom care package

hesdih care dallvery

Ensyre mindmum stocks of 3to §
months of fres esservial dnegs and
ProgrEm commoditias st disticd
haalth faciltes

Distribule impregnated bed nak

Abortion comphicallans reducad from 14% in 2005
to 7% in 2015

Avaltability of post-abarion fzmily planning services
in faciilies Increasad from S0% in 2006 to &0% in
205

- piilic Objectivu Girategy ActlonlActivity Intermedlab indicator and target
1. T increass atcess ko Expand the EHCS packane o Scale up Tree essential haallh care | % ol children tmder 12 monlhs of 828 Immunized Raducs necnalal modtality rate fiom
aittl wiilization of quality inclute affordable nuiritian and sardces, indiding Lhe Aama against DFT 3 {(FENTA) and maashes (or fully 1,000 Hve bidhs In 2006 & 16 by 2015
eseential health care menmat heallh servicss programme, CBNCH and SAC &l | Immunizad per HMIS scale up) ot least B5% risaggragaled by gender, casieletinicily,
primany heallh care iovet and anrually dizaggregaiad by gendar, ceslsfelhnicity, | wealh, and reglan
Reach remote nual populaions, | Helrict hospitals wadllh, and regicn
popidations limited by lerrain, by Reducs infaat manlally cate from 417,000
oad §e0ess OF ACCESS {0 Dreplay and refain lralned and Coniracapliva prevalance rate (modemn methods) live birlhe In 2008 bp 32 by 215
iFaNspoitation mrotivated sialf, especiaily in fiosn 44% In 2K Lo 55% by 2015 disaggregated | dlsaggregaled by gender, castafelhnidly,
remoia nural reas by madhod, a6, casizfelhnicity, wealth, and region | weakh, and reglun
Ovescome supply-side constraliig
{0 acenss and usa Fuid and maintain health atd sub- | % of delivedes by SBAs from 22% In 2006 {28.8% | Reduca underfve maniaity rata fom
Feduoe demand-side constramis | Nealth posts i communiies most | NEHP 2009 surveyd 1o 60% In 2015 511,000 Bye births in 2008 to 38 by 2HE
{0 acoess and use in need disaggrogaled by gender, casleedrichy,
% of Institutional dellvedes frum 18% In 200610 | wealth, and region
Decenralira management of Expand oulreach tlinks at 4% [n 2015
tieahh facilites to disticls and community level Reduce matetnal mortallly ralio from
lecal management committess EOC met need increassd foom 31% in 2006 fo 46% | 261/100,000 v bidhs in 2006 i 18U by
Adopt & elralegy b reach people i | In 2015 2012 and to 134 by 2045 disaggregaied by
Pramiote public-—privale (NGO and | remola aress, induding matemity castafethricily, weakh, and region
camfurunity} pannerstips waiting homes ard use of Caesarean Section rEle (o be Increased from 2.7%
Wtrasound and misopmstal for I 2006 1o 4% b 2015 Reducs ketal forllBy rate from 3.3 b 2K o
Slrenglwn relema praclioes PPH prevanlion 2.3 by 2015
. Chaletric case falalily rate to contnue at fess han
implement comprehansive nailonat | Allocate reekirss from kical %
BCC bodies
: Knowledge of safe abortion sites incregeed from
Develap and implermeni a broager | Establish mors PPPS for essenital | 505, iy 2006 4o 75% in 2015
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Speciiic Dhjecthre Stratayy ActiotlActvty tntermediste Indicatcr and targot Oxricoma or impact Indleator and target
. : WiHlnis cervical c2ricer scredning | % of hosphela that have gl leest 2 obigyms, 2
Deveiop, plot snd scale up an through Vis anpesthasiologisls, 10 siaff mrses and Bood
urban commumity care appioach : service, ingurding Yohmiary Sterdlization Cara
Sesle-up vterine prolapse (vsC}
[ntegrate dzease surveillante programime & hospliss and
= 1] % of PHCCs that provide BEOC, induding SAC
iy i heexed 5 FP methods, Incliding Y52
inchrda co-paxckaged medical .
abortion deixgs In essenllal drugs | % of health posts thal operate 2477, Including
Bel . doftvery services arnd at easl SFP methads
Improve oo Syatems, % of women 15-49 with comprehensive knowledge
including ambulantes and about AIDS fronn 13.9%; by 2006 to 40% by 2045
avallabfly of emergancy funds -
% of children Imated wih anfibctic for prewmemlz
Slrengthen Health Fackly from 25.1% in 2008 o 50% by 2015
Managemenl Commitiees
% of underwelght childron umder five years of age
Camy out interseciordl acion and | reduced from 38.7% in 2009 10 28% by 2M5
conmfination to address gender-
based vidlence % of chilldron under gge 5 stunted reduced from

45 5% In 2008 fo %

% of kow bhth welghl bables decreased Irom 33%
in 2006 o 25% by 2015

% TB trealment succesa ralz s B3%: in 2000 and f
be maintzined through M5

% of cidven exchustvely breastfed in the fist &
menihs Increased from 53% In 2007 to 6N% by
018

% of pregnanl women sttendiny at least ona

. | anfenatal covsultalion duriny first irimestee OR at

Yeaal & visits during pregnancy incraased from
35.2% In 2008 o 80% by 2015

20




(20102015

! Spacine Cbjective Strategy ActionfActhity lntermacllate indicatar and taryet Quicoms:or inpact indlcator and tazgat
Zinc supplamenbation ko teatment of damhoes .
casen avallsble o didicl facliles
% Vitarmin A coveraga mablained at S0% (2008) or
mora fior children aged 6-59 manths
% coverage of 10U, MSM, and FSW populallons
with prevaniion 5arvices icressed from 76%, 54%,
and B5% In 2008 tn 80%, 60% and 70%
raspactively
£ T B pricve ety of Conbave implemening EHGS ireq | Introduce mom incenlva schemes | Uillizaiion of assential health care sarvices Reduce disparty of neonaal mosalt y rats
Bccess to and ufilization of | of charge, induding essentlal For tacgetad groups {outpaient, npalisnt, especially delivedes, and belween castes / eltiniclies, weakth and
essentiaf healih care drugs, and expand ka include fsb emergency) by lansled groups, and disadvanlagad | ecologlcal zone by 0%
sérvices by mducing and diagnostic servicas, HIY impement foclsed healih castes and elhnicliey 2l lsast proporionata in thelr
disparities batween the testing and safe abartion ntervenllons b kmprowes the health | Papulations by 2015 Redupa disparity of Infant mortasily rais
poor and wealthier, ead of poor and disadvantaged betwgan caslesfelhniciies and weaih by
atherwise disadvantaged | Iniroduce demand-and sUpp;y-siie % of clients safisfied wilh thalr healih care at districl | 50%
and advantiged schemes in essential heatth Disaggregala monlionng and faciities bs gt lesst 80% among lageted proups,
gervicas analysia by gander, casle, and disadvanlaged castes and ethnicties by 2018 | Radyce disparily of under-five menality rale
elbnicily, weallh, ard reglon bettween castesfelhniciles and waalth by
IRiplement MoHP GES stratagy 50%
tplement community mobilization .
Targel schamas Io pogr and through woemen and youih Redica dispanty of malamal mortally ralko
disadvaniaged | srupshetuorks balwesn casteslethniciias and wealth by
0%
increase resource aliocalon 1o
essantal heallh cane services

Inpdevnant iargeiea and tailoed
BCC and commuenity mabilisation

51



L L

Implement a Parformance-based
paymesl syalem

improve: hurtian resources e
he=tih monapemenl

Strargihan national mondiodng and
evaluation, incuding free essanik!
cane ad E0C daaggregated by
gendar, cagiefathnicy, weallh,
and region

Carry ot research bo sirangihen
servica deflvery modafilies and
improve squify

Mainsteam soclal suditing at
heatth facinles

Ensure Reproductive Heslih and
Safe Molherhood and Mewbom
Heafth commodiy securily

ﬁ Cutcoma or impact Indicator and terget

Anaesihosta Assialans, Lab

lechriclans

Hurman msource deployment and
ratenton, especiaty of dochoe and
nurses, and impoova on-sile
sumervishon

Croabte new posfifons for CEQC

Physical infresiuctie
development: Population- ad
treved fime-based slocation of
health sendoes

Ayallablily of assenlal dnigs and
commenodifies

Strenygthen Regional capachy,
Inicitiing SMMH foced person For
supervsion and manliodng

Croale PHN posts in il DPHOs

Inchude EQC monftaring up o
PHCE fevel

Conduct Matemal Mortality and
Marbldlly survey

Ensune coninued functioning of
LMIS wiis expanded RHSMNM
drug st o ensure no stock outs

Al loas! 75% of the MoHP budget has been allonated to EMCS by 2015
0% Hed posts at PHCCs and disticd hospitals by doctors and staff mirses

One hedth faclly per 3,000-5,000 poputation: 1 HP {with 2 SBAs) per 5,008 popwiation; PHCC
{wilh 4 5BAs] per 5,000 population; and 1 distri! haspltal bed per 5,000 papuiation

8% of subrheatth posts that have sufficent specs per MoHP standand (need basefine}

o of dstrict Tacites wil hava no stock ouls of fracer dnugaicommodifies for mone than cne
maxth per year by 2015

At least 5,000 addional Female Communtly Heaflh Yofunteers {FGHYS) wil have been recrited
and depioyed I the mountaln region and remole disiricls by XH5

0% of actions Identffiad in the governanee and accountabiRty action pfan have been Imnéamentard
by 2015

B \Bast 25% of district faciithes wilk have bean subjected o soclal audits try 2015
A comprehensiva haatth care finance siratery will be approved by 012

5,000 SBAs by 2012 and an addfnnal 7 000 hy 2015
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