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Executive Summary

Nepal has been the recipient of funds through Global Program to enhance Reproductive Health (RH)
Commodity Security (GPRHCS), being managed by UNFPA headquarters along with 45 other countries for the
year 2013-2017. UNFPA has initiated the facility based assessment for reproductive health commodities and
services on an annual basis to monitor the progress towards ensuring success of the fund’s objective. For this,
NDRI supported UNFPA for conducting a baseline survey in 2013 for subsequent monitoring of progress of the
program in Nepal. This survey aims to assess the availability and stock out of RH commodities as well as
provision of quality Family Planning (FP) services. Besides, the survey also addresses the supply chain, staff
training and supervision, availability of guidelines and protocols, information communication technology, method
of waste disposal and user fee. Also, the views of clients about the services provided by the facilities are also
obtained in this survey.

This report of the ‘Facility Based Assessment for Reproductive Health Commodities and Services’ is a part of
GPRHCS reporting system. Based on the various county- level indicators, benchmark data information essential
for sound Reproductive Health Commodity Security (RHCS) planning and policy decisions are provided in the
report.

The survey considers the broad categories of Service Delivery Points (SDPs) that provide modern methods of
contraceptives and maternal /RH services as stratums such as Primary Level Care SDPs/facilities (including
PHCC/HP/SHP), Secondary level care SDPs/hospitals (including all District Hospitals) and Tertiary level care
SDPs/hospitals ( including Zonal/Sub regional /Regional /Central Hospitals) . Although initially it was planned to
categorise the SDPs in three above mentioned stratums, later based on the consultations with Ministry of Health
and Population (MoHP) officials and other relevant stakeholders, the whole report was drafted with the
categorization of SDPs as SHP, HP, PHCC and Hospitals, as this categorization was considered more realistic to
Nepal.

The sampling design for this study was done using the list obtained from Logistics Management Information
System (LMIS) at Logistics Management Division, Department of Health Services, Ministry of Health and
Population (2011). A formula was adopted to calculate the total sample size of the facilities which provided
higher probability of inclusion of tertiary and secondary facilities as their number is small compared to primary
facilities. Slight modification was made in district selection, in consultation with UNFPA Country Office. For this
districts were randomly selected for each eco-region in each developmental region, ensuring that they are
representative of the whole country. A total of 15 districts were initially selected for the survey, later during the
detailed assessment it was found that all the sample SDPs could not be accommodated within the selected
districts, thus in order not to compromise on the total sample size of the facilities, the 22 districts were added,
summing the total of 37 sample districts. Lastly systematic random sampling of types of SDPs for each
Developmental region and ecological belt was done to choose the specific SDPs to be included in the study.

A total of 189 facilities were surveyed including 62 sub health posts, 68 health posts, 20 primary health care
centers and 39 hospitals covering all development regions; representing majority of 78% of facility in rural
areas and only 21.2% of the facility in the urban area. All the facilities surveyed under this study are
government managed facility. More of the facilities in the hills (69%) and mountains (63%) are found in the
distance of less than 20 kms compared to the Terai (57%) which does not necessarily interpret that most of the
facilities in the hills and mountains are accessible than in Terai, due to highly inaccessible areas in hills and
mountains.

The results showed that family planning services was provided by all the facility surveyed. Contraception
methods such as male condoms, oral pills and injectables were the most available contraceptive at all the SDPs
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and the least popular ones, determined by number of SDPs offering these services, were the permanent method
(minilap and vasectomy) assessed mostly at hospitals. In general, only 35 % of SDPs offered at least five
modern contraceptive methods, largely provided by hospitals and PHCCs. The availability was inclined in
favour of urban areas, where 83% of the SDPs offered five methods of modern contraception, compared to the
more dense rural areas.

The most recurrent reasons as recorded by the respondents (such as Health facility in charge/ staffs) for not
providing the IUDs, Implants and other permanent contraception methods by the SDPs to the clients were due to
lack of trained staffs and few reported low client demand for the contraceptive in case of IUDs. Other reasons
included lack of equipment and some SDPs provided the services such as minilap and vasectomy only during
camps.

Maternal and RH medicines including the essential medicines ensure healthy pregnancy and delivery outcomes,
as well as prevention and treatment of STIs and HIV/ AIDS. In this survey, the availability of seventeen maternal
and RH medicines life saving drugs was assessed in all SDPs providing maternal health services with delivery
services (150 out of 189 facilities). The results showed that drugs such as Ampicillin, Azithromycin, Cefixime,
Methyldopa, and Benzathine benzyl penicillin were sparingly available compared to the other drugs and their
availability was mostly limited to hospitals. The other drugs such as Gentamycin, Metronidazole, Magnesium
Sulphate and Oxytocin were available in majority of the health facilities, which included almost all the hospitals.
In case of Misoprostol in only 41 districts of Nepal this program has been implemented. The survey data
showed that the availability of Misoprostol was also limited in only few districts i.e. 14 districts among the 37
surveyed districts. However, in overall in only 18% of the SDPs, the availability of Misoprostol was made
available.

Likewise, the availability of seven essential life saving maternal and RH medicines were assessed through stock
verification of all seventeen drugs in all the SDPs during the field survey. In terms of development regions, the
SDPs meeting the criteria of having seven life saving drugs were mostly concentrated in Western and Far-
Western Regions (77% and 71% respectively). Almost all the SDPs (91%) in the urban areas had seven life
saving drugs. Nevertheless, distance of the SDPs from their source of supplies had no relevance in SDPs offering
life saving maternal /reproductive health medicines. The reasons for not providing certain life-saving medicines
were The three major reasons were reported by the respondents for not providing (a) Delays on the part of the
district store /warehouse to re-supply this SDP and (b) Lack of commodity from district store) (c) Low or no
demand for the medicine at this SDP.

The stock out situation of the five modern contraceptives at the time of survey as well as in last six months
preceding the survey was used as a significant index for determining Reproductive Health Commodity Security
(RHCS) for the country. No stock out of male condoms, oral pills and injectables was reported in all PHCCs, all
hospitals (except one), all SHPs and HPs (except one) at the time of survey. In addition, almost all the hospitals,
PHCCs and majority of Health post (80% and 72%) had no stock out of IUCDs and implants. Likewise,
examining the stock out in last six months preceding the survey, the most affected contraceptives by stock outs
were long term methods such as Implants and IUCDs which mostly affected health posts (80% and 73%
respectively not stock out) compared to PHCCs and hospitals. In general, it can be interpreted that the incidence
of stock outs affected a small portion of SDPs that offer family planning services and the contraceptive
commodities such as male condoms and oral contraception have the longest period of no stock out followed by
injectables. Some of the facilities experienced the stock out situation predominantly in case of IUDs and
implants; the main reason behind this was unavailability of services from the SDPs due to the lack of trained
staffs.
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In terms of supply chain analysis, the data showed that most SDPs (85%), health facility in-charge were mainly
responsible for ordering medical supplies whereas in some hospitals and primary health care centers nurse,
storekeepers and other personnel were also found to be responsible for ordering medical supplies. Referring to
the quantification of resupply of drugs, both push and pull system is applied in context of Nepal. The results
showed that the quantification of re-supply was done by majority of SDPs (79%) through pull system (based on
demand) where request is made by the staff member of the facility based on calculation of quantity needed
using formula.

Regional Medical Stores (RMS) was considered as the major source of medical supplies at almost all SDPs
(89%) and the major responsibility for transportation of supplies was taken by district warehouse (69%) in all
SDPs except in hospitals (50%) where facility itself was responsible for the transportation. The frequency of
resupply of medical supplies at majority SDPs (60%) was found to be once in every three months except in
hospitals (59%) where the frequency was found to be once in a month or less. Along with the supply chain,
availability of fridge to maintain cold chain drugs were also examined which showed that 94.9% hospitals,
70% PHCCs, 48.5% HPs and 22.6% SHPs had electric fridge with power source of electricity from national
grid. Though, in some SDPs such as SHPs, HPs and PHCCs other sources of power such as solar energy, electricity
from local grid were also used.

Staff training, one of the indicators for the study, was analyzed which showed that majority of hospitals and
primary health care centers had trained staffs in both implants and IUCD however, in sub-health posts and
health posts the percentage of staff trained in IUCD was found to be higher than implants. Supervision of the
health facilities is considered essential for improving health workers performance. The supervisory visits were
undertaken once in three months except in sub-health posts where most of the supervisory visits were undertaken
annually. However, about 18% of the SDPs had not supervisory visits at all which surprisingly was more for
SDPs in the urban area (20%) compared to the rural (16%).

The availability of various guidelines, checklists and job aids related to family planning and ANC/PNC services
were recorded through verbal responses by the respondents as well as verification of availability was also
done. The data revealed that, in about three fourth of the facilities (i.e. 71%) the availability of family planning
guidelines was reported by the respondents however in about 58% SDPs only availability was verified. In case
of antenatal job aids and waste disposal guidelines, the availability was verified in nearly 50% and 9.5% of
the SDPs.

The availability and use of the different types of information and communication technology (ICT) used in the
health sector was explored which showed that majority of SDPs (nearly 80%) used personnel mobile phones as
a primary means for communication. However, SDPs in the urban area mostly used landline telephone as a
primary ICT and in rural area mobile phones were mostly used. ICT was mostly used for routine communication
in most of the SDPs (75%) along with awareness and demand creation and training of health workers. In case
of waste disposal method, more than half of the SDPs (58%) manage its waste products by burning, nearly one
fourth of SDPs bury the waste in special dump pits (27%) and few make use of incinerators (13%).

The survey showed that user fees were charged in terms of registration however very negligible in number
(6.9%), majority of which were hospitals. The frequency of positive response in SHPs, HPs and PHCCs, though
small (3 to 5%), may stand against the policy of providing free health services in particularly in government
facilities. The data also showed that almost all of the SDPs charging for user fees exempted the fee on family
planning services.

A total of 1492 client exit interviews were conducted in 189 facilities to know client’s perception regarding
various aspects of service delivery; and clients’ estimation of the cost of FP. This interview was conducted as a
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regular process of program monitoring and views expressed by the clients are purely perspective of the clients
interviewed which might not represent all the clients visiting the facility.

This dominancy of married female clients of age group 20-34 was observed in all type of health facilities
surveyed. Nearly half of clients were those who had not attended the school. The clients’ perception in terms of
adherence to technical aspect, almost all clients said that they were offered the family planning method of their
choice, their preferences and wishes were taken into consideration, and they were properly informed about
their date of return to SDP for further checkups. Relatively, lower percentage of clients; though still high in
number about 71% reported having received information for occurrences of any serious complication on using
family planning services. Further, in terms of organization and interpersonal aspect almost all of the clients
(more than 90%) were satisfied with the time that was allocated to his or her case as well as with the attitude
of the health provider towards them. More than 95 % of the clients gave positive response for satisfaction with
the service, they will continue to visit the SDP as well as recommend the SDP to others which revealed a better
quality of services according to the perceptive of clients interviewed.

The payment for the family planning services were made by only 3.6% of clients in overall SDP, the number
being higher for the clients residing in urban area. The clients reported that they paid for the registration card
which amount to 6 NRs in average. No charges for laboratory/x-ray or contraceptive were required as stated
by the interviewed clients. Most of the clients (83%) walked to the health facility, more prevalent for the clients
in rural areas. Those who used other means of transportation besides walking, found to using bus/taxi (common
in urban area) to reach the facility. The average distance covered from their residence to the facility and
average cost incurred ( to and from SDP) as stated by the clients who used vehicle (in any rough roads) were
reported to be 13.6 km and 181NRs respectively, which was mostly incurred to reach hospitals. The clients also
reported that in average maximum of one hour was spent travelling to and from the place of their residence
to the SDP. However, the clients were reported receiving the services (also accounting the waiting time) within
13 minutes in average. In general, clients spent more time in reaching the SDPs; though receiving the services
was within the satisfactory duration.
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PART 1: INTRODUCTION

1.1. Background

Nepal has been the recipient of funds through Global Program to enhance Reproductive Health (RH) Commodity
Security (GPRHCS), being managed by UNFPA headquarters along with 45 other countries for the year 2013-2017.
This fund has the objective to strength the availability of RH commodities and provision of quality Family Planning (FP)
services by fulfilling gaps in areas such as supply chain management, staff training and supervision, availability of
national guidelines and protocols and Information Communication Technology.

UNFPA has initiated the facility based assessment for reproductive health commodities and services on an annual
basis to monitor the progress towards ensuring success of the fund’s objective. For this, NDRI supported UNFPA for
conducting a baseline survey in 2013 for subsequent monitoring of progress of the program in Nepal.

1.2. Rationale and Objective of the Study

This survey was conducted in 37 districts ensuring national representation (all developmental region and eco-region).
The overall objective of this survey is to:

o Establish a baseline in terms of availability and stock out of RH commodities, including contraceptives, and

e Identify key issues related to provision of quality family planning services at public sector health facilities
across the country.

The specific objectives of the study are:

e To assess the number of Service Delivery Points (SDPs) offering at least five modern methods of
contraceptives

e To assess the availability and stock out of seven life-saving maternal/RH medicines from the WHO list
(Annex 1)

o To assess the issues around supply chain management (including cold chain)
e To identify gaps in staff training and supervision for provision of quality RH services

e To assess the availability of national guidelines, protocols, standards and job-aids on provision of quality
RH services

e To assess the issues around availability and use of Information Communication technology
e To assess the issues of waste disposal

e To appraise and assess clients’ perception about the cost for family planning services.

1.3. Survey Organization and Management

A survey executive committee was formed to accomplish the project consisting of the following members. The details
of the core team are provided in Annex 2.

Undertaking consultations with relevant stakeholders at the national level
NDRI organized one day stakeholder meeting on 19 Dec, 2013 at Logistic Management Division (LMD) and Family

Health Division Offices (FHD). The objective of this consultation meeting was to discuss on objectives, modality and
sampling related to the baseline survey. In LMD, the meeting was conducted with Dr. Tara Nath Pokharel, Director of
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LMD and Mr. Dinesh Chapagai. Dr. Tara Nath Pokharel appreciated the project and committed for the necessary
cooperation. He inquired about competency of the field staffs and suggested to involve the staff of technical
background as far as possible. He also recommended obtaining the information about service quality from the
beneficiaries group. Mr. Dinesh Chapagain suggested consulting district public health offices to identify the facilities
to be surveyed. In overall LMD suggested NDRI make an official request to issue a letter from LMD to all district
offices for necessary cooperation.

In Family Health Division, the meeting was set with Dr. Shilu Aryal. Dr. Aryal made inquiries about the scope of the
survey and she expressed her commitment for necessary cooperation on behalf of FHD and said that FHD would send
resource persons in the staff orientation training.

1.4. Methodology and Limitations

1.4.1. Survey Design and Sampling of Facilities

Developing the List of Health Facilities by Category and Administrative Unit

The listing of all the health facilities was obtained from Logistics Management Information System (LMIS) at Logistics
Management Division, Department of Health Services, Ministry of Health and Population (2011). The sampling design
was done using the same listing. The total number of health facilities according to the category and administrative
unit is provided in the Annex 3.

Use of Recommended Sampling Procedure

Several meetings were conducted with UNFPA Country Office during which the survey methodology was adapted to
national context, for instance the sample districts were identified to ensure that they are representative of the whole
country, and the sampling technique was modified accordingly. For this, one district was randomly selected for each
eco-region in each developmental region, totaling to 15 survey districts (in the initial phase).

1.1.1.  Sampling Design and Sample Selection

The survey considers the following broad categories of Service Delivery Points (SDPs) that provide modern methods
of contraceptives and maternal /RH services as stratums:

a) Primary Level Care SDPs/facilities (PHCC/HP/SHP)

b) Secondary level care SDPs/hospitals (District Hospitals)

c) Tertiary level care SDPs/hospitals (Zonal/Sub regional /Regional /Central Hospitals)

Although initially it was planned to categorise the SDPs in three above mentioned stratums , later based on the
discussion with MoHP officials and other stakeholders the analysis and report was developed with the categorization
of SDPs as SHP, HP, PHCC and Hospitals. This was suggested because it is the format that is used in most national
documents and also that this categorization would be most realistic to Nepal since this is how MoHP tracks its progress
on indicators that is used in national policies and plans.

1.1.2. Sampling Frame
The list of all health facilities in the selected district was prepared which are providing Family Planning and Maternal

Health services. This list served as a frame for the selection of samples.

1.1.3. Sampling Formula to obtain Sample size

Given that the types of the SDPs (primary, secondary and tertiary) as the main attributes, therefore the total sample
contained a minimal number of each type of facility to support good estimation of the parameters of the population.
For this the a formula was used which gives us the minimal sample size for the proportions of each category of SDPs.
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This formula adopts an approach that gives large (tertiary and secondary facilities) a higher probability of inclusion
in the survey because of their small number and provides a guide for choosing a sample of the primary facilities. The

following steps were followed to derive required sample sizes.

Step One

The distribution of SDPs as per developmental region and ecological belt and results are shown in Table1-1.

Table 1-1: Distribution of SDPs as per developmental region and ecological belt

Facility Category

Region SHP PHCC Secondary Tertiary Total
HP Level
Level Level Level Level

Hill 372 88 32 8 2 502

CDR Eco belt Mountain 117 27 6 3 0 153
Terai 509 58 29 9 3 608
Total 998 173 67 20 5 1263

Hill 309 71 18 11 0 409

EDR Eco belt Mountain 91 28 6 5 0 130
Terai 323 43 26 5 3 400

Total 723 142 50 21 3 939

Hill 169 41 7 6 0 223

FWDR Eco belt Mountain 79 32 4 4 0 119

Terai 40 15 9 2 2 68

Total 288 88 20 12 2 410

Hill 258 58 17 7 1 341

MWDR Eco belt Mountain 85 44 3 4 0 136
Terai 83 27 9 4 2 125

Total 426 129 29 15 3 602

Hill 494 107 28 17 2 648

Eco belt Mountain 11 17 1 3 0 32

WDR Terai 187 21 13 7 1 229
Total 692 145 42 27 3 909
Hill 1602 365 102 49 5 2123

Total Eco belt Mountain 383 148 20 19 0 570
Terai 1142 164 86 27 11 1430
Total 3127 677 208 95 16 4123
Step Two

The relative proportion for the types of SDPs was calculated.
The relative proportion for Tertiary level SDPs is calculated as: [Total number of tertiary SPDs] + [Total number of
SDPs on the sample frame].The procedure was repeated for secondary and primary facility and the results presented
in Table 1-2 below.
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Table 1-2:

Calculating relative proportion for the types of SDPs

Facility category Total
SHP HP Level PHCC Secondary | Tertiary
Level Level Level Level
Number of SDPs 3127 677 208 95 16 4123
Relative Proportion 0.758 0.164 0.050 0.023 0.004 1.000

Step Three

Then, the formula above was applied to obtain the minimal sample size for each Type of SDPs.

Minimal sample size for Tertiary level care SDPs/ hospitals (Zonal, Sub-regional, Regional and Central
Hospitals)

(95% confidence interval and 5% confidence limit)

2
) z“pal - p (1.96) 2 x (0.004)(1 - 0.004)
= n =
D 2 (0.05) 2
38416 x .003984
n = n = 6.122
0.0025

Minimal sample size Secondary level care SDPs/hospitals (District hospital)
(95% confidence interval and 5% confidence limit)

) z%pa - p (1.96) 2 x (0.023)(1 - 0.023)
= n =
D 2 (0.05) 2
38416 X 0.0225
n = n = 34.53
0.0025

Minimal sample size for Primary Level Care SDPs/facilities (PHCC)
(99% confidence interval and 5% confidence limit)

2
) Z“pl - p) (1.96) 2 x (0.05)1 - 0.05)
= n =
p 2 (0.05) 2
38416 x 0.0475
n = n =19
0.0025

Minimal sample size for Primary Level Care SDPs/facilities (HP)
(99% confidence interval and 5% confidence limit)

o z 2 pl - p (1.96) 2 (0.164)(1 - 0.164)
= n =
D 2 (0.05) 2
3.8416 x 0.137
n = n = 54.84
0.0025

Minimal sample size for Primary Level Care SDPs/facilities (SHP)
(99% confidence interval and 5% confidence limit)
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Z pl - p
D
3.8416 x 0.183
0.0025

(1.96) 2 x (0.758)(1 - 0.758)
n =

n =

73.

37

(0.05) 2

Minimal sample sizes based on 95 per cent confidence interval (Z-score = 1.96 and 5 per cent confidence limit)

Minimal Sample size of Service Delivery Point
SHP HP PHCC | Secondary Tertiary Total
Level Level Level Level Level
Number of SDPs 3127 677 208 95 16 4123
[95% confidence interval
74 55 20 33 5 187
(Z = 1.96) and 5% confidence limit (d =0.05)

Step Three

Then the sample sizes were distributed according to the administrative units.

The total sample size for each category of SDPs was distributed among the Developmental Regions and Ecological

Belt Unit according to the Developmental Regions and Ecological Belt’s share of a particular category of SDP. This
requires the calculation of the relative proportions for each domain. For example the Proportion of Tertiary level
Hospital in Eastern Development Region Mountain Belt = Number of Tertiary level care SDPs/hospitals in Eastern

Development Region Mountain Belt = Total of Tertiary level care SDPs/hospitals. The results are presented in Table

1-3 below.
Table 1-3: Calculation of the relative proportions for each domain
Facility Category
Region SHP Level | HP Level t:f: S“L:"'I::"y T‘::i:'ly Totel
Hill 0.119 0.130 0.154 0.084 0.125 0.122
Eco belt | Mountain 0.037 0.040 0.029 0.032 0.000 0.037
oR Terai 0.163 0.086 0.139 0.095 0.188 0.147
Total 0.319 0.256 0.322 0.211 0.313 0.306
Hill 0.099 0.105 0.087 0.116 0.000 0.099
EDR Eco belt | Mountain 0.029 0.041 0.029 0.053 0.000 0.032
Terai 0.103 0.064 0.125 0.053 0.188 0.097
Total 0.231 0.210 0.240 0.221 0.188 0.228
Hill 0.054 0.061 0.034 0.063 0.000 0.054
Eco belt Mountain 0.025 0.047 0.019 0.042 0.000 0.029
FWDR Terai 0.013 0.022 0.043 0.021 0.125 0.016
Total 0.092 0.130 0.096 0.126 0.125 0.099
Hill 0.083 0.086 0.082 0.074 0.063 0.083
Eco belt Mountain 0.027 0.065 0.014 0.042 0.000 0.033
MWDR Terai 0.027 0.040 0.043 0.042 0.125 0.030
Total 0.136 0.191 0.139 0.158 0.188 0.146
Hill 0.158 0.158 0.135 0.179 0.125 0.157
WDR Eco belt Mountain 0.004 0.025 0.005 0.032 0.000 0.008
Terai 0.060 0.031 0.063 0.074 0.063 0.056
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Total 0.221 0.214 0.202 0.284 0.188 0.220
Hill 0.512 0.539 0.490 0.516 0.313 0.515
Total Eco belt | Mountain 0.122 0.219 0.096 0.200 0.000 0.138
Terai 0.365 0.242 0.413 0.284 0.688 0.347
Total 1.000 1.000 1.000 1.000 1.000 1.000
Step Four

The sample sizes were distributed in accordance to the administrative units.
The samples for each category of SDP are distributed among the various Developmental Regions and Ecological Belt
by applying the proportions in above table to the minimal sample sizes for each type of SDP indicated in sample size

table. The results are presented in Table 1-4 below:

Table 1-4: Calculation of the actual sample size for each domain

Facility Category
Region SHP HP PHCC Secondary Tertiary Total
Level Level Level Level Level
Hill 9 7 3 3 1 23
CDR Ecobelt Mour'ﬂom 3 2 1 1 0 7
Terai 12 5 3 3 1 24
Total 24 14 7 7 2 54
Hill 7 6 2 4 0 19
EDR Ecobelt Mountain 2 2 1 2 0 7
Terai 8 3 2 2 1 16
Total 17 11 5 8 1 42
Hill 4 3 1 2 0 10
Ecobelt Mountain 2 3 0 1 0 [¢)
FWDR Terai 1 1 1 0 0 3
Total 7 7 2 3 0 19
Hill [¢) 5 1 3 0 15
Ecobelt Mountain 2 4 0 1 0 7
MWDR Terai 2 2 1 1 1 7
Total 10 11 2 5 1 29
Hill 12 9 3 6 1 31
Ecobelt Mountain 0 1 0 1 0 2
WDR Terai 4 2 1 3 0 10
Total 16 12 4 10 1 43
Hill 38 30 10 18 2 98
Total Ecobelt Mountain 9 12 2 6 0 29
ota Terai 27 13 8 9 3 60
Total 74 55 20 33 5 188

Step Five: Description of Sampling Strategy

In this step, systematic random sampling is done to select the districts within each eco-region for each developmental
region.

We understand that study need to collect the data from the sampled districts, representing three ecological zones
from five development regions. Thus, 15 districts were selected from three ecological regions of five development
region by using systematic random sampling. The sampling design for selecting the representative districts involved
the following stages:
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1 Listing out all the districts in eco-region under each development region

2 Calculating the sample interval using the formulae as below:
Sample interval (i)=
Total no. of districts of each ecological zone under each development region (N)
Required sample size from respective region (n)

3 Finally random number was generated using the calculated sample interval (i) and corresponding
district was selected.

For example:

For mountain region of Far-western Development Region

Sampling interval (i)= 3

Random number= 2 (Rand()*(b-a)+a &F9 (to provide constant random number)
Selected district = Bajhang

Similar procedure was repeated for all other development regions and eco-regions.

The detailed table for the district selection is provided in
Annex 4.

Selected districts with sample size for survey are shown in Figure 1-1.
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Figure

1-1: Sampling of the health facilities within the target district
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Step Six

The last step is to choose the specific SDPs to be included in the study. For this, systematic random sampling of types
of SDPs for each Developmental region and ecological belt was done. The following steps were followed:

1. For each domain the facilities were listed without any order or regard to any characteristics (listing of all
facilities within each selected district in each developmental region was done). A Sampling Interval (i)
was determined for each domain. This was done by dividing the total number of facilities in the domain
by the sample size for that domain:

. N
i =
n Where: |=sampling interval for the domain
N = number of SDPs in the domain
n = sample size for that domain
2. Starting point K was selected by randomly selecting a number between 1 and i (the sample interval).

Here, K becomes the first SPD in the domain to be chosen.

3. Then select successive SDPs for inclusion in the sample by moving at the interval K+i; K+2i; K+3i; K+4i;
K+5i; etc until you have chosen the required sample size from the domain.

4. Steps 1 to 4 will be repeated for each domain in the population.

The overall process of selection of SDPs for each district for each eco-region in each development region is provided
in

Annex 5 and the overall output for step six is provided in Annex 6.
Modification in total number of districts to be surveyed (Limitation)

Before mobilizing the field staffs, the final list of health facilities to be surveyed were designed following revised
sampling design and methodology. During the course, in some of the districts, the required number of health facilities
could not be listed out particularly in case of secondary and tertiary level facilities (considered as the limitation in the
methodology).

As per agreement between UNFPA and NDRI the number of health facilities were proposed within the districts viz.,
Bajhang, Dadeldhura, Kanchanpur, Humla, Jajarkot, Bardiya, Mustang, Gorkha, Rupandehi, Rasuwa, Bhaktapur,
Chitwan, Solukhambu, llam and Saptari. While carrying out the detail assessment on those districts, it was found that
the target number of sample facilities could not be met in majority of the districts particularly in case of secondary
and tertiary hospitals.

So, in order to not compromise on the total sample size of the facilities, the 22 districts ( Doti, Dailekh, Salyan, Banke,
Baglung ,Parbat, Lamjung ,Kaski, Syangja, Tahahun, Kapilvasty, Kathmandu, Dhading, Nuwakot, Chitwan, Rautahat,
Bara, Siraha, Sankhuwasbha, Terathum, Dhankuta, Panchthar) were added making the total survey district 37. The
additional districts are shown in the figure1-2 and the list of total SDPs in each district is provided in Error! Reference
source not found..
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1.1.4.

Legend

O Hill districts 6 S5 6 46
0 Mountain districts

Figure 1-2: Sampling of the health facilities within the total (with the additional) district

Determination of Sample size for the Client Interview

Although client exit interviews are not expected to be based on representative samples of the population, however,
efforts must be made to ensure that they are representative of those who visit the facility on that day. In this respect
the interviewer should ensure that those interviewed are systematically selected. Therefore;

A:

In primary SDPs, the interviewer should talk to all the clients visiting the facility on the day the client
interview is conducted.

For secondary and tertiary SDPs, with high attendance, the interviewer can talk to a sample of clients. The
sample should be chosen systematically (every Nth client can be chosen). It is proposed here that the 3rd
respondent be chosen from the family planning attendees leaving the SDP on the day.

Where possible it is necessary to interview at least 5 attendees per primary SDPs and 20 per secondary or tertiary
SDPs. The sample sizes for each domain are presented in following Table 1-5:
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Table 1-5: Sample size for Exit Interview

Facility Category
Region SHP Level HP Level PHCC Secondary Tertiary Total
Level Level Level
Hill 43 36 15 59 15 168
CDR Eco belt Mountain 14 11 3 22 0 49
Terai 59 24 13 66 23 185
Total 116 70 31 147 38 402
Hill 36 29 8 81 0 154
EDR Eco belt Mountain 11 11 3 37 0 62
Terai 38 17 12 37 23 126
Total 84 58 23 155 23 342
Hill 20 17 3 44 0 84
FWDR Eco belt Mour.nmn 9 13 2 29 0 54
Terai 5 [} 4 15 15 45
Total 34 36 9 88 15 182
Hill 30 24 8 52 8 121
Eco belt Mountain 10 18 1 29 0 59
MWDR Terai 10 11 4 29 15 69
Total 50 52 13 111 23 248
Hill 58 43 13 125 15 254
Eco belt Mountain 1 7 0 22 0 31
WOR Terai 22 9 6 52 8 95
Total 81 59 19 199 23 380
Hill 187 148 47 361 38 780
Total Eco belt Mountain 45 60 9 140 0 254
Terai 133 67 39 199 83 521
Total 365 275 95 700 120 1555

1.4.2. Data Collection

Recruit and train field staff enumerators and supervisors and data entry staff

All the selected field staffs i.e. 17 field supervisors and 34 field enumerators were trained before commencing data
collection. The training focused on familiarizing the field staffs on brief description of project, research methodology
and sample size calculation and distribution and on the research ethics to be strictly followed by the field staffs; as
well as training the field staffs on the questionnaire and data collection technique. In addition to the classroom
training, field practice and mock interviews were conducted to allow them to gain familiarity with the questionnaires
and experience in interviewing. Supervisors were further trained on supervising field work, editing
questionnaires in the field and managing logistics. Along with training on the questionnaires, the field staffs were
also made familiar about their survey districts and respective health facilities. The resource people involved in the
training and the detailed schedule of the training session is provided in the Annex 8 below.

Adapt and Pre-test Survey Questionnaires

The pre-test of the survey questionnaires was conducted on 6™ of January, 2014. In this pre-testing session all the
trained supervisors participated. The supervisors were divided in three groups and pre-testing was conducted in three
different health facilities namely Bodegaun PHCC, Sunakoti SHP and Bungmati HP in Lalitpur and Bhaktapur districts.
The purpose of the pre-testing was to check the clarity and relevance of the tools, ease or reluctance of the
respondents in answering questions and time taken to complete the questionnaire. After the pre-testing all the field
staffs were brought together and confusions and problems encountered in the field were thoroughly discussed and
addressed by technical experts. The results of the pilot survey were used to further refine the questionnaire and pre-
empt pitfalls during the survey process.
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Finalize the Survey Questionnaires

The draft questionnaire prepared by UNFPA and NDRI was further refined by incorporating all problems and
feedbacks from the training session and also from findings during pretesting. . The final version of the survey
questionnaire was translated in Nepali language and is provided in Annex 9.

Mobilization of the Field Staffs

A total of 34 field enumerators and 17 field supervisors were mobilized to the field. The number of field enumerators
to be allocated for each district is based on total number of health facilities to be surveyed in each district (i.e. for
district having facilities more than seven) at least two enumerators were employed. Two working days were allocated
for one facility (including exit interview) for the field enumerators. Further, since the number of districts to be surveyed
has increased, the field supervisors were also instructed to survey at least one health facilities at the tertiary or
secondary level. This has allowed completion of the field work within the stipulated time. Similarly the route plan for
each supervisor and enumerator were designed and provided to each of them before deploying them to the field.
Annex 10 below provides detailed field plan and the number of health facilities allocated to each field staff.
Further, the field staffs were provided letter from Department of Health Services, MOHP to facilitate data collection
from the health facilities.

1.4.3. Data Analysis and Presentation

Data processing was done in three phases namely data entry program development, data entry and data cleaning.
The following process was carried out for overall data management:

o Development of coding system: A scientific coding system was developed using alphabets and numbers denoting
development regions, districts, VDCs and wards of survey.

o Selection of software, data masking and data entry: MS-Excel was used for the data entry purpose. The data
validation feature in excel was used as per the need/requirement of the data. In case of data masking, all the
variables used in the questionnaire were properly labeled along with the corresponding value codes in English
and entered in the Excel database. The listing option in data validation tool allowed to create a drop down list
of valid entries that were compiled from cells elsewhere in the excel work book. During the data entry process,
strict data quality control procedures, codes and checks were undertaken. For example, a feature in data
validation called data entry to a whole number within limits was used to define restrictions on what data can or
should be entered in a cell. This prevented the users from entering invalid data. The data validation also
allowed input messages to define what input we expect for the cell, and instructions to help data entry
operators correct any errors. Also, random re-checking of data entered with the field data was carried out.

o  Data cleaning and reporting: In the final step, data entered in excel was converted to SPSS format and was
checked for all the inconsistencies. The analyses are only as good as the quality of the data; so much time was
devoted to checking for file accuracy. Data cleaning was approached much like a logic problem. Two sources
of detectable errors i.e. data entry errors (such as mistyping responses, entering data out of range or leaving
an answer blank when a valid response was included) and enumerator errors (such as failing to accurately
follow a skip pattern, writing a response that is difficult to interpret or providing false answers) were both
considered while cleaning the data. The SPSS Descriptives were used to run an initial check on the data to show
the minimum and maximum values for each variable in the file such that data entered out of range could be
easily seen. For checking the data errors in skip patterns, a few SPSS syntax were written. For this a new
variable was created and a logical statement was provided to identify cases violating the skip patterns. From
here we were able to identify the case ID of each violating case and go back to the questionnaire and fix the
problem. Further, the missing values were designated by special values (such as -6 and -9). Clean copies of
data will be made available in SPSS format as well as excel format.
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Data andlysis: All the collected data were validated and updated before the start of data analysis. As per
requirements, some intervening variables were developed for cross-tabulations. The cross-tabulations were
done to examine the relationship between two variables. While doing cross tabulations independent and
dependent variables were identified and percentage values and observed values (frequency) were calculated
for each category of the independent variable. The cross tabulations were particularly done in relationship with
type of facility, development region, distance, area, where applicable.

Multiple response data where the respondents can choose or provide more than one response, for such multiple
response analysis was done. The multiple responses were organized in multiple dichotomy (i.e. 1=yes and 2=
no). The multiple responses were defined for all questions where multiple responses were expected. Then the
crosstab option was used to obtain frequencies or percentages according to number of respondents/responses.
(The syntax used is: Analyze - multiple response - define variable sets. Create the sets. Then going back to the
command: Analyze -multiple response - frequencies or crosstabs).

Confidence interval (Cl) was calculated for all the output where the crosstab was done with type of facility. The
observed health data such as counts, percentages or rates computed may not always give the accurate
reflection of the true underlying risk of the population. Observed rates can vary from sample to sample or year
to year, even when the true underlying risk remains the same. Statistics based on samples of a population are
often subjected to sampling error. Thus, confidence interval was computed to provide an estimate of the
potential discrepancy between the true population parameters and observed rates. For this, complex sample
analysis function in SPSS was used where complex sample analysis plan was designed to incorporate sample
design into survey analysis for more accurate results and accordingly outputs were produced.

All the data analysis was done using cross-tabulations to examine the relationship between two variables.

1.4.4. Limitation of the Survey

The research tool along with the sample designing for this survey has been revised several times such that the

output/findings from the survey could be nationally representative. However, the research contains some limitations

which were out of our control.

>

The total SDPs to be surveyed were distributed among the various developmental regions and ecological belt
and total sample size of 188 facilities was calculated. While doing the systematic random sampling to distribute
these 188 facilities for each development region and ecological belt, the sample seemed to be scattered in all
75 districts of the country. Since the survey could not be conducted in all districts, due to budgetary constraints,
the survey was limited to 15 districts only. Fifteen districts were selected from three ecological regions of five
development region by using systematic random sampling such that they are representative of each ecological
region.

Also because the field survey had been carried out from mid of January to early February, which is considered
as the coldest months in Nepal, this hindered the survey mostly in Mid-Western and Far-Western region in the
country. Some of the SDPs in the districts such as Jajarkot, Humla, Mustang, etc were not accessible due to
continuous snowing which had to be changed. These changes were made considering all the field situations and
with proper consultations with the officers from the district health offices. Also, due to the poor geographical
condition i.e. lack of access to proper road facilities few changes on SDP to be surveyed were made during the
field survey. The overall changes made during the field survey are provided in Annex 11.

The good stock situation of the RH medicines and commodities found by the survey could be due to the timing
during the period when the survey was conducted, there will be enough budget in the districts to allow
transportation and so they stock up.
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» Only descriptive analysis reported at the national and sub national level is provided with no districts specific
estimates are given in this report.

» The client exit interviews were conducted as a regular process of program monitoring, the information from such
interview are quite subjective in nature, which may not necessarily represent perception of all the clients visiting
the facility as well as not reflect the actual situation of the SDP.

»  Further lack of clients for exit interview was faced by some of the field researchers mostly due to bad weather
condition. However, the field researchers were able interview nearly 1480 clients which were considered to be
rather satisfactory.

1.4.5. Outline of Report

Before venturing into the data analysis, data updating and validating was done. As per requirements, some
intervening variables were developed for cross-tabulations. The preliminary findings were presented by populating
the dummy tables. The quantitative techniques of data analysis were employed.

The overall analysis part incorporates the following topics:

R Availability of commodities and services
e Modern contraceptives offered by facilities
e Availability of Maternal and RH medicines
e Incidence of ‘No Stock Out’ of modern contraceptives in the last six months
e Incidence of ‘No Stock Out’ of modern contraceptives on the day of the survey
e Supply chain, including cold chain
e  Staff training and supervision
e Availability of guidelines, checklists and job aids
e Use of ICT
e  Waste disposal

o  Chargers for user fees

1. Clients exit interview
e  Background characteristics of clients
e Clients’ perception of family planning service provision

e  Clients’ appraisal of cost of family planning services

The reporting of the activities is done following the format and guidelines provided by UNFPA. NDRI will also support
UNFPA to disseminate survey findings widely and also to promote its utilization for planning and programming by all
the relevant partners.
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PART 2: NATiONAL GUIDELINES,
PROTOCOLS AND LAWS

2.1. Summary of Guidelines, Protocols and Laws for Provision of Modern
Contraceptives

The government of Nepal has committed to improve the reproductive health status throughout the nation after having
the signatory of International Conference on Population and Development (ICPD) 1994 and millennium development
goals by 2015. Regular supplies of reproductive health commodities in all the health facilities level are crucial in
terms of quality health services. Ministry of Health & Population (MoHP) prepared Reproductive health commodities
security (RHCS) strategy with involving with wide range of stakeholders. The goal of RHCS is to ensure a secure
supply and choice of quality contraceptives and other reproductive health commodities to meet every individual’s
need at the right time and the right place. RHCS only exists when people are able to reliably choose, obtain and use
the family planning contraceptives, condoms and other essential reproductive health supplies as per their need
(MoHP /DoHS, 2006). There are several barriers to access and problems on utilization of reproductive health services.
Unmet need of family planning is largely high. There are urgent need to address unmet need and disparity in service
needs through improving availability and accessibility of services, equity, reducing barriers to care, improving quality
of care and market segmentation for public and private sectors. Public sector is loaded in meeting reproductive
health commodities requirement because clients are largely depends on public sector. Commodities issues in Nepal
are donor driven and it has not yet covered the hard to reach areas. Female condoms are not offered to sex workers
to prevent STls including HIV/AIDS. Procurements of contraceptives started from 1996 in Nepal however still
insignificant amount of quantities that are required for the country. Long term commitment towards RHCS is lacking
from government, donors, external development partners (EDPs). Coordination mechanism between government
agencies, donor, EDPs, private sectors is to be strengthened and established with new forum.

Nepal Health Support Programme-Il (NHSP 1I) 2010 - 2015 mentioned that the timeliness and value for money from

Ministry procurement will be improved by the following activities which are as follows:

*¢  Mandatory submission of procurement plans with proposed budgets, before budget approval

R

** Standardization of specifications

>

e

%

Building capacity in procurement with a specialist procurement cadre at all levels to provide a career path
and training bidders on the 2007 procurement act and procurement procedures

e

A

Enhanced transparency, complaints handling, e-bidding

e

%

Enhanced budget estimates to reduce the risk of cancelled tenders, combining orders into larger packages,
increased use of multi-year contracts

>

* Central bidding and local procurement for essential drugs, to address disparities in price, quality and
quantity of medicines districts procure

5

%

Enhanced storage, vehicles, transport budget to ease distribution problems in the districts

53

%

Quality control of drug procurement, with improved capacity of Department of Drug Administration (DDA)
and the Logistics Management Division (LMD) to test quality on site and PPP with private sector laboratories
for testing of health commodities and drugs (NHSP Il: 2010-2015)

Major contributing factors to quality health care delivery include supply of various commodities (medicines,
instruments, equipment, furniture, and other supplies), physical infrastructure (peripheral facilities, hospitals,

laboratories, etc.), and consulting services as part of capacity research and enhancement programme.

In order to correct procurement related anomalies that have existed for decades in the country and delayed the
development process, the Government enacted a Public Procurement Act (PPA) in 2007 that addresses procurement
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of commodities, works and services. Ministry officials are in the process of adjusting to its provisions. Under the
Ministry, commodities are procured from the DoHS, Regional Health Directorates (RHDs) and District (Public) Health
Offices. Responsibilities of constructing physical facilities, including repair and maintenance works costing one million
rupees and more, have been handed over to DUDBC. Ministry offices carry out procurements below that amount. In

regards to services, major consultancies are procured from the central level and hiring temporary staff is done locally
(NHSP 1Il: 2010-2015).

Health commodities are distributed from the central store (and regional directorates) to the regional medical stores
and then to the district stores which dispatch them to the service delivery points. Delays, standard/quality, capacity,
transparency, pilferage, price control/economy of scale, management efficiency, interference, procurement as a
specialty, preparatory work, procurement plan concurrently with budget estimation, transparent practices, quality
assurance, multi-year procurement, capacity development, state — non state mix are some of the major issues to
address on procurement and distribution.

2.2. Summary of Guidelines, Protocols and Laws for Provision of Maternal/RH
Medicines

Procurement 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 drugs have been experienced. 75 % of health and sub-health posts had stock
outs between March 2008 and March 2009. Ministry developed a new drug procurement scheme in 2009 to correct
the problem in which manufacturers and suppliers are pre-qualified 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 (NHSP II: 2010-
2015).

Abolishing user fees for Essential Health Care Services (EHCS) is intended to eliminate financial barriers at service
delivery sites and thereby improve access to and utilization of EHCS by the poor and excluded at health facilities.
Efforts to target subsidies to those least able to pay have had only limited success in exempting the poor and
excluded from charges and have consequently had only limited impact on reducing their reluctance to seek care for
fear of cost. There are also questions as to whether those who can pay necessarily should pay, especially if the bills
are met by selling assets and reducing future household income (NHSP 1I: 2010-2015).

This matter needs to be taken forward in conjunction with the reforms to increase hospital autonomy, linking
decentralization of authority and more flexible block-grant budgets to clearer expectations in regard to
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 reconstitute hospital management committees.

National Reproductive Health Policy (1991)

MOHP will implement Reproductive Health service as an integral part of primary health care. Efforts will be made
by the MOHP to involve private and non-governmental sectors in order to improve the status of women through
attitudinal, practical and social change especially towards the issues of health of women. RH program includes mainly
general health services, family planning and maternal child health, prevention and control of STDs, HIV/AIDS with
emphasis on information, education and communication.

National RH Strategy
In Nepal, RH is not new programme but it seeks new approach to strengthen the existing safe motherhood, family
planning, HIV/AIDS and STD programme. This calls for strengthening inter-divisional linkages within the Department

16|Page



of Health service as well as between other sectors (e.g. education, women and development and the legal justice
system). Gender perspective and empowerment of women will be built into all relevant program areas.

The National RH strategy fits within the context of the 1991 health policy as well as the 1997 Second Long Term
Health plan. The existing policy and plan support the national objectives of reducing infant, child and maternal
morbidity and mortality. As well as contributing to a reduction in total fertility. The new Health Policy and Second
Long Term Health Plan place emphasis on community involvement, increasing access through outreach, sub health
posts, health post and primary health care centers, establishing functional referral mechanisms between all levels.
Furthermore, due emphasis is placed on strengthening management capacity including planning,
monitoring /supervision and performance review /evaluation.

Following strategies have been adopted for the effective and efficient provision of RH service in Nepal

e Implement integrated RH package by modifying and adding interventions in the stander RH service based
on the country's situation and needs

e Enhance functional integration of the RH activities carried out by the different division

e Place and emphasis on the environment to work for RH, IEC materials development and advocacy for the
concept of RH

e Review and update the existing training curricula and various health workers

e Ensure effective management systems

® Include minimum essential RH information in the existing HMIS

e  Gear research activities

e  Promote inter-sectoral and multi-sectoral coordination

e  Construction/upgrading of training facilities at the national, regional, district and village level
e |Institutional /management /monitoring strengthening

e Development programme for adolescents

e  Method specific/rumor countering IEC/advocacy

RH Guideline and Protocols
Within the policy framework of the national Reproductive Health Strategy need to introduce comprehensive and
integrated RH operational/management guidelines and clinical/service delivery protocols nationwide. The
purpose of these RH operational /management guidelines and clinical protocols are:
e  Strengthen and decentralize managerial capacity to implement and efficient and effective RH program
at all levels.
e Clearly define a standard quality of routine RH service, IEC, counseling and referral to be provided at
all levels.
e Guide service providers in a minimum selection of life-saving skills which will lead to a reduction in
maternal and prenatal mortality.

MOH/ Family health division developed the RH clinical protocols for health service provider/health workers
ANM, MCHW, VHW, SN, MO and HA, for effective service. All 8 RH components; family planning, safe
motherhood, Neonatal health, STD/AIDS, adolescent reproductive health, prevention and Management of Sub-
fertility, Prevention and Management of Complication of Abortion, life cycle RH issues. Protocols guided the
service provider how to treatment effectively and systematically to client. It's thoroughly support to assessment of
client, counseling and information giving, exam and investigations and referral process.

All RH components are guided for the assessment and treatment through protocols. Health workers as per their

job aid should have implemented the protocols during the treatment process. Before using these guidelines and
protocols, orientation and training provided to all RH service providers and manager at different levels.
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PART 3: SURVEY FINDINGS FOR
AVAILABILITY OF COMMODITIES AND SERVICES

3.1. General Information about the Facilities

This chapter presents the general information of the facilities surveyed such as geographic location, management of
the facility and distance of SDPs from source of supplies. A total of 189 facilities were surveyed including 62 sub
health posts, 68 health posts, 20 primary health care centers and 39 hospitals.

3.1.1. Geographic Distribution of Facilities

This survey covered the facility of all the development regions. In terms of percentage distribution, nearly equal
proportion of the sample facility was taken from Eastern, Central and Western development regions and fewer
sample facilities were taken from Mid-Western and Far-Western region.

Table 3-1: Distribution of the SDP according to Development Regions

Development

Regions Frequency Percent
Eastern Development Region 43 22.8
Central Development Region 54 28.6
Western Development Region 42 22.2
Mid-Western Development Region 29 15.3
Far-Western Development Region 21 11.1
Total 189 100.0

The facilities within each district were selected from both the urban and rural regions. Since more than 80% of the
population in Nepal resides in rural areas of Nepal the sampling was also designed to represent majority of facilities
in the rural areas. Therefore, this survey covers 78% of the facility in the rural areas and only 21.2 % of the facility
in the urban area.

Table 3-2: Distribution of the SDP according to Area

Area of Service Delivery

Point (As per classified Frequency Percent

by Nepal)

Urban 40 21.2

Rural 149 78.8

Total 189 100.0
3.1.2. Management of Facilities

All the facilities surveyed under this study are government managed facility. The NGOs and other health facility
providing reproductive health facilities were excluded from the study.
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3.1.3. Distance of SDPs from Source of Supplies

This study explores the distance between the location of the health facility and the nearest warehouse where
healthcare supplies are stored and from which the SDP receives its regular supplies. The distance of SDPs from the
nearest warehouse/ source of supplies was classified into six major categories as shown in Table 3.3. Majority of the
SDPs (65%) were found to be within a distance of 20 kilometres. The distance of SDPs was further classified
according to eco-region i.e. Mountain, Hill and Terai. More of the facilities in the hills (69%) and mountains (63%) are
found in the distance of less than 20 kms compared to the Terai (57%). Nevertheless, this does not interpret that most
of the facilities in the hills and mountains are accessible than in Terai, because in hills and mountains mostly due to the
difficult geographic condition, makes these areas highly inaccessible.

Table 3-3: Distribution of SDPs according to distance from nearest source of supplies

Distance from nearest warehouse/source of supplies (in Km)

Ecological Region

<10 10-20 21-30 31-40 41-50

N % 10 4 2 0 5 30
Mountain

% 30.0 33.3 13.3 6.7 0.0 16.7 100.0
Hill N 37 31 11 3 2 14 98

i

% 37.8 31.6 11.2 3.1 2.0 14.3 100.0

N 15 20 12 9 2 3 61
Terai

% 24.6 32.8 19.7 14.8 3.3 4.9 100.0

N 61 61 27 14 4 22 189
Total

% 32.3 32.3 14.3 7.4 2.1 11.6 100.0

3.2. Modern Contraceptives Offered by Facilities

This chapter shows the situation of five modern contraceptives i.e. condoms, oral contraceptive pills, injectables,
intrauterine contraceptive devices (IUCD) and implants services offered by the facilities. Family planning services was
provided by all the facility surveyed which showed that among all the surveyed facilities, most of the facilities were
comparatively better prepared to handle family planning services than maternal including delivery services (150 out
of 189 facilities providing maternal health services).

3.2.1. Contraceptives Offered by Types of Facilities

The government guidelines suggest that the three temporary contraception methods, condoms oral contraceptive pills
and injectables are supposed to be available at all types of health facility. However, this survey result showed that
these three types of contraception were made available in regular basis in all sub health posts, all hospitals, all but
one primary health care centers and health posts each. In case of IUDs and Implants, all the hospitals except one(%)
and almost all of the primary health care centers ( %), less than half of the health posts (%) and very few sub health
posts(%) are offering these methods on a regular basis (Table 3-4). The provision of these services on long-acting
reversible contraceptives however is dependent on the availability of a trained provider and supplies

The guidelines also suggest that Mini laparotomy (minilap) and vasectomy services should be available at the hospital
level which however is also dependent on the availability of a trained provider. This survey showed that the
permanent method of family planning (sterilization for both male and female) were offered on a regular basis by
the hospitals only, with 63% of the hospitals providing vasectomies and 58% providing minilaps. Few of the sub
health posts, health posts and PHCC also reported providing vasectomy and minilap services, however only during
camp settings.
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From the results , we can to some extent we can assume that the most offered contraception methods by any SDP or
the most popular contraception methods were short term hormonal (such as oral contraceptive pills, and injectables)
and non-hormonal family planning services (such as condoms). However, the least popular ones were the permanent
method (minilap and vasectomy).

Table 3-4: Various contraceptives offered by the types of facilities

Type of rr— r—
Facility Male Oral ' Injectables IUDs Implants Sterilization Sterilization
condoms  contraception for female for male
1.6
Sub Health 100.0 100.0 100.0 3.2
Post (100,100)  (100,100)  (100,100) (0.7,137)  (0Z131) 0.0 0.0 62
30.9 0.0
98.5 97.1 98.5 42.6
Health Post 190.1,09.8)  (89.6,99.2) (90.4,99.8) (25.9,61.3) | 78447)  (06:27.8) 0.0 68
Primary 80.0
100.0 95.0 100.0 85.0
ge‘“'*h Care  100,100)  (71.0,99.3) (100,100)  (65.694.4) 43:3955) 0.0 0.0 20
enter
Q7.4 57.9 63.2
. 100.0 100.0 100.0 100.0
Hospital (100,100)  (100,100)  (100,100) (100,100) (80.7,98.8)  (40.4,71.2)  (45.1,75.7) 39
Total 99.5 98.4 99.5 45.7 39.9 13.3 12.8 189
(95.5,99.8)  (93.5,99.3)  (95.6,99.8) (34.0,57.5)  (29.7,50.6)  (7.4,22.5)  (7.8,21.4)
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level
3.2.2. Facilities Offering at Least Five Modern Types of Contraceptives

The percentage distribution of SDPs offering at least five modern contraceptives in a given geographic area is one of
a crucial indicator for the GPRHCS study. According to the revised logical framework indicator for family planning in
NHSP IP Il that reflects the government guidelines which specify that the five forms of modern contraception i.e.
condoms, oral contraceptive pills, injectables, intrauterine contraceptive devices (IUCD) and implants should be
available at least at health posts level (FHD, 2007). This survey showed that overall there were about 35% of the
SDPs offering at least five modern contraceptive methods. This included all the hospitals, more than half of primary
health care centres (65%) and 21% health post and only 2% of sub health post (Table 3-5).

Accordingly, in terms of development regions, SDPs offering at least five modern contraceptives were almost equally
distributed in all regions with highest percentage of SDPs being in the Far western region and lowest in mid western
region (Table 3-6). Compared to only 23% in rural areas, 83% of SDPs in urban areas offer five methods of modern
contraception. The majority of SDPs at the distance of more than 50kms and less than 10 kms from the nearest
warehouse /source of supplies were found to be offering at least five modern contraceptives (Table 3-8). This can be
interpreted as distance does not make any difference in the number of contraceptive methods being offered, by the
SDPs.

Table 3-5: Percentage distribution of SDPs offering at least five modern contraceptive
methods by type of facility

Percentage of SDP

Offering at least five Tota! f-qc|l|ty
- . providing FP
Type of Facility modern contraceptive .
services (N)
methods
Sub health post 1.6 (0.2, 13.1) 62
Health post 20.6 (10.0, 37.6) 68
Primary health care center 65.0 (36.5,85.7) 20
Hospitals 100 (100,100) 39
Total 35.4 (24.4, 48.3) 189
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level
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Table 3-6: Percentage distribution of SDPs offering at least five modern contraceptive
methods by Administrative Unit (Region)

Percentage of SDP
Offering at least five

Total facility
providing FP
services (N)

Administrative Unit

(Region) modern contraceptive

methods

EasT‘ern Development 34.9 43
Region

CenTr0| Development 37.0 54
Region

We;:;fern Development 33.3 42
Region

Mid-Western . 27.6 29
Development Region

qu-.Western Development 47.6 21

Region

Total L) 189

Table 3-7: Percentage distribution of SDPs offering at least five modern
contraceptive methods by urban/rural residence

Percentage of SDP
Offering at least five

Total facility
providing FP

Residence modern contraceptive .
services (N)
methods
Urban 82.5 40
Rural 22.8 149
Total 35.4 189

Table 3-8: Percentage distribution of SDPs offering at least five modern contraceptive
methods by distance from nearest warehouse/source of supplies

Distance from nearest Percentage of SDP

. Offering at least five
warehouse/source of supplies R
. modern contraceptive
(in Km)

Total facility
providing FP
services (N

methods
<10 44.3 61
10-20 23.0 61
21-30 25.9 27
31-40 35.7 14
41-50 25.0 4
>50 59.1 22
Total 35.4 189
3.2.3. Reasons for Not Offering Certain Contraceptives

As mentioned in Table 3-4, all the contraception methods are not made available to the clients in the regular basis.
The analysis showed that three (oral pills, male condoms and injectables) of the seven modern contraceptives are
being offered to clients at almost all of the SDPs but the percentage proportion for the rest of the contraceptive
methods is generally less than 45 percent.

The reasons for not offering the contraception methods, is based on the verbal response as reported by the

respondents (HF in charges, Auxiliary Health Workers (AHW)) are provided in the Table 3-9. The main reason for not
providing IUDs, Implants and other permanent contraception methods is due to lack of trained staffs in these SDPs.
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Another prominent reason particularly in case of IUDs was low client demand for the contraceptive particularly in
case of permanent contraception method. Lack of equipment was also considered as one of the main reasons for not
being able to offer the method by some SDPs.

Table 3-9: Reasons for not offering certain contraceptive
Reasons for not offering certain contraceptives

The
contraceptive

Delays on the part

Modern of main source s nof Low or no No
. institution/warehou . . client demand . Lack of Others
Contraceptives R available in trained R spo%
se to re-supply this for the equipment  specify
SDP with thi the market ' i staff
with this for the SDP contraceptive
contraceptive
to procure

Male condoms 50 0] 0] 0 0] 50 2
Oral contraception 25 0 0 25 0 50 4
Injectables 50 0 0 0 0 50 2
IUDs 10 3.3 13.3 56.7 0 16.7 30
Implants 2.4 2.4 7.3 78 0 9.8 43
f:;rgize“m" for 0 0 4 72 12 12 25
Sterilization for male 0 0 11.8 58.8 11.8 17.6 17
Total 5.8 1.7 8.3 64.5 4.1 15.7 120

*Qthers include: Direct from DPHO store, Damaged pills, provided in only camp

3.3. Availability of Maternal and RH Medicines

Maternal and RH medicines including the essential medicines ensure healthy pregnancy and delivery outcomes, as
well as prevention and treatment of STls and HIV/ AIDS. Since the poor maternal and reproductive health constitutes
a considerable proportion of the disease burden in developing country such as Nepal, essential medicines for
maternal and RH are not available to the majority of the population (Logez, et.al, 2013). Thus, it is essential to
analyze the availability of maternal and RH medicines. According to Free Health Care Policy (FHCP), Ministry of
Health and Population (MOHP) is supposed to provide 25 essential drugs from SHPs, 35 essential drugs from HPs and
PHCCs, and 40 essential drugs from up to 25 bedded hospitals to clients, free of cost.

This chapter explores the availability of life saving maternal and RH medicines in all levels of health facility which

provide maternal health services including delivery services (e.g. with a maternity unit or section for delivery) in the
country and also discuses on the reasons as why the medicines are not available in the facilities.

3.3.1. Maternal and RH Medicines Available by Types of facilities

In this survey, the availability of seventeen maternal and RH medicines life saving drugs was assessed. Among seven
essential drugs five drugs (Ampicillin, Gentamycin, Metronidazole, Magnesium sulphate and Oxytocin) are supposed
to be available in all level of health facilities according to the Free Health Care Policy (FHCP).
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Table 3-10: Percentage distribution of service delivery points with any Maternal/RH Medicine available
Maternal/RH Medicines

c o ] 2 % ° ° ° 5 - Total
o= o] - = =
£ G 03 § § 5 o 5 3 a K 2 o 2 c 2 S =2 ko SD.P§
= X £ 2 o8 & g g 9 @ ° 5 S % £ 5 K} G 9 5 providing
—G —~ € |~ 6| =9 < < — =2 — = — E —~ € el =5 S8 [ F.2 o 0 S S =
. -3 NQO [ mTo| X% 1] 0o o X N O o5 = — o S 3 25 T « Maternal
Characteristics [l —< |—0¥ = — & g £ ~ e =% vg =z Z £ =5 -2 2 = VS E E § 2 health
N 2 2 (V] © = £ 2 = 2 = 5
< £ @ G g > K] O ) = g = =z z 3 3 g' ° services
R I~ a 8 EU 5 [%) g —
Type of
Facility
97.1 457
Sub Health | 29 229 8.6 743 | 429 883 | 27 48 2.9 77.1 23.2
Post (03, | 00 0.0 (109,418 | 37, | 00 | (6, | (172 | 00 ( (0.3, (1 20) 03, | 497 92) 0.0 ( 35
20.7) 18.7) 90.7) | ,73) 99.4) | 229 22.9) 70.1)
53 | 140 667 125 | 88 (32‘25 (223 35 | 1000 | 17.5 o1 14.0 98.2 065 59.6
Health Post | (17, | (5.8, | 0.0 (498, 802) | 44 | B, : : (08, | (100, | (7.5, | o "0 | (49, (87.5, 89, 98.9) (40.9 57
14.9) | 30.3) SO 30.6) | 22.3) ' ! 13.8) | 100) | 35.9) O A 34) 99.8) $ 7O ,76)
93.7) | 87.4)
Primary 31.6 26.3 94.7 84.2
Health (137 211 89.5 (10.9 158 (70.2 1000 | 10.5 | 100.0 | 26.3 20.0 263 1, 00.0(100 100.0 (57.2
c 79, | 0.0 (488, 987) (5.1, (100, | (26, | (100, | (9.4, | (5.850.3) | (11.7 100) (100, 100) 19
are 574 | 454 DA 512 | 390 | 903 100) | 34.2) | 100) | 55.1) , 49) ¢ ' 055
Center 4) -2) 3) )
61.5 | 487 | 23.1 53.8 53.8 56.4 94.9
. 455 | (341 | (1.3 92.3 658 | (3409 | 949 | 1000 | 282 | 1000 | 5, 33.3 (38.4 | 100.0(100 100.0 (81.3
Hospital 779, 97.6) | 799 (80, | (100, | (16, | (100, (19.8,50.4) 100) (100, 100) 39
75.4) | 63.6) | 41.4) 1 27) | gg.9) | 788) | 100) | 447) | 100) | o4 72.9) 98.7)
(212377 (";2‘72 6.0 66.0 (211'% 19.3 (’;63”3 75.3 | 100 (??95‘?? 24.7 18.5 (21‘:‘% 94.0 75.3 68.7
Total . : (2.6, (52.5 '774) : (12, : (58, | (5.2, ’ (15.4 | (9.8,32.2) : (82.1, (61.5 '85 4 (56, 150
35.0) | 328 | 134 405) | 299 | 93.9) | 871 | 183) | 954, | +37) 37.4) 98.2) 79)
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level

This survey showed that almost all the drugs mentioned above were available in almost all level of facilities expect for Ampicillin. Ampicillin was available at only
23% of the overall surveyed facilities. Drugs such as Azithromycin, Cefixime, Methyldopa, and Benzathine benzyl penicillin were sparingly available compared to
the other drugs and their availability was mostly limited to hospitals.

Post partum hemorrhage is considered as one of the main causal factor for maternal mortality, for which Oxytocin and Misoprostol is used as the drugs for
prevention (WHQO, 2009). Our survey showed that in almost all the hospitals, PHCCs, SHPs and majority of HPs Oxytocin was available. For the estimation of
availability of Misoprostol, districts where the program was implemented is only considered. Misoprostol is provided in only 41 districts of Nepal as reported by
Family health division (FHD) (list of districts was provided by FHD). Out of total 37 surveyed districts, the program was implemented in only18 districts.
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However, the survey data showed that among these 18 districts, the availability of Misoprostol was observed to be
available in only 14 districts. The detailed list of 18 districts and availability in the SDPs provided in Annex 12 .The
data showed that in about only 18% of total SDPs Misoprostol was made available, the availability being highest
for the hospitals (i.e. 33%) and least for sub health post (4.8%).

Also, it is reported that maternal and neonatal tetanus have been among the most common lethal causes for newborn
mortality, for which Tetanus toxoid is used as the prevention (Black, et.al 2010). This survey showed that Tetanus
toxoid was available in almost all the hospitals and PHCCs, more than half of the HPs and nearly half of the SHPs.

3.3.2. Availability of Seven Essential Life-Saving Maternal and RH Medicines

The availability of seven essential life saving maternal and RH medicines was an important element of this study. The
availability of these seven life saving drugs with two essential drugs were assessed through stock verification of all
seventeen drugs during the field survey. The list of seven life saving drugs included two mandatory medicines
(Magnesium sulphate and Oxytocin) and any other five of the remaining medicines among the seventeen drugs
available in each SDP surveyed, however, the drugs such as sodium chloride and sodium lactate compound solution
was considered alternative and Dexamethasone was considered alternate to Betamethasone.

The availability of seven essential life saving maternal and RH medicines (including two essential drugs) was analysed
in all levels of health facilities. The results showed that overall about 61% of the SDPs met the criteria. This included
nearly all the hospitals except one and majority of PHCCs, half of the HPs and few SHPs (about 14%) (Table 3-11).

The availability of seven life-saving maternal or reproductive health medicines was also analyzed by development
region, rural and urban area and distance from the nearest warehouse. In terms of development region, the SDPs
meeting the criteria of having seven life saving drugs were mostly concentrated in Western and Far-Western Regions.
Almost all the SDPs in the urban areas had seven life saving drugs. In terms of distance from nearest source of
supplies, the SDPs having the life saving drugs are almost evenly distributed with the least percentage of SDPs within
41-50 kms and majority SDPs concentrated within 31-40 km (Table 3-14). This data showed that the distance of the
SDPs from their source of supplies had no relevance or influence in SDPs offering the life saving
maternal/reproductive health medicines.

Table 3-11: Percentage distribution of SDPs with seven (including 2 essential)
life-saving maternal/reproductive health medicines available by type of facility

Percentage Total
Seven (including 2 essential) life- fucl‘llt'y
. . providing
saving maternal /reproductive health
Type of Facility medicines available maternal
health
services (N)
Sub Health Post 14.3 (3.8, 41.3) 35
Health Post 56.1 (36.0, 74.5) 57
Primary Health Care 84.2 (50.9, 96.5) 19
Center
Hospital 97.4 (82.4, 99.7) 39
Total 60.7 (42.6,76.2) 150

*Confidence Interval given in Parenthesis () is calculated in 95% confidence level
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Table 3-12: Percentage distribution of SDPs with seven (including 2 essential)
life-saving maternal/reproductive health medicines available by Administrative Unit (Region)

Percentage Total facilit
Seven (including 2 essential) life- idi tY I
Administrative Unit (Region) saving maternal /reproductive providing materna
.. . health services (N)
health medicines available
Eastern Development Region 54.5 33
Central Development Region 45.0 40
Western Development Region 76.5 34
Mid-Western Development Region 63.6 22
Far-Western Development Region 71.4 21
Total 60.7 150

Table 3-13: Percentage distribution of SDPs with seven (including 2 essential)
life-saving maternal/reproductive health medicines available by urban/rural residence

Percentage

Seven (including 2 essential) life-

saving maternal /reproductive health
medicines available

Total facility
providing maternal
health services

Residence

Urban 91.4 35
Rural 51.3 115
Total 60.7 150

Table 3-14: Percentage distribution of SDPs with seven (including 2 essential) life-saving maternal/reproductive
health medicines available by distance from nearest warehouse/source of supplies

Percentage

Distance from

nearest Seven (|n|ci|fud|nsin2 essential) Total facility

warehouse/source -3¢ g' Providing maternal
. e maternal/reproductive health .

of supplies (in Km) - . health services (N)

medicines available

<10 65.9 41

10-20 53.8 52

21-30 50.0 24

31-40 85.7 7

41-50 25.0 4

>50 77.3 22

Total 60.7 150

3.3.3. Reasons for Not Offering Certain Life Saving Maternal and RH Medicines

As shown in Table 3-10, not all the facilities have stock of the all the life saving maternal and RH medicines, there are
various reasons stated (as shown in Table 3-15). The three main reasons, as reported by the respondents (Auxiliary
health workers (AHW), Medical officer/superintendent, health facility in charge) why some life-saving maternal and
reproductive health medicines are not available at the SDPs were (a) Delays on the part of the district store
/warehouse to re-supply this SDP and (b) Lack of commodity from district store) (c) Low or no demand for the
medicine at this SDP. Some of the other prominent reasons provided were that the medicines not listed for provision
from that level of SDP in the government policy, unavailability of fridge, etc.
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Table 3-15: Reasons for not offering certain life saving maternal and RH medicines

Reasons for not offering certain life Responses

saving maternal and RH medicines

N Percent

Delays on the part of main source
institution /warehouse to re-supply this 72 76.6
SDP with this medicine

Delays by this SDP to request for

supply of the medicine 24 255
The medicine is not available in the 9 9.6
market for the SDP to procure ’
Low or no demand/need for the

medicine at this SDP 36 38.3
No fridge available 24 25.5
Not in government policy 24 25.5
Lack of supply (district/DPHO/ main 48 51.1
source)

Not in the list of essential drugs 11 11.7
Any other Reason 24 25.5
Total cases 94

Note:

®  Reasons for not offering certain life saving drugs was asked to only those SDPs who
provide maternal health services with delivery services as well as those who are
expected/supposed to have available certain Maternal /RH Medicine in line with
current national guidelines, etfc, still did not provide the services

e Percentage calculation is based on number of total cases (i.e. total SDPs which do
not provide any ( one or more of maternal/RH medicine)

*Qthers include: Available only during immunization camp, Substitute drugs used, Recently
upgraded to HP (medicines not arrived), birthing center not used properly

3.4. Incidence of ‘No Stock Out’ of Modern Contraceptives

This chapter provides the information on the incidence of ‘no stock out’ of modern contraceptives. In this survey ‘no
stock out’ indicates a situation in which a SDP providing family planning services does not run out of supplies of any
one or more of the modern methods of contraceptives at any point in time over the last 6 months preceding the
survey and hence was available to clients at all times (UNFPA, 2011). Here, the occurrence of ‘no stock out’ in last six
months as well as on the day of the survey is examined. The stock out is measured in two ways i.e. if any SDP having
stock out of one of the five contraceptives, the SDP is considered as stock out as well as being product specific for
each contraceptive method.

The stock out of the five contraceptives were analyzed for only those SDPs that they were providing these services
during the survey ( i.e. for male condoms, oral contraception and injectables, all SDPs providing family planning
services provided these services, however only some of the SDPs provided IUDs and Implants only 50% and 47%
respectively).

Also, the reasons why the stock outs occurred were analysed. The situation of no stock out and reasons for stock out of

certain contraceptive are based on the verbal responses provided by the respondents in the facility (such as health
facility in charge and other medical staffs).
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3.4.1. ‘No Stock Out’ At Time of Survey

The incidence of ‘no stock out’ (at the time of the survey) is an important index of determining Reproductive Health
Commodity Security in any country. The table 3-16a below shows that in overall, the SDPs having stock out of any of
the five modern contraceptives during the time of survey is quite low (i.e. more than 85% of the SDPs were in no stock
out condition). The most suffered from stock out at the time of survey was health posts where about 22% of the SDPs

had stock out of any of the five contraception methods.

Table 3-16a: Percentage distribution of SDPs with ‘no stock out’ of any of the five modern
contraceptive methods at the time of the survey by type of facility

Percentage
No stock out of any of the five Total SDPs

modern contraceptive method at the (N)
time of survey

Type of Facility

Sub Health Post 90.3 (75.5,96.6) 62
Health Post 77.9 (61.8,88.5) 68
Primary Health Care 90 (69.4,97.3) 20
Center

Hospital 89.7 (70.5,97) 39
Total 85.7 (75.5,92.1) 189
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level

The data in Table 3-16b show the main contraceptive items in stock at the time of the survey. No stock out of male
condoms, oral pills and injectables was reported in all PHCGCs, all hospitals (except one), all SHPs and HPs (except
one). Almost all the hospitals, PHCCs and majority of Health post had no stock out of IUCDs and implants. Analyses of
commodities and services ‘in stock’ at the time of the survey with respect to area of the SDPs showed that almost all
kinds of contraceptives were in stock in majority of facilities in the urban centers (Table 3-18). The least available
contraception method among the five major methods in rural areas was Implants. The stock out of implants as well as
IUCDs can be related to absence or insufficiency of availability of the commodity and presence of skilled staffs in

these SDPs.

Table 3-17b: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods at the
time of the survey by type of facility

No stock out of modern contraceptive method at the time of the survey Total
SDPs
providing
Family
Planning
Services

Oral Pills
Injectables
Implants

w
£
[¢)
o
c
[¢]
)

Characteristics

Type of Facility
98.4 100.0 100.0 33.3 16.7
Sub Health Post (87.5 , 99.8) (100,100)  (100,100) (8.7,72.5) (1.8, 68.7) 62
Health Post 98.5 97.1 97.1 80.0 71.9 68
(20.1 , 99.8) (89.6, 99.2) (89.6 ,99.2) (63.3,90.3) (53.2,85.2)
Primary Health Care 100.0 100.0 100.0 94.4 94.1 20
Center (100, 100) (100, 100) (100,100) (69.1,99.2) (63.8,99.3)
Hospital 97.4 97.4 92.3 97.4 97.4 39
(83.1, 99.7) (83.1, 99.7) (72.2 ,98.2) (82.9,99.6) (82.9,99.6)
Total 98.4 98.4 97.4 86.6 83.7 189
(94.7 , 99.5) (95.4 , 99.5) (92.9 , 99) (75.9 , 93) (67 ,91.9)
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level
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Table 3-18: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods at the time
of the survey by Administrative Unit (Region)

No stock out of modern contraceptive method at the

time of the survey Total SDPs
« providing
(4] 2 [0] %) .
g = e *g Family
Characteristics ° 5 2 < Planning
S 6 ,g £ Services
Region
Eastern Development Region 97.7 97.6 97.7 89.3 75.0 43
Central Development Region 100.0 98.1 98.1 92.0 91.3 54
Western Development Region 97.6 97.6 95.2 93.8 94.7 42
Mid-Western Development 96.6 1000 1000 667  57.1 29
Region
Far-Western Development 100.0 100.0 952 846 923 21
Region
Total 98.4 98.4 97.4 86.6 83.7 189

Table 3-19: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods at the time
of the survey by urban/rural residence

No stock out of modern contraceptive method at the

time of the survey Total SDPs
» providing
4] L [0] %) .
£ = e € Family
Characteristics ° 5 2 = Planning
S o % £ Services
Residence
Urban 100.0 100.0 95.0 97.1 97.1 40
Rural 98.0 98.0 98.0 80.6 74.6 149
Total 98.4 98.4 97 .4 86.6 83.7 189

Table 3-20: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods at the time
of the survey by distance from nearest warehouse/source of supplies

No stock out of modern contraceptive method at the

time of the survey Total SDPs
" " o providing
g = e £ Family
Characteristics ° 5 2 = Planning
S 6 % £ Services
Residence
<10 100.0 100.0 96.7 89.2 88.6 38
10-20 98.4 100.0 98.4 81.5 73.1 23
21-30 96.3 96.3 96.3 75.0 77.8 34
31-40 92.9 100.0 100.0 100.0 100.0 21
41-50 100.0 100.0 75.0 100.0 100.0 22
>50 100.0 90.5 100.0 87.5 86.7 8
Total 98.4 98.4 97 .4 86.6 83.7 189
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3.4.2. ‘No Stock Out’ In the Last Six Months

The incidence of no stock outs of five modern contraceptives in last six months was also explored in this study. This
was considered as an important index of availability and a proxy indicator of access to contraceptive commodities in
the country. The table 3-20a below shows that in general, the incidence of stock outs affected a small portion of

SDPs that offer family planning services mostly the health posts.

Table 3-21a: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive
methods in the last six months by type of facility
Percentage
No stock out of any of the five Total SDPs
modern contraceptive method in the (N)
last six months

Type of Facility

Sub Health Post 80.6 (65.3, 90.2) 62
Health Post 73.5 (54.8, 86.4) 68
Primary Health Care 90 (67.4, 97.5) 20
Center

Hospital 84.6 (69, 93.2) 39
Total 79.9 (66.5,88.8) 189
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level

The data in Table 3-20b shows that contraceptive commodities such as male condoms and oral contraception have the
longest period of no stock out followed by injectables. The most affected contraceptives by stock outs were long term
methods such as Implants and IUCDs which mostly affected health posts compared to PHCCs and hospitals. However,
the hospitals were to some extent affected by the stock out of injectables. Thus, in overall it can be interpreted that
PHCCs and hospitals were the most reliable contraceptive service delivery institutions as their percentages of ‘no-

stock out’ was the highest in the sample.

In terms of residence of the SDP, ‘no-stock out’ was more prominent in SDPs residing in the urban areas. The SDPs in
the urban area had 100% no stock out for contraceptive commodities such as male condoms and oral pills whereas,
the 1UDs and Implants was mostly affected by stocks out in rural areas.

Table 3-22b: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods in the last
six months by type of facility
No stock out of any modern contraceptive method in the last six months Total SDPs

« " F " providing
5 s 5 £ Family
Characteristics 2 o g 2 Planning
S 6 .“CL £ Services
— (N)
Type of Facility
93.5 95.2 95.2 33.3 16.7
Sub Health Post (79.1,98.2)  (88.8,98) (95.2,88.8) (8.7,72.5) (1.8, 68.7) 62
Health Post 94.1 94.1 95.6 80.0 72.4 68
(74.9,98.8) (82.8 98.2) (89.1,98.3) (63.3,90.3) (48.3,88.1)
Primary Health 100.0 94.7 100.0 94.4 94.1 20
Care Center (100.0,100.0) (67.5,99.4) (100,100) (69.1,99.2) (63.8,99.3)
Hospital 97.4 97.4 94.9 97.4 89.5 39
(83.1,99.7) (83.1,99.7) (81.9,98.7) (83.2,99.7) (73.9,96.2)
Total 95.2 95.2 95.8 86.7 80.0 189
(88.6,98.1) (88.9, 98) (92,97.8) (76.1,93.1) (61.9,90.8)
*Confidence Interval given in Parenthesis () is calculated in 95% confidence level
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Table 3-23: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods in the last
six months by Administrative Unit (Region)

No stock out of any modern contraceptive method in the last

six months Total SDPs
« providing
4] L [0] %] . .
o g = i ‘g Family Planning
Characteristics EU ° S g = Services
S 5 = E (N)
Region
Eastern Development Region 100.0 90.5 93.0 85.7 69.6 43
Central Development Region 94.4 94.4 94.4 92.0 87.0 54
Western Development 95.2 97.6 97.6 100.0 100.0 42
Region
Mid-Western Development 86.2 100.0 100.0 66.7 50.0 29
Region
Far-Western Development 100 95.2 95.2 84.6 91.7 21
Region
Total 95.2 95.2 95.8 86.7 80.0 189

Table 3-24: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods in the last
six months by urban/rural residence

No stock out of any modern contraceptive method in the last six Total SDPs
months providing
2 o K » Family
o & < 5 Planning
- _ <] S
Characteristics 'g 5 g g_ Services
v o = = (N)
Residence
Urban 100.0 100.0 97.5 97.1 94.1 40
Rural 94.0 93.9 95.3 81.0 71.4 149
Total 95.2 95.2 95.8 86.7 80.0 189

Table 3-25: Percentage distribution of SDPs with ‘no stock out’ of five modern contraceptive methods in the last
six months by distance from nearest warehouse/source of supplies

No stock out of any modern contraceptive method in the last Total SDPs
six months providing
2 n=:_ % 2 Fami.ly
Characteristics 'g T *§ é_ :::?‘:23
] 0] = = (N)
Distance from nearest
warehouse/source of
supplies (in Km)
<10 100.0 100.0 96.7 89.2 88.6 38
10-20 98.4 100.0 98.4 81.5 73.1 23
21-30 94.1 100.0 100.0 77.8 77.8 34
31-40 90.5 95.2 90.5 100.0 100.0 21
41-50 90.9 100.0 100.0 50.0 100.0 22
>50 100.0 100.0 87.5 87.5 73.3 8
Total 95.2 95.2 95.8 86.7 80.0 189
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3.4.3. Reasons for ‘Stock Out’

As discussed above, the stock out situation was analysed in terms of stock out at the time of survey and stock out in
the last six months. Thus, different reasons were reported by the respondents in both the stock out situation. The
reasons are discussed separately below.

As shown in Table 3-16 and Table 3-20, some of the facilities have experienced the stock out situation at the time of
survey and in last six months predominantly in case of IUDs and implants; the reasons stated are provided in Table 3-
24a and Table 3-24b respectively.

The main reason for the stock out of the contraception methods behind the stock out of implants and IUDs in both the
cases from the SDPs observed was unavailability of the services due to the lack of trained staffs to provide these
contraceptive. However, the delay on the part of main source institution/ warehouse to re-supply this SDP with this
contraceptive was also considered another notable reason for the stock out of male condoms and injectables. In case
of oral contraception, unexpectedly the major reason was due to damaged pills (in terms of packaging) and lack of
supply from the district.

Table 3-26 a: Reasons for stock out of five modern contraceptive methods at the time of survey

Reasons for 'Stock-Out’ of five modern contraceptive methods

Delays on the part of Low or no No trained
Modern. main source client staff to Any
Contraceptives institution/ warehouse ~ demand for  provide this other
to re-supply this SDP the contraceptive  Reason
with this contraceptive  contraceptive at the SDP
Male condoms 66.7 0] 0] 33.3 3
Oral contraception 33.3 0 0 66.7 3
Injectables 60 0 0 40 5
IUDs 25 25 50 0] 12
Implants 6.7 13.3 80 0 15
Total 24.3 13.5 48.6 13.5 38
*Qthers include: Lack of supply, damaged pills, stolen

Table 3-27 b: Reasons for stock out of five modern contraceptive methods in last six months

Reasons for 'Stock-Out’ of five modern contraceptive
methods

Delays on

the part of . Total
. Low or no No trained
Modern main source . Responses
. R client staff to Any
Contraceptives institution/ . . of Stock
demand for provide this other
warehouse to . out
the contraceptive Reason

re-supply this

contraceptive at the SDP

SDP with this

contraceptive
Male condoms 88.9 0.0 0.0 11.1 9.0
Oral 44.4 0.0 0.0 55.6 9.0
contraception
Injectables 87.5 0.0 0.0 12.5 8.0
IUDs 30.8 7.7 61.5 0.0 13.0
Implants 38.9 5.6 55.6 0.0 18.0
Total 52.6 3.5 31.6 12.3 57.0
*Qthers include: damaged pills, lack of supply from district, stolen etc.
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3.5. Supply Chain, Including Cold Chain

The robust supply chain of drugs enhances the provision of good quality services and is a core part of any health
system. This chapter presents the supply chain of the medical supplies, use of logistic forms, frequency and
transportation of supplies for SDPs, storage of supplies that are supposed to be in cold chain and the type of cold
chain available at SDPs and its source of power.

3.5.1. Resupply of Medical Supplies

Person Responsible for Ordering Medical Supplies

This survey report showed that in most SDPs such as sub health posts, hospitals, primary health care centers and
health posts, health facility in-charge were mainly responsible for ordering medical supplies whereas in some
hospitals and primary health care centers nurse, storekeepers and other personnel were also found to be
responsible for ordering medical supplies (Table 3-25). Accordingly, in terms of development regions, health facility
in-charge was found to be responsible for ordering medical supplies in all regions with highest percentage of SDPs
from western developing region and far western developing region (

). In case of urban and rural residence, health facility in-charge was mainly responsible for ordering medical
supplies (

Table 3-28: Percentage distribution of SDPs with persons responsible for ordering medical supplies
by type of SDPs

Percentage Total
Type of Health Medical number
Facility facility in Pharmacist Nurse Storekeepers Others* of SDPs
doctor

charge (N)
Sub
Health (87'28,';‘9.8) 0.0 0.0 (0.21"?2. 5 0.0 0.0 62
Post
Health 91.2 1.5 4.4 2.9
Post 79.6,965 %0 0.0 02.9.6) (1,175  (0.8,97) 68
Primary
Health 60.0 5.0 0.0 5.0 10.0 20.0 20
Care (38 ,78.6) (0.6 ,32) ) (0.6,31.4) (2.7,30.6) (8.4, 40.5)
Center

. 64.1 2.6 15.4 15.4 2.6
Hospital - 442, 78.8) 0.0 (0.3,17.6) (6.6,31.8) (7.1,30.1) (0.3,16.8) 39
Total 84.7 0.5 0.5 4.8 5.8 3.7 189
(76 ,90.6) (0.1 ,4.2) (0.1,4.3) (2,10.8) (2.5,12.8) (1.7 ,7.9)

*Qthers include: AHW,ANM, Indoor in charge, Public health inspector
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

Quantification of Re-supply

Quantification is the process used to calculate or estimate the quantities of medical supplies, drugs and equipment
required. It is usually done once a year or during the planning for a new health programme or project. Proper
quantification ensures that there is enough stock to meet demands, and avoids both under stocking and overstocking.
After quantification, procurement of the medical supplies is done. During procurement the goods are either supplied
in a pull system or in push system. A pull system is a demand-based approach for ensuring the reliable availability
of health commodities at all service delivery points within a health system. In a push system, the personnel who issue
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the supplies determine the quantities to be issued, here the higher level tracks the needs of all lower levels and
determines the best way to distribute the limited quantity of supplies.

As per the existent situation of Nepal, both Push (central to regional medical store) and Pull (district to regional
medical store) of drug supply is in place. Regional Medical Stores (RMS) sends all the free drugs by push system to
respective districts and all the D(P)HOs distribute drugs to the health facilities particularly through pull system (based
on demand) (DRC, 201 2), however for certain RH commodities push system is also functional.

Also under the pull system, the health facilities calculates the required quantities of resupply for coming quarter
(three months period) based on the standard system of Logistics Management Information Systems (LMIS) report. Here
Authorized stock level (ASL) refers to the quantity stocked for the maximum duration such as for PHC, HP and SHP,
the quantity of any medicine should be stocked for maximum of 5 months duration. It is calculated by multiplying the
average consumption of the medicine per month with the ASL. Emergency order point (EOP) refers to the quantity
stocked for the minimum duration such as for PHCC, HP and SHP, the quantity of any medicine should be stocked for
minimum of 1 month. It is the quantity required for one month. The stock of any medicine should not be below than the
EOP. The formula for quantification is based on the following calculations:

Name of | Unit | Remaining Received | Total Damaged | Remaining | Authorized Emergency Required
medicines balance of | in this | withdrawn | or balance at | stock level | order point | quantities
last quarter from store expired the end of | (ASL) (EOP)

quarter quarter
1 2 3 4 5 6 7 8 9 10
7=3+4-5- 10=8-7
6
Note: the numbers 1,2........10 denote the number of columns and columns 7 and 10 show the process of
calculation

ASL and EOP for District, PHCC, HP and SHP

Levels ASL EOP
District 10 months 3 months
PHCC, HP and SHP 5 months 1 month

This survey showed that majority of SDPs had pull system, where in 78.8% of all SDPs, the staff member of the
facility made request based on calculation of quantity needed using the above mentioned formula and in 9.5% of
SDPs, Adhoc demand was made by the facility staff while, remaining 11.6% of SDPs had push system where the
quantity was determined by the institution/warehouse responsible for supplying the SDPs (Table3-26).

Accordingly, in terms of administrative units most of the SDPs had pull system where resupply were quantified in terms
of requests made by staff members based on calculation of quantity needed using formula in all regions which was
followed by the push system where resupply were determined by the institution/warehouse responsible for supplying
the SDPs (Annex 14). In most of the SDPs of rural as well as urban area, resupply of medical supplies were
quantified as per the request made by the staff member based on calculation of quantity needed using formula
(Annex 14).

Table 3-29: How re-supply is quantified by Type of facility
Percentage
Pull Push

Staff member(s) of this Quantity is determined b
Type of Facility facility makes request Adhoc demand iy 18 Y
. the institution/ warehouse
based on calculation of made by the responsible for supplyin
quantity needed using a facility staff P ppRlying
the SDP
formula

71.0 14.5 145
Sub Health Post (57.1,81.8) (6.3, 30) (6.5, 29.5) 62
89.7 4.4 5.9
Health Post (78.9,95.3) (1.4,12.8) (2.3,14.3) 68
Primary Health 90.0 5.0 5.0 20
Care Center (67.2,97.5) (0.8, 26.5) (0.6, 32)
Hosptal 66.7 128 20.5 29
(49.4 , 80.4) (5.3,27.7) (10.2, 37.1)
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78.8 9.5 11.6
(71.9 ,84.4) (5.4,16.4) (7.1,18.6)
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

Total 189

3.5.2. Main Source, Frequency and Transportation of Supplies for SDPs
Main Source of Supplies

The logistics management division (LMD) is responsible for all the supply of equipment, essential drugs, contraceptive
and vaccines to government hospitals and to primary health care facilities. Centrally they are procured through the
Logistic Management Division (LMD) of MoHP and then distributed to district (public) health offices (D/PHOs) through
regional warehouses. More specifically, the LMD is responsible for the purchase and supply of equipment,
contraceptives, vaccines and essential drugs to health units all over the country. In this survey, it was found that major
source of medical supplies at all SDPs were found to be regional/district warehouse. However, in some hospitals and
sub-health post, central medical stores and others including local purchase was also found to be the main source of
medical supplies (Table 3-27).

Accordingly, in terms of development regions, regional/district warehouse was found to be the main source of supplies
in all regions with the highest percentage of SDPs from Central development region and the lowest from Eastern
developing region. In most of SDPs from both rural and urban, it was found that regional /district warehouse was the
main source of medical supplies. (See Annex 15)

Table 3-30: Main source of supplies by Type of SDPs

Percentage

Central . L Others Total
Type of Facility Medical Regional/district including local number of
warehouse SDPs (N)
stores purchase
1.6 91.9 6.5
SubHealthPost 65 '113)  (67.3,98.4)  (0.9,353)
100.0
Health Post 0.0 (100, 100) 0.0 68
Primary  Health 100.0
Care Center 0.0 (100, 100) 0.0 20
- 23.1 61.5 15.4
Hospital (12.6,38.3)  (46,75.1) (6.5, 32.1) 39
5.3 89.4 5.3
eiEl (2.6, 10.6) (80, 94.7) (1.9, 13.6) ULk
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

Responsibility for Transportation of Supplies

The regional medical store is responsible for transporting medical supplies for individual health facility and its
transportation to the respective district stores. The districts would then be responsible for onward distribution of
commodities to the respective facilities. In this survey, the responsibility for transportation of supplies at all SDPs was
mainly found to be on district warehouse except in hospitals where facility itself was responsible for the
transportation. Also, in some sub-health post, health post and primary health care centres the facility itself was found
to be responsible for the transportation of supplies (Table 3-28).Accordingly, in terms of development regions, district
warehouses were found to be the main source of supplies in all regions however, the facility itself of all development
regions was found to be responsible for transportation of supplies up to some extent. In most of SDPs of rural areaq,
district warehouse was found to be responsible for transportation of supplies whereas, in urban areas the facility
itself was responsible for transportation of supplies (Annex 16).
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Table 3-31: Responsibility for transportation of supplies by Type of SDPs

Percentage
- Central /Regional District o Total number
Type of Facility warehouse warehouse By the facility of SDPs (N)
77 .4 22.6
Sub Health Post 0.0 (58.3 , 89.4) (10.6 , 41.7) 62
1.5 82.4 16.2
Health Post (0.2, 10.7) (68, 91.1) (7.7, 30.8) 68
Primary Health 0.0 75.0 25.0 20
Care Center ) (49.1, 90.3) (9.7, 50.9)
. 20.5 28.2 51.3
Hospital (10.4, 36.5) (157 ,45.4)  (34.6,67.7) 39
4.8 68.8 26.5
et (2.3,9.8) (577,781)  (18.1, 36.9) U
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

Frequency of Supplies

In this survey, the frequency of resupply of medical supplies at all SDPs was found to be once in every three months
except in hospitals where the frequency was found to be once in a month or less. Also, in some sub-health post, health
post and primary health care centres the frequency was found to be once in a month or less (Table 3-29).

Accordingly, in terms of development regions, the frequency of resupply of RH Commodities was found to be once in
every three month in majority of developing regions except in Mid-western development region where the frequency
of resupply in most health facilities was found to be once a month. In most of SDPs of rural area, frequency of
resupply of medical supplies was found to be once in every three months whereas, in most of the SDPs of urban area

the frequency of resupply was often once a month (

Annex 17).

Table 3-32: Frequency of resupply by type of SDPs
Type of Facility Percentage Total number of
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Once every 1 Once every Once every six
month or less three months months
24.2 67.7 8.1
SubHedlth Post 155 '416)  (53.5,79.3)  (3.9,16.1) 62
25 647 10.3
Health Post (14.4,39.7)  (48.6,78.1)  (37,257) 68
Primary Health 40 60 0.0 20
Care Center (20.6, 63.1) (36.9,79.4) )
. 59 38.5 2.6
Hospital (40.9,749)  (22.8,569) _ (0.3,17.5) 39
334 59.8 6.9
UL (23.2,45.4)  (48.8,69.9) (3,14.8) L
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

3.5.3. Availability of Fridge for Storing Essential Drugs at SDPs and Source of Power

An efficient management and storage system for drugs is crucial for effective and efficient delivery of health
services. To maintain the required temperature for cold chain drugs, the facility should have a fridge with constant
supply of power. The facility may have more than one fridge depending on the requirement of the facility
nevertheless, as a minimum; every health facility should have access to at least one refrigerator with a continuous 24
hour power supply (Suvedi et al., 2012).

This survey showed that 94.9% hospitals, 70% primary health care centres, 48.5% health post and 22.6% sub-health
post had availability of electric fridge to maintain cold chain (Table 3-30). Most of the SDPs in the urban area had
the availability of fridge to store the essential drugs (nearly 88%) (See Annex 18). In case of unavailability of
fridge or where continuous power supplies for the fridge is not possible; most of the facilities use ice boxes to
maintain the correct temperature of the drugs as reported by the respondents.

The source of power for fridges at all SDPs was mainly found to be electricity from national grid. However, in some
SDPs such as sub-health post, health post and primary health care centres other source of power such as solar energy,
electricity from local grid were also used (Table 3-31). However, the use of kerosene/ paraffin fuel was not found in
any of the facilities. Some of drugs which are stored in the fridge were mostly found to be Tetanus and Oxytocin
which is an essential drug for all levels of health facility. Almost all the facilities (about 97%), having fridge stored
Tetanus and few about 17% of SDPs reported to store Oxytocin. The sources of power for fridge according to the
development region and residence of SDP is provided in Annex 19.

Table 3-33: Avadilability of fridge for storing essential drugs by type of SDP

Percentage availability of Total number of SDPs

Type of Facility

Electric Fridge (N)
22.6
Sub Health Post (8.9, 46.6) 62
48.5
Health Post (29.5, 68) 68
Primary Health 70.0 20
Care Center (47.1 ,85.9)
. 94.9
Hospital (81.4,987) 39
51.9
Total (35.8, 67.5) 189
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

Table 3-34: Sources of power for Fridges by type of SDP
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Percentage Total facility

Type of Facility

Electricity from national grid Generator Others* using fridge (N)

92.9 7.1

Sub Health Post (56.8 , 99.2) 0.0 (0.8, 43.2) 14
90.9 9.1

Health Post (71.7.97.5) 0.0 (2.5, 28.3) 33

Primary Health 85.7 0.0 14.3 14

Care Center (59.2,96.1) ) (3.9, 40.8)

. 92.1 5.3

Hospital (77.7 ,97.5) (1.3,19.2) 0.0 37
90.9 2.0 6.1

Lo (80.6 , 96) (0.5, 8.4) (2.5,13.7) 98

*QOthers: Solar energy, Rural hydro project, Micro-hydro and Electricity from local grid

Confidence Interval given in Parenthesis () is calculated in 95% confidence level

3.6. Staff Training and Supervision

The National Health Training Centre (NHTC) is responsible for providing in-service training for capacity building of
health human resources within Nepal’s health system. It offers several trainings each year depending on training
requirements identified by the different program units.

3.6.1. Availability of Staff Trained to Provide FP Services Including for Implants and IUCDs

Training is a planned and systematic modification of behavior through learning events, programme and instruction
which enable individuals to achieve the levels of knowledge, skill and competence needed to carry out their work
effectively. It is one of the most important function of health system that increases the efficiency and the effectiveness
of staffs which results in better delivery of services.

This survey showed that, majority of hospitals and primary health care centers had trained staffs in both
IUCD however, in sub-health posts and health posts the percentage of staff trained in [UCD was found to be
than implants (Table 3-32). In case of geographical areaq, percentage of SDPs with staff trained in implants
IUCD were found to higher in urban areas as compare to the rural areas (

Annex 20).

Table 3-35: Percentage of SDPs with staff trained to provide FP services and for the insertion and removal of
Implants and IUCDs

Total SDP with
staff trained in

Implants and
IUCD

Staff trained in
IUCD and Implant
both

Staff trained
in IUCD

Staff trained

Characteristics .
in Implants

Type of Facility
40.0 90.0 30.0
Sub Health Post (19.5, 64.8) (46.8,98.9) (11.3, 59) 10
60.9 73.9 34.8
Health Post (42,77)  (55.4,86.6)  (19.8,53.5) 46
. 83.3 100.0 83.3
Primary Health Care Center (487 ,96.3) (100, 100) (487 , 96.3) 18
Hosoital 97.4 97.4 94.9 30
P (83.1,99.7) (82.4,99.7) (80.7 , 98.8)
75.2 87.6 62.8
UL (61.2,85.4) (77.1,93.7) (49.6 , 74.4) 113
Confidence Interval given in Parenthesis () is calculated in 95% confidence level
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3.6.2. Frequency of Staff Supervision

Supervision is widely recognized as essential for improving health worker performance and achieving the better
service quality. It is a process whereby supervisor from higher authorities encourage personnel to optimize their
performance in a supportive environment and recognize them when they attain a high level of performance.
Supportive supervision promotes quality by strengthening relationships within the system, identifying and resolving
problems, helping optimize the allocation of resources, and promoting higher standards, teamwork and better

communication.

This survey showed that in majority of SDPs, the supervisory visits were undertaken once in a three month except in
sub-health posts where most of the supervisory visits were undertaken annually (Table 3-33). However, a notable
proportion of SDPs had no supervisory visits at all. In case of location, more of the SDPs in the urban area were not
supervised compared to rural areas (i.e. 20% and 16% respectively). Nevertheless, majority of SDPs from both
urban and rural areas had supervisory visits once in three months (

Annex 21).

Table 3-36: Percentage of SDPs with frequency of supervisory visits

Frequency of supervisory visits (%) Not Total
Type of - .
Facility Every three Every four Every six Annually supervised S‘qmple
monthly monthly monthly (%) Size (N)
Sub Health 23.0 6.6 9.8 36.1 24.6 62
Post (14.4,37.7) (27,147) (4.6,19.2) (24 , 49) (13.6, 39.3)
41.2 7.4 19.1 20.6 11.8
Health Post  1217,63.9) (23,21.5) (97,343  (11,353)  (6.8,197) 68
EZ':I‘:}:YCW 50.0 20.0 5.0 15.0 10.0 2
Center (28 ,72) (6.4,47.7) (0.6,31.4) (5.1, 36.5) (1.3, 49.1)
Hospital 41.0 2.6 25.6 10.3 20.5 39
(26.8,56.9) (0.3,17.5) (14.6,41) (3.7, 25.6) (10.6, 36.1)
Total 36.2 7.4 16.0 22.9 17.6 189
(25.3,49.4) (3.7,14.4) (9.4,25.4) (15.4, 32.2) (11.1,26.3)
Confidence Interval given in parenthesis () is calculated in 95% confidence level

3.7. Availability of Guidelines, Check-lists and Job aids

The Ministry of Health and Population (MoHP) developed family health protocols guideline and job aids to
strengthen service delivery and implementation of innovative approaches to enhance the quality of and increase
access to FP information and services, ANC/PNC service especially by those in rural and marginalized communities
at all level of service delivery point. As per level of SDPs, different guidelines, check-list and job aids are provided
to strengthen and implementation of quality services. This research attempts to find out status of availability and
impact of family planning and waste disposal guidelines, check-list and job aids in 189 sample health facilities in all
five regions and rural and urban area in Nepal. During the field survey, field researchers had not only tried to know
the availability of such guidelines and protocols but also have verified the availability at each SDP.
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3.7.1. Family Planning Guidelines, Check-Lists and Job Aids

For this the documents such as National Medical Standard (NMS) volume-1, National health care waste disposal
guideline and Antenatal care jobs were referred. The data revealed that out of 189 sampled SDPs, in about three
fourth of the facilities (71%) availability of family planning guideline was reported. In this, the availability was
verified in more than half of the facilities and only in few facilities (13.2%) though the availability was asserted by
the health facility in charge (or the staff interviewed) the availability was not found.

The highest percentage of hospitals (89%) and PHCCs (85%) stated the availability of family planning guidelines
however among them in only few of the hospitals and PHCCs availability was not verified. Relatively in SHPs and HPs
the availability of such guidelines were found to be lesser i.e. 58% and 69% respectively, though the availability in
SHPs were not verified in about 21% of the SDPs (Table3-34).

The comparative study of the data in five development region showed that in all of the SDPS in Far-Western region
the availability was reported and among them in only 14% of the facilities the availability were not verified. The
figures for Western region were also quite impressive showing the availability in more than 85% of the SDPs.
However, relatively rather low frequency (39%) of the SDPs in Eastern region had the FP guidelines available
although more than half of the SDPs reported their availability (Annex 22).

Similarly in terms of rural/urban scenario, more than 80% of the SDPs in urban area have stated the availability of
FP guidelines while only 12% did not have these available. The figures for rural area was also observed to be quite
fair as 67 % of the SDPs reported the availability (Annex 22).

This showed that the type of facilities in terms of access and capacity somehow determines the use of guidelines in the
country. Though the frequency of availability is quite impressive at the hospital level, still much more improvement is
required in HPs and SHPs level.

3.7.2. Antenatal/Postnatal Job Aids

The availability of antenatal job aids was reported in nearly two-third of the SDPs among which in nearly half of the
SDPs the availability could be verified. Compared to family planning guidelines, lesser SDPs stated the availability
of ANC/PNC job aids. Out of the total hospitals nearly 69% of the SDPs confirmed the availability of ANC job aids.
Though most of the PHCCs (80%) have confirmed the availability of ANC guidelines, in nearly 20% of them they
were not found during verification. In case of SHPs and HPs relatively fewer SDPs have reported the availability of
ANC/PNC guidelines (i.e. 35% and 45% verified) (Table 3-34).

Corresponding to data for the availability of FP guidelines, the highest percentage of SDPs in Far West reported the
availability of ANC/PNC guidelines among which in 90% of the SDP the availability was verified. Relatively in
Eastern region fewer SDPs confirmed the availability of ANC/PNC guidelines (35% verified). Further, nearly about
70% of the SDPs in the urban area stated the availability of the ANC/PNC guidelines (only 62% verified) (see
Annex 22).

This showed that the use of ANC/PNC guidelines should be encouraged more at the rural areas particularly in SHPs
and HPs level SDPs.

3.7.3. Waste Disposal Guidelines

The waste disposal guidelines provide a minimum standard for safe and efficient waste management for health care
institutions in Nepal. Thus, all the health care Institutions must be committed to waste management from generation to
final disposal (NHRC, 2002). Ministry of Health and Population (MoHP) have provided waste disposal guidelines to
all health facilities. Nevertheless, only 36.5% of the SDPs responded that they have the guidelines; among them in
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more than two- third of SDPs availability was verified. In hospitals, only about half of the SDPs verified the
availability of waste disposal guidelines. In case of PHCCs, HPs and SHPs very few of the SDPs have confirmed the
availability of the guidelines i.e. 35%, 38% and 21% respectively (Table 3-34).

Corresponding to data related of availability of FP guidelines and ANC/PNC job-aids, more SDPS in the Far west
verified the availability of the waste disposal guidelines (57.5%). Similarly the availability of waste disposal
guidelines was more often reported by SDPs in the urban area; however the availability was verified in less than half
of the SDPs (see Annex 22 ).

Table 3-37: Avadilability of guidelines and job aids according to Type of SDPs, Development regions and Area of
SDPs
Percentage

Family planning guidelines
Characteristics (national-NMS Vol-1)

ANC job-aids Woaste disposal guideline

Yes, Yes, Yes, Yes, Yes, Yes,
Availability Availability Availability Availability Availability Availability
verified not verified verified not verified verified not verified

Type of Facility
Sub Health 37.1 “2]] 'g 35.5 14.5 12.9 8.1 62
Post (24.3, 52) 34.4) (20.1, 54.6) (5.5,33)  (4.6,31.4) (3.1,19.4)
29.4
60.3 8.8 45.6 17.6 8.8
Health Post (37.8,79.1)  (3.1,229) (263,663) (10, 29.3) (;g'g)' (3.4, 21.1) 68
Primary Health 70.0 15.0 60.0 20.0 15.0 20.0 20
Care Center (42.2,88.2) (5.6,34.4) (347 ,80.9) (5,54.1)  (3.7,44.9) (7.7 ,42.7)
51.3
. 82.1 7.7 61.5 7.7 7.7
Hospital (65,91.8)  (2.3,23.1)  (44.9,75.8) (2.3, 22.8) (Z;"%' (2.3, 22.8) 39
o 58.2 13.2 47.1 14.8 “22'2 9.5 189
(43.4,71.7)  (7.9,21.2)  (34.1,60.5) (8.3, 25) 407) (5.5,16.1)
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

3.8. Use of Information Communication Technology (ICT) and Waste Disposal
Information and communication technology (ICT) is used in health to improve the process of healthcare delivery. Its use
is wide and plays an important role in the delivery of better and efficient healthcare services. It is part of healthcare
structure in any organizations to support the processes and consequently to deliver better outcome to organization
and particularly to the patient. It provides opportunities for individuals, medical professionals and healthcare
providers to obtain information, communicate with professionals, promote awareness programmes, and promote
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preventive programmes and so on. Its application in health includes more effective planning, decision making and
monitoring and more effective resource management.

This section provides a snapshot on the availability and use of the different types of information and communication
technology (ICT) being used in the health sector as well as method of waste disposal used by the SDPs.

3.8.1. ICTs Available and How Acquired

ICTs Available in SDPs

Information and communication technologies have emerged as significant tools that facilitate communication,
processing and transmission of information and the sharing of knowledge by electronic means. This encompasses the
full range of electronic digital, from radio and television to telephones (landline and mobile), computers, and so on.

This survey showed that, in majority of SDPs mobile phones are used as a primary means for communication. Likewise,
landline telephones and computers were also available in hospitals, primary health care centers and health post in
significant proportion. Internet facility was found only in hospitals and availability of some other sort of ICT materials
were found to be in negligible proportion (Table3-35). In case of area, majority of SDPs in urban area used landline
telephone as primary ICT whereas in rural area personnel mobile phones were used as a main ICT means (Annex
23).

Table 3-38: Percentage of SDPs with types of Information Communication Technology available

Percentage
Characteristics Computer Mobile Landline Inte.t:n‘ef Others* Total :Sctmple
phones telephone facilities Size
(N)

Type of Facility
Sub Health Post 7.0 88.4 9.3 0.0 7.0 43
Health Post 9.8 80.4 31.4 0.0 2.0 51
Primary Health 31.3 75.0 50.0 0.0 0.0 16
Care Center
Hospital 64.9 67.6 89.2 86.5 10.8 37
Total 25.2 78.9 41.5 21.8 54 147
* Others include: TV, FM/Radio
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

ICTs Acquired by SDPs

This survey result showed that, in more than two third of SDPs the ICT were the personal item of staff members and in
more than one third of SDPs the ICT were provided by government whereas ICT provided by HDP/HFOMC and
received as donation were in found e in negligible proportion (Table3-36).In most of SDPs from rural area the ICT
used were personal item of staff members whereas in urban area the ICT were provided by the government (Annex
24).

Table 3-39: Percentage of SDPs by how ICT was acquired
Percentage
Staff Provided

Total Sample

Provided by Received as Size

Characteristics membe‘rs by HDP /HFOMC Donation (N)
personal item  government

Type of Facility
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Sub Health Post 88.4 9.3 0.0 2.3 43

Health Post 74.5 255 5.9 4.0 51

Primary Health Care 62.5 43.8 12.5 12.5 16
Center

Hospital 48.6 83.8 16.2 5.4 37
Total 70.7 37.4 75 4.3 147

3.8.2. Uses of ICTs by SDPs

The use of ICTs in health has become a way to achieve a series of desired outcomes. ICT can play a vital role in
training and updating the knowledge and practices of health professionals in health facilities in urban settings as well
as in rural areas, where it is often needed the most. As reported by the respondents , this survey result showed that
routine communication was the main purpose for which the ICT was used in majority of SDPs. ICT were also used for
record keeping, awareness and demand creation, training of health workers, supply chain management/stock control,
, clinical consultation and others (Table 3-37). In case of geographical areaq, supply chain management and stock
control was the main purpose for which ICT was used in both urban and rural area (Annex 25).

Table 3-40: Percentage of SDPs by main purpose for which ICT is used
Percentage
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Type of
Facility
Sub Health 23 7.0 0.0 651 233 326 326 279 9.3 43
Health Post 5.9 19.6 0.0 82.4 35.3 37.3 37.3 41.2 7.8 51
Primary
Health Care 6.3 37.5 6.3 68.8 18.8 43.8 31.3 375 18.8 16
Center
Hospital 37.8 59.5 10.8 81.1 29.7 40.5 40.5 32.4 24.3 37
Total 12.9 27.9 3.4 75.5 28.6 37.4 36.1 34.7 13.6 147

3.8.3. Methods of Waste Disposal

Health care waste is the waste resulting from a patient’s diagnosis, prevention, research and treatment procedures as
well as waste generated from all other health care establishments, research facilities and laboratories. The
management of health-care waste is an integral part of a health-care system. Table 3-38 below shows the methods
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of waste disposal in different SDPs. This survey result showed that more than half of SDPs manage its waste products
by burning; one forth of SDPs buried the waste in special dump pits, very few SDPs used incinerators whereas
dispose away from the SDPs and disposed with regular garbage were found to be practiced in a negligible
proportion. In case of geographical area, burning was used as the primary method of waste disposal in more than
half of the SDPs from rural areas whereas in urban area in addition to burning in 40% of SDPs, more than one third
of SDPs use incinerator for disposal of waste materials (Annex 26).

Table 3-41: Percentage distribution of SDPs by how health wastes are disposed

Percentage
. . Use of Cenfrqll‘y‘collecfed Disposed with ERESCIRTTITE
. Bury in special . by specific agency .
Burning X Incinerators . regular size
Characteristics dump pits for disposal away garbage
from the SDP
Type of Facility
67.7 27.4 3.2 1.6
Sub Health Post (51, 80.9) (14, 46.8) 0.9,11.2) 0.0 0.2,11) 62
58.8 30.9 7.4 2.9
Health Post (45.1,71.3) (17.5 , 48.5) (2.4,20.1) 0.0 (07,10.9) 68
Primary Health Care 65.0 20.0 15.0
Center (36.5,85.7) (6.1 ,48.9) (4.7 , 38.5) 0.0 0.0 20
. 35.9 20.5 38.5 5.1
Hospital (22.2, 52.4) (9.9, 37.8) (24.2, 55) (1.2,19.2) 0.0 39
Total 57.7 26.5 13.2 1.1 1.6 189
(46.2 , 68.3) (16.7 , 39.3) (8.3, 20.5) (0.3, 4.1) (0.4, 6.4)
Confidence Interval given in Parenthesis () is calculated in 95% confidence level

3.9. Charges for User Fees

3.9.1. Charges and Exemptions for User Fees — Registration

In past five year, in response to difficulty in accessing the health facilities as well as rising poverty in the country,
government has been trying out various approaches to remove or exempt user fees (witter, et.al, 2011). This survey
also included the issue of charges for user fees in terms of registration and medication. The data for charges on
medication was very negligible thus, was not considered in the analysis. However, in terms of response for charging
the user fee for registration a small number of the SDPs i.e. 6.9% stated that they were charged for registration (see
Table 3-39). Majority of such SDPs were hospitals (nearly one fourth of the hospitals) and located in the urban areas.
The frequency of positive response in SHP, HP and PHCCs, though small, may stand against the policy of providing
free health services in particularly in government facilities. The data also showed that almost all of the SDPs charging
for user fees exempted the fee on family planning services.

Table 3-42: Percentage distribution of SDPs by user fee is charged for Registration and Exemptions for user fees

Percentage providing free services

HIV
Care of Total ot .
Post . care Facility charging
Family Antenatal . Newbor sick sample .
-~ . Delivery natal . (e.g. . patients for
Characteristics ISl care . n care children size R .
. . services care . HTC Registration
services services . services under 5 (N)
services s and
yea ART)
Type of Facility % N
3.2
3k
Sub Health Post 100.0 50.0 50.0 50.0 50.0 50.0 0.0 2 (07,13.6) 62
1.5
Health Post 100.0 100.0 100.0 100.0 100.0 100.0 0.0 1 (0.2,10.8) 68
Primary Health 5.0
Care Center 100.0 100.0 100.0 100.0 100.0 100.0 0.0 1 (0.6, 30.6) 20

43|Page



23.1

Hospital 100.0 88.9 100.0 88.9 77.8 66.7 66.7 9 (12.5,387) 39
6.9
Total 100.0 84.6 92.3 84.6 76.9 69.2 46.2 13 (3.3, 13.8) 189

Confidence Interval given in parenthesis () is calculated in 95% confidence level
*Not all the SHPs are birthing center where women receive benefits from Aama Program

PART 4: SURVEY FINDINGS FOR EXIT
INTERVIEW

The part 4 of the report focuses on the results of the exit interview and as a result discusses information from the exit
interview for client’s perception regarding various aspects of service delivery; and clients’ estimation of the cost of FP.

4.1 Background Characteristics of Clients
This chapter presents the general characteristics of the clients collected through client exit interviews in terms of their
age and sex distribution, marital status, education and their visits to SDP. The analyses are based on total of 1492
clients interviewed and the data are assembled according to type of facility, development region and residence.
These client survey interviews were conducted as a regular process of program monitoring.

4.1.1. Sex and Age distribution
Sex distribution
Table 4-1 depicts dominancy of female clients in all type of health facilities surveyed. The highest number of clients
was interviewed from central development region and least from the far west region. Likewise, analysis based on
development region in Table 4-2 also displays dominancy of female clients in eastern development region compared

to other regions .Also least percentage of male clients was found in all the regions.

Similarly, on the basis of residence of the clients, more clients were interviewed from the rural areas than the urban
areas. The greater number of female clients were observed (by 0.7 %) in urban areas compared to rural areas

Table 4-1: Sex distribution of clients according to type of facility
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- Percentage
Characteristics 9 Total sample ‘

Male Female size (N)
Type of Facility
7.8 92.2
Sub health Post (3.8, 15.5) (84.5,96.2) 294
4.1 95.9
Health Post (2,8.2) (91.8 , 98) 364
Primary health care 1.9 98.1 105
centre (0.5,7.7) (92.3, 99.5)
. 5.2 94.8
Hospitals (3.2, 8.5) (91.5, 96.8) 729
5.2 94.8
Total (3.5,7.6) (92.4, 96.5) 1492
Confidence Interval given in parenthesis () is calculated in 95% confidence level

Table 4-2: Sex distribution of clients based on development region and residence

Percentage
Characteristics Total sample
size (N)
Region
Eqs'r'ern Development 2.0 98.0 343
Region
Cenfral Development 4.4 95.6 405
Region
We§tern Development 4.8 95.2 315
Region
Mid-Western 12.1 87.9 239
Development Region
Far-Western 47 95.3 190
Development Region
Residence
Urban 4.8 95.2 605
Rural 5.5 94.5 887
Total 5.2 94.8 1492

Age distribution

Of the total clients interviewed, a highest percentage (1/3rd) of the clients aged between 25-29 years were found
to visit health facilities for family planning services followed by 1/4 of the clients in their early 20s in contrast to
lowest percentage of clients aged above fifty. Based on development region, a similar percentage of (30.5 %) of
clients in their late 20s were found in western and mid-western region while it was maximum (1/4) for clients in their
early 20s in the central region as presented in Table 4-5.

Table 4-3: Age distribution of clients according to type of facility

Age group Total

Characteristics sample

15-19 20-24 25-29 30-34 35-39 40-44 45-49 50+ R
size (N)
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Type of Facility
4.1 26.2 27.2 18 14.3 8.5 1 0.7
Sub health Post (2.5, (22.5, (21.7, (15.3, (9.9, (5.2, (0.5, (0.2, 294
6.6) 30.3) 33.5) 21.1) 20.1) 13.5) 2.2) 2)
4.0 22.5 26.9 24.5 11.3 77 1.9 0.3
Health Post 3 ’ 8) (18.1, (21.9, (20.7, (8, (4.3, (0.9, (o, 364
! 27.6) 32.6) 28.6) 15.6) 13.4) 4.1) 2.1)
Primary health 7.6 27.6 27.6 18.1 15.2 3.8
care centre (3.3, (18.8, (20.2, (9.8, (8.2, (1.6, 0.0 0.0 105
16.8) 38.6) 36.5) 31) 26.7) 8.7)
4 24.1 28 22.1 15 53 1.1 0.4
Hospitals (2.8, (20.5, (24.9, (19.4, (124, (3.6, (0.5, (0.1, 729
5.7) 28.2) 31.3) 25.1) 17.9) 7.8) 2.5) 1.3)
4.5 24.4 27.5 21.6 13.9 6.4 1.2 0.4
Total (3.4, (214, (25.2, (19.5, (11.7, (4.8, (0.8, (0.2, 1492
5.9) 27.7) 30) 23.8) 16.5) 8.5) 1.9) 0.8)
Confidence Interval given in parenthesis () is calculated in 95% confidence level

Table 4-4: Age distribution of clients based on development region and residence

Characteristics

Age group (%)

Total sample

Region

size (N)

Eastern
Development
Region

6.1

22.4

27.4

21.9

8.7

0.6

343

Central
Development
Region

2.5

23.2

24.9

24.4

14.8

7.4

0.7

405

Western
Development
Region

3.5

23.8

30.5

22.2

12.7

6.3

0.0

315

Mid-Western
Development
Region

6.3

27.6

30.5

17.2

15.9

2.5

0.0

239

Far-Western
Development
Region

5.3

27.4

24.7

19.5

16.3

53

0.5

190

Residence

Urban

3.8

22.5

29.1

21.5

16.0

6.0

0.5

605

Rural

5.0

25.7

26.5

21.6

12.5

6.8

0.3

887

Total

4.5

24.4

27.5

21.6

13.9

6.4

04

1492

4.1.2.

Marital status

In overall the marital status of almost all of the 1492 clients interviewed were currently married or in union except for

a few number of 5 and

1

clients who were under the category of never married and formerly married

(divorced/separated /widowed) respectively.
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4.1.3. Education

Since education plays a significant role in the use of

health services, the educational status of the clients was

assessed based on three categories (health facilities, development region and their residence). The level of education
was further categorized into four classes as displayed in table below.

Table 4-5: Clients education according to type of facility

Percentage Total
Characteristics Not Attended Primar Lower Secondary and s.am?'l\le)
School Y secondary higher level size
Type of Facility
55.8 11.6 18.7 13.9
Sub health Post (39.9,70.6) (8.3,159) (11.4,292) (8.6,21.8) 204
49.2 13.7 18.4 18.7
Health Post (38.2,60.3) (9.3,19.8) (13.3,249) (13.6,25) 304
Primary health care 43.8 19 19 18.1 105
centre (28.9,59.9) (11.3,30.3) (11.5,29.8) (10.9, 28.5)
. 48.4 15.8 19.8 16
Hospitals (40.4,56.5) (11.9,20.6) (15.2,25.3) (12.4,20.6) 729
49.7 14.7 19.2 16.4
Total (41.5,58) (11.8,18.1) (15.2,23.9) (12.6,21.1)  '492
Confidence Interval given in parenthesis () is calculated in 95% confidence level

In general, half of the surveyed clients have not attended school which comprises both illiterate and literate clients

with informal education. More than half of such clients were found in sub-health post followed by health post.

Furthermore, such clients were found to reside mostly in rural areas. Surprisingly clients not attending school were

found highest in central development region. Clients with education level higher than secondary was found to attend

health post more in contrast to minimum at sub-health post. However, concentration of clients with greater than
secondary level of education was found high in urban area. Additionally, at least primary level of education was
found to be greatest in terms of formal level of education. Clients with primary and secondary level of education

were highest in higher level of health facilities (hospitals and PHCCs respectively) and they mostly dwell in urban

areas (20.7 %). Moreover, these clients were found greatest in western development region. In conclusion, the relation

between education and health facilities is mostly found to be independent of the accessibility from their dwelling.

Table 4-6: Clients education based on development region and residence

Percentage Total
Characteristics Not Attended Primary Lower Secondary and :;??Le)
School secondary higher level

Region
Eastern Development Region 50.5 16.3 17.2 16.0 343
Central Development Region 59.8 12.6 9.9 17.8 405
Western Development Region 37.2 30.9 17.5 14.3 314
Mid-Western Development Region 52.8 15.9 16.7 14.6 239
Far-Western Development Region 43.7 23.2 13.2 20.0 190
Residence
Urban 45.7 20.7 16.1 17.5 605
Rural 52.4 18.2 13.8 157 887
Total 49.7 19.2 14.7 16.4 1492
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4.2 Clients’ Perception of Family Planning Service Provision

This chapter presents clients perspective of family planning service provider adherence to technical issues,
organization, interpersonal and outcome aspect; categorized based on type of facility, development region and their
residence. This is purely perspective of the clients who were interviewed on the day of survey and they might not
represent all the clients visiting the facility and it may not necessarily reflect the actu