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FOREWORD 

This Joint Annual Review (JAR) report has been prepared for participants of the 2016 meeting of 

officials from the Ministry of Health (MoH), the Government of Nepal (GoN), external 

development partners and other supporting partners. This report summarises progress made 

during the five year implementation of MoH’s second Nepal Health Sector Programme (NHSP-2, 

2010–2015), with a specific focus on advances in the last year during which the Nepal Health 

Sector Strategy (NHSS) for 2015-2020 was launched.  

The following thematic areas are covered in this report: 

1. Results and trends against NHSP-2 outcome level indicators over the five years. 

2. Progress on public financial management including responses to audit questions and the 

five-year budget analysis trend.  

3. A review of the provision of technical assistance and related recommendations under 

NHSS. 

4. Progress on the performance of the procurement of health goods and infrastructure.  

5. A synthesis of recent evidence from local, regional and global research and its application 

to lesson learning from NHSP-2 and the design of NHSS. 

6. A review of partnership arrangements under NHSP-2 with recommendations for the 

coming five year period.  

7. Progress made in gender equality and social inclusion. 

8. Key lessons learned under NHSP-2.  

9. Key recommendations for strategic directions and the expenditure priorities for the 

2016/17 AWPB and beyond. 

10. Progress on the Governance and Accountability Action Plan (GAAP) in 2014/15. 

The main purpose of the JAR is normally to jointly review the previous year’s progress and to learn 

from experience, new knowledge and events in order to better prepare for the next year to 

address remaining challenges. This JAR is slightly different in that it also looks back over the five 

years of NHSP-2, reviews overall progress and looks forward to the next five years. MoH would 

therefore like to take this opportunity to thank all participants in advance for their commitment to 

the JAR process and to request their full involvement in its presentations, discussions and 

feedback sessions.  

Finally, whilst the 2015 earthquake disrupted many of the sector’s plans and activities, the 

collective response of MoH colleagues and partners amply demonstrated the collective abilities to 

adapt to difficult circumstances and the need to re-double efforts to make health services 

available to those in greatest need. Such resolve will stand all those working in the sector in good 

stead to move forward with transition and recovery efforts and implementing NHSS (2015-2020).  
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1 PROGRESS AGAINST NHSP-2 OUTCOME LEVEL INDICATORS  

1.1 Background 

The Nepal Health Sector Programme-2 (NHSP-2) (2010-2015) was designed to improve delivery of 

health services, with a particular focus on women, the poor and socially excluded. NHSP-2 viewed 

a healthy and productive population as a necessary precondition for alleviating poverty and set the 

following objectives to meet this vision:  

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

2. to reduce cultural and economic barriers to accessing health care services and harmful 

cultural practices in partnership with non-state actors; and  

3. to improve the health system to achieve universal coverage of essential health care 

services (EHCS).  

Figure 1.1 presents NHSP-2’s framework with its outputs, outcomes and goal statements.  

Figure 1.1: The NHSP-2 framework  

Outputs Outcomes Purpose Goal Vision 

1. Reduced cultural and 
economic barriers to 
accessing health care 
services  

2. Improved service 
delivery  

1. Increased and 
equitable access to 
quality essential 
health care services 

Increased 
utilisation of 
health services, 
and improved 
health and 
nutritional 
behaviour of the 
people, 
especially by the 
poor and 
excluded 

Improved 
health and 
nutritional 
status of 
people, 
especially the 
poor and 
excluded 

Healthy and 
productive 
population 
contributes 
to poverty 
reduction 

3. Improved sector 
management 

4. Strengthened human 
resources for health  

5. Improved M&E and 
health information 

6. Improved physical assets 
and logistics 
management 

7. Improved health 
governance and financial 
management 

8. Improved sustainable 
health financing 

2. Improved health 
systems to achieve 
universal coverage 
of essential health 
care services 

9. Increased health 
knowledge and 
awareness  

3. Increased adoption 
of healthy practices 

1.2 Key Achievements Against NHSP-2 Strategy 

This section presents the key progress made during the NHSP-2 period with reference to the 

NHSP-2 Results Framework.  

1.2.1 Improved health and nutritional status of people contributing to poverty reduction 

The Nepal health sector has made a substantial progress in improving the health and nutritional 

status of people during the five year period, particularly on maternal, newborn and child health. 
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The Millennium Development Goal (MDG) targets on infant mortality and under-five mortality 

have already been met and rates of malnutrition have substantially decreased. The MDG for 

reducing maternal mortality is also on track.  

Nepal has successfully achieved all MDG 4 indicators. There has been a substantial decline in child 

mortality since 1996 (Figure 1.2). During the NHSP-2 period, the under-five mortality declined from 

54 per 1000 live births to 38; infant mortality from 46 per 1000 live births to 33; neonatal mortality 

from 33 per 1000 live births to 23; and post-natal mortality from 13 per 1000 live births to 11.  

Similarly, the proportion of one-year-old children immunised against measles more than doubled 

in the last two decades, from 42 percent in 1990 to 88 percent in 2011 and 93 percent in 2014. 

Successful programmes for immunisation, the control of diarrhoeal diseases, semi-annual vitamin 

A supplementation and de-worming, and the Integrated Management of Neonatal and Childhood 

Illness (IMNCI) are the contributing factors to the decline in child and infant deaths. This 

achievement is due to the contributions of the public and private sectors, although the public 

sector has the key responsibility for immunisation, vitamin A distribution and de-worming-related 

services.  

Figure 1.2: Trends and targets in childhood mortality per 1000 live births, 1990 to 2020 

 

Note: 2015 to 2012 figures are estimates 

Nepal is on track to achieve the MDG target of reducing the prevalence of underweight children 

aged 6-59 months. It has substantially decreased from 57 per 1000 in 1990 to 31 in 2014 against 

the target of 29 in 2015 (CBS, 2014). Similarly, the target for stunting in children is also close to 

being achieved as the proportion of stunted children aged 6-59 months has decreased from 60 per 

1000 in 1990 (NPC, 2005) to 41 in 2010 (MoHP, 2011) and to 37.4 in 2014 (CBS, 2014) against the 

MDG target of 28 for 2015.  

The estimated maternal mortality ratio (MMR) of 850 per 100,000 live births in 1990 declined to 

539 in 1996 and to 281 in 2006. The Maternal Mortality and Morbidity Study conducted in eight 

districts in 2008/09 (MoHP 2009) indicated that the MMR had further declined to 229. In 2015, the 
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UN global estimate showed an MMR of 258 per 100,000 live births (WHO et al 2015). This 

indicates that the MMR had slightly declined from 281 (2006, DHS) to 258 (2015, NPC) within a 

decade. The proportion of women delivering at an institution increased from 11 percent in 1996 to 

55 in 2014 against a target of 60 by 2015. The Nepal Health Sector Strategy 2015-20 target is 70 

percent by 2020; and the SDG target is 90 percent by 2030 (Figure 1.3).  

The large reductions seen in the MMR have been partly attributed to increased delivery with 

skilled birth attendants (SBAs) and increased use of family planning services. The contraceptive 

prevalence rate (CPR) increased from 24 percent in 1990 to 49.6 percent in 2014, and the total 

fertility rate (TFR) has decreased from 5.3 (MoH, 1991) to 2.3 (CBS, 2014) during the same period.  

Figure 1.3: Trends and targets for MMR and institutional deliveries, 1996 to 2030 

 

Likewise, the increase of HIV/AIDS prevalence has been halted and reversed, and prevalence and 

death rates associated with tuberculosis (TB) have declined markedly. Malaria remains under 

control.  

The estimated HIV prevalence among the youth population (aged 15-24 years) has declined from 

0.15 percent in 2006 to 0.03 percent in 2014 (MoHP, 2014a). The global target of halting and 

reversing the trend of HIV prevalence among 15-24 year olds has thus already been achieved. 

Two-thirds (65.8 %) of male youth aged 15-24 years used a condom during their last high-risk 

sexual encounter (MoHP, 2011), but only 36.4% of them (male and female) had comprehensive 

knowledge of HIV and AIDS in 2011 (CBS, 2014). Nearly two-fifths (38.8 %) of the population with 

advanced HIV infection were receiving anti-retroviral combination therapy (ART) in 2014 (MoHP, 

2014a). Though it is an-almost two-fold increase from 2010, it is lower than the MDG target of 80 

percent by 2015.  

The overall national clinical malaria incidence (CMI) and annual parasite incidence (API) rates (per 

1,000 population) remained at 1.74 and 0.11 respectively in 2014 (MoHP 2015). Both rates have 

declined markedly over the years. The death rate associated with malaria was zero in 2014. The 

MDG targets for API and death rate associated with malaria have already been achieved (NPC 

2015). 
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Prevalence and death rates associated with TB declined from 460 and 43 per 100,000 population 

in 1990 to 211 and 17 in 2014 respectively. The proportion of TB cases cured under Directly 

Observed Treatment Short-course (DOTS) has increased by more than 100 percent since 1990, 

standing at 90 percent in 2014. Surveys show the rates of multi-drug resistant TB to be almost 

constant in newly registered cases. On the whole, Nepal is on track to achieve the TB MDG targets 

by 2015 (NPC, 2015).  

As envisioned by NHSP-2, improved health outcomes have helped reduce poverty. Absolute 

poverty has decreased from 42 percent in 1995 to 25 percent in 2010 and decreased further to 

23.8 percent in 2014 against the 2015 target of 21 percent. However, there are still large 

disparities in the rates of poverty by gender, social group and geographical area (NPC, 2015).   

1.2.2 Increased access to and utilisation of quality essential health care services 

The findings of the two national level population-based surveys, NDHS 2011 and NMICS 2014, 
show a substantial increase in access to and utilisation of quality health care services during the 
NHSP-2 period. This has further led to improved health and nutritional status of people. During 
this period there has been a remarkable decline in unmet need for family planning, increased use 
of antenatal care services, increased deliveries at health facilities, increased use of skilled birth 
attendants during delivery, greater use of postnatal care, increased practice of exclusive breast 
feeding, and increased coverage of measles vaccination. These results show an increased access to 
and utilisation of maternal and newborn health services (Figure 1.4).  

Figure 1.4: Coverage along the continuum of care in maternal and newborn health services 
 

1.2.3 Reduced cultural and economic barriers to accessing health care services  

During NHSP-2 period, there was mixed progress on reducing cultural and economic barriers to 

accessing and utilisation of health care services. Despite the improved overall health outcome for 

maternal and child health at the national level, there is a significant differences in overall health 
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outcomes and health service access and use among different groups of people (Figure 1.5).There 

are still wide variations in health services availability, utilisation and health status across different 

socio-economic and geographical population groups, indicating the challenge of access and equity 

(David, et.al, 2013).  

Figure 1.5: Service use among the poor and rich populations in 2011 and 2014  

 

Similarly, in 2011 the under-five mortality rate for the poorest income quintile was 75 – more than 
double the rate of 36 for the wealthiest; and in 2014 for the poorest income quintile it is still 54 – 
more than double the rate of 26 for the wealthiest (Table 1.1). Similarly, inequity persists in urban 
and rural population.  

Table 1.1: Inequality in child mortality rates  

Indicator 

2011 (NDHS) 2014 (NMICS) 

Total  
Poorest 

quintile 

Richest 

quintile 
Urban Rural Total 

Poorest 

quintile 

Richest 

quintile 
Urban Rural 

Neonatal mortality rate 33 37 19 25 36 23 29 18 15 24 

Infant mortality rate 46 61 32 38 55 33 44 23 21 35 

Under five mortality rate 54 75 36 45 64 38 54 26 26 40 

In 2011, the infant mortality rate of 69 among Muslims and 65 for Dalits, as compared to 45 for 

Brahmins/Chhetris, also typifies the variation in health status existing between different 

caste/ethnic groups (MoHP 2011).  

An analysis of the data from Nepal Living Standard Survey (NLSS) done in 1995/96 and in 2010/11 

shows that paying for health care from own resources remains an important source of burden on 

households which accentuates existing inequities. More households face catastrophic expenses in 

rural compared to urban areas and are higher in the Tarai compared to hills and mountains (Figure 

1.6).  
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Figure 1.6: Distribution of households facing catastrophic expenses 

NHSP-2 witnessed a growing commitment to GESI in policy, strategy and in programmes. This 

commitment is well reflected in the next sectoral programme (NHSS 2015-20) which has the 

explicit objective of achieving more equal access to quality health services by all groups of people 

in Nepalese society. The implementation of NHSS should give explicit attention to how best to 

mainstream inclusion issues, ensure the equitable use of quality health services and how best to 

achieve universal health coverage.  

1.2.4 Improved health system to achieve universal health coverage 

During the NHSP-2 period, the government continued providing health services to the people 

through a decentralized health system. The good network of health delivery points, with at least 

one health post in every VDC, further extended through social service units, outreach clinics and 

camps; one PHCC in every electoral constituency; a district level hospital in every district and 

secondary level hospitals in zonal and regional levels has contributed to moving towards achieving 

universal health coverage. 

Despite the realisation of the importance of strengthening human resource management, weak 

management of human resources for health (HRH) continued to plague the sector under NHSP-2. 

Despite many efforts, almost all aspects of human resource production, recruitment, deployment 

and retention remain a challenge. Effective and efficient management of HR capacities remains 

weak. Fragmented training and orientation have made capacity development measures inefficient. 

Likewise, frequent deputations outside  duty stations have led to absenteeism of health workers 

(STS 2011, 2012, 2013). The motivation of health workers also remains a challenge. Some exercises 

on performance-based incentive have been carried out but these have yet to be adopted and 

rolled-out on a meaningful scale. 
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In addition, the government has extended the free drugs from 40 items to 70 items. And a social 

health insurance scheme is being piloted in three districts (Baglung, Kailali and Ilam) with the plan 

for gradual expansion.  

Despite some progress made towards establishing systems and controls for procurement of 

pharmaceutical supplies, more efforts are required to reform procurement management and 

supply chain systems. While progress has been made, concerns remain over the effectiveness of 

public financial management and accounting within the government. This is a key element in 

ensuring progress and confidence in the management of the sector. 

Incremental progress was made in monitoring and evaluation and health information 

management under NHSP-2. However, despite being an area of strategic importance, very little 

progress has been made in establishing an integrated approach to information management. 

Different information systems seldom ‘talk’ to each other and this has limited the use of 

information and evidence in decision making. The importance of an e-health strategy to leverage 

modern information and communication technologies in the health sector has however been 

recognised with the ministry’s drafting of a strategy.  

The current registration system for births and deaths is not up to the mark with only about one 

half of births being registered (NMICS 2014). There is a growing realization of the need for a robust 

civil registration and vital statistics (CRVS) system and MoH has now begun working with all 

stakeholders towards strengthening CRVS.  

During the NHSP-2 period, a more systematic and scientific basis for developing health 

infrastructure was realized and initiated. As a result, the quality of health infrastructure has 

gradually improved over time. 

There is also a growing recognition that improvements in health outcomes will require cross-

sectoral efforts to address all the main factors that affect public health. In this respect, efforts are 

on-going to improve local health governance and decentralise health service provision. In 2014, a 

Collaborative Framework to Strengthen Local Health Governance in Nepal was signed between 

MoH and the Ministry of Federal Affairs and Local Development (MoFALD) to prioritise health in 

the local development agenda. The NHSS 2015-20 provides a basis for collaboration between 

MoH, other ministries, the private sector and development partners.  

1.2.5 Progress on M&E 

There has been incremental progress in health sector monitoring and evaluation during the NHSP-

2 period. NHSP-2’s Results Framework (see Annex 1.1) was developed in the second year of NHSP-

2 to monitor progress against the framework indicators. The revision of HMIS to address data 

needs, particularly disaggregated data, of NHSP-2, programme divisions and centres; the 

harmonisation of health facility and population based surveys; the annual monitoring of NHSP-2’s 

Results Framework indicators during DoHS/MoH annual reviews and joint annual reviews (JAR) are 

some of the main M&E advances made by MoH during this period. Considerable data is produced 

through management information systems (MISs), studies and surveys. NHSP-2 utilised all sources 

of information including Management Information Systems (MIS), disease surveillance, vital 

registration, census, sentinel reporting, surveys, rapid assessments, and research to monitor its 

progress.  
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The revised HMIS has adopted DHIS2, a free open source public health analytical tool (software), 

developed by the University of Oslo, recommended by WHO and being used in about 45 countries 

across the globe. MoH began its roll out in the current fiscal year. The Early Warning and Reporting 

System (EWARS) under the Epidemiology and Disease Control Division (EDCD) has also adopted 

DHIS2 and is ready to roll it out in sentinel sites.  

Despite strong realisation of the importance of building inter-operability between the major 

information systems in the health sector functional linkages between them have yet to be 

established. As a first step towards this MoH has developed a unique coding system for all health 

institutions, which is in the process of endorsement and roll out. Once the unique code is rolled 

out and DHIS2 is functional this will create a platform for interoperability of information systems.  

During 2012/13 MoHP developed a Country Accountability Roadmap Nepal (CARN) adopting the 

Commission on Information and Accountability’s (COIA’s) framework. The ministry is working on 

its seven thematic areas namely Civil Registration and Vital Statistics; Monitoring of Results; 

Maternal Death Surveillance and Response; e-Health and Innovation; Monitoring for Resources; 

Review and Planning; and Advocacy and Outreach.  

Table 1.2 presents a synopsis of the national level population and health facility based surveys, 

reviews and assessments carried out during the NHSP-2 period. 

Table 1.2: National level surveys and studies carried out during the NHSP-2 period  

Survey Year By Remarks 

A. Population based surveys 

Nepal Demographic Health 

Survey (NDHS) 

2011 MoHP/USAID Cross sectional survey to assess access and 

utilization of health services and health 

outcomes. It is done in every five years' time 

interval. First round was done in 1996 and the 

other series in 2001, 2006 and 2011. The fifth 

round of NDHS (2016) is underway.  

Nepal Adolescents and 

Youth Survey 

2010/11 MoHP The survey is a nationally representative 

household survey on Adolescent and Youth 

(NAYS) conducted to generate adolescent and 

youth specific data in Nepal 

Nepal Living Standard 

Survey (NLSS) 

2011 Central Bureau of 

Statistics/World 

Bank 

The survey in 2011 is the third series, the first 

series was done in 1995/96 and the second in 

2003/04.  

Household Survey 2012 MoHP/NHSSP The study is a nationally representative cross-

sectional survey conducted to collect 

information on all women in the selected 

clusters who had delivered in a government 

institution in the last 12 months 

Further analysis of NDHS 

2011 on: 

 Impact of male migration 
on contraceptive use, 
unmet need and fertility 
in Nepal 

2013 MoHP and 

partner 

organisations  

Provide further analysis of NDHS 2011 data 

on key areas that are very important to assess 

progress and gaps, and ascertain 

determinants, in high priority public health 

programmes that the ministry is 
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Survey Year By Remarks 

 Maternal and child health 
in Nepal: The effects of 
caste, ethnicity and 
regional identity 

 Sexual and reproductive 
health of adolescents and 
youth in Nepal: Trends 
and Determinants 

 Trends and determinants 
of neonatal mortality in 
Nepal 

 Women's empowerment 
and spousal violence in 
relation to health 
outcomes in Nepal  

implementing. The work was carried out by 

technical professionals from the ministry and 

partner organisations who are directly 

working in the given area.  

Non Communicable 

Diseases Risk Factors: 

STEPS Survey Nepal 

2013 NHRC/WHO  Cross sectional study to determine the 

burden of risk factors for NCDs in Nepal  

Nepal Multiple Indicator 

Cluster Survey (NMICS): Key 

Findings and Tables  

2014 Central Bureau of 

Statistics/UNICEF  

The report is a part of the global MICS 

programme and contains detailed 

information on demographic, social, 

economic and cultural characteristics. 

Malaria TRac Study in 31 

Malaria risk districts  

2013 Population 

Service 

International 

Nepal 

TRac study evaluating LLIN use among general 

population and children under 5 years of age 

in 31 Malaria risk districts 

Women's Empowerment 

and Spousal Violence in 

Relation to Health 

Outcomes in Nepal: Further 

Analysis of the 2011 Nepal 

Demographic and Health 

Survey 

2013 MoHP, New ERA, 

and ICF 

International 

It is the further analysis study undertaken as 

part of the follow-up of Nepal Demographic 

and Health Survey, 2011 (NDHS) and provides 

data on fertility, family planning, maternal 

and child health, nutrition, and HIV/AIDS 

National Micronutrient 

Status Survey 

2015/16  

(on 

going) 

MoHP/Child 

Health Division  

The survey will assess micronutrient status 

among representative populations in Nepal, 

including specifically the status of vitamins A 

and B12, iron, folic acid, iodine, zinc and the 

condition of anaemia among vulnerable 

populations in the country. The survey will 

also collect information on anthropometry, 

infectious diseases (malaria, STH, H. pylori, 

visceral leishmaniasis), blood disorders, and 

markers of inflammation. Additionally, the 

survey will provide information on priority 

process and outcome indicators for national 

supplementation and fortification 

interventions, and other key nutrition 

interventions in the country.  
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Survey Year By Remarks 

B. Health facility based surveys  

Service Tracking Survey  2011 MoHP/NHSSP The first study done to support NHSP-2 to 

receive facility-based information in 169 

health facilities across 13 selected districts 

Service Tracking Survey  2012 MoHP/NHSSP STS 2012 is the second health facility survey 

conducted in 198 health facilities in selected 

13 districts to monitor the progress of NHSP-2 

Service Tracking Survey  2013 MoHP/NHSSP STS 2013 is the third health facility survey 

conducted in 224 health facilities in 13 

districts. In 2015 the STSs have been 

harmonized with the Nepal Health Facility 

Survey (NHFS).  

Facility Based Assessment 

for Reproductive Health 

Commodities and Services  

2012 United Nations 

Population Fund 

(UNFPA) 

The study conducted by UNFPA is a facility 

based assessment and assesses the 

availability and stock out of RH commodities 

as well as provision of quality Family Planning 

(FP) services. This survey has been 

harmonized with the NHFS 2015.  

Responding to Increased 

Demand for Institutional 

Childbirths at Referral 

Hospitals in Nepal: 

Situational Analysis and 

Emerging Options 

2013 Family Health 

Division /NHSSP 

Assesses the factors contributing to 

overcrowding in referral hospitals in Nepal 

and provides recommendations to overcome 

the emerging challenges.  

Facility Based Assessment 

for Reproductive Health 

Commodities and Services 

2013 United Nations 

Population Fund 

(UNFPA) 

 

Results from Assessing 

Birthing Centres in Nepal  

2014 Family Health 

Division, MoHP 

Assesses situation of birthing centres in Nepal  

Nepal Health Facility Survey  2015 MoH Assesses service availability, readiness and 

quality of health services. Harmonizes STSs, 

UNFPA supported health facility survey, SARA 

(WHO) and SPA (USAID). And also harmonizes 

resources from USAID, DFID/NHSSP, WHO 

and UNFPA. MoH plans to conduct this survey 

in every five years with a possibly of a mini-

survey in between two surveys.  

Voices from the 

Community: Access to 

Health Services, A Rapid 

Participatory Ethnographic 

Evaluation and Research 

(Rapid PEER) Study, Nepal. 

2012 Nepal Health 

Sector Support 

Programme 

The study provides understanding of the 

socio-cultural, economic, and institutional 

barriers to accessing health services 

experienced by poor and excluded women 

and men in Nepal 

Evaluation of Health Facility 

Management 

Strengthening Programme 

2012 MoHP and Nepal 

Family Health 

Programme 

The study measures the effectiveness of the 

HFMSP implemented in 13 districts 
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Survey Year By Remarks 

Assessing Biomedical Waste 

Management Practices 

among Health Care 

Institutions of Nepal. 

2013 Nepal Health 

Research Council, 

MoHP 

 

C. Others 

Social audit process 

evaluation  

2015 MoHP/NHSSP This is an independent process evaluation of 

implementation of the harmonized social 

audit approach in sampled districts. 

GESI mainstreaming in 

Nepal's Health Sector: 

Progress review and 

process documentation 

2013 MoHP/NHSSP  The document depicts achievements made in 

mainstreaming GESI in health sector. It also 

identifies enabling and constraining factors 

that have affected progress, and the lessons 

learned for health and other sectors. 

Rapid assessment of health 

and governance social 

mobilization programmes 

in two districts  

2014 MoHP/NHSSP The report documents implementation 

methods of social mobilisation programmes,  

assesses the potential to strengthen health 

and governance-related social mobilisation 

approaches. 

Assessment of the 

performance of hospital 

based one-stop crisis 

management centres 

2013 MoHP/NHSSP The Ministry of Health and Population 

(MoHP) introduced one-stop crisis 

management centres (OCMCs) in hospitals in 

2011 in order to provide integrated services 

to survivors of gender-based violence (GBV). 

The report assessed performance of four 

hospital based OCMCs and made 

recommendation to improve the functioning 

Social service unit pilot 

initiative (2013-2015) 

evaluation  

2015 MoHP/NHSSP This assesses the achievements, challenges, 

constraints, lessons learnt social service units 

(SSUs) established in eight referral hospitals 

beginning in 2012/13, and feeds to the Nepal 

Health Sector Strategy (2015-20) 

Rapid Assessment of the 

Demand Side Financing 

Schemes: Aama and 4ANC 

Programmes (7th Round)  

2014 MoHP/NHSSP  Rapid Assessment is the seventh in a series 

that is monitoring the implementation of the 

Aama Programme 

Unit Cost Analysis of the 

Health Facility 

Reimbursement made 

under the Aama 

Programme 

2015 Ministry of 

Health/NHSSP 

The study is done to assess the adequacy of 

the current rate of reimbursement under the 

Aama Programme in both public and private 

facilities 

Scoping Study on Burden of 

Disease Survey for Nepal 

2014 Ministry of 

Health, NHRC, 

IHME, 

NHSSP/DFID 

Assessed existing data sources and evidence 

available for Nepal. It identifies opportunities 

to refine country-level burden of disease; and 

assesses feasibility of estimating burden of 

disease at subnational level in the near future 
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Survey Year By Remarks 

National Health Account 

(NHA) 

2000 – 

2012 

MoHP Determines the financial burden on private 

households in the form of out-of-pocket 

expenditure, kind of services being 

purchased, and the level of catastrophic 

spending. Nepal has completed three rounds 

of NHA; First round covers 2000–2006; 

Second round 2006–2009; and Third round 

2009–2012. Fourth round (2012–to date).  

Mapping Human Resource 

Functions across MoHP and 

Other Government 

Ministries, Departments 

and Agencies 

2013 MoHP The study is carried out to support strategies 

and activities in the Human Resources for 

Health (HRH) Strategic Plan (2011-15) 

Human Resources for 

Health Nepal Country 

Profile 

2013 MoHP and Nepal 

Health Research 

Council  

An assessment of the health workforce to 

enable the development of a HRH profile 

Readiness of 

Comprehensive Obstetric 

and Neonatal Emergency 

Care in Nepal 

2011 National Health 

Sector Support 

Programme and 

MoHP 

The study is conducted to explore the context 

in which district level hospitals operate and 

the contributing factors that affect their 

readiness to provide Comprehensive 

Emergency Obstetric and Newborn Care 

(CEONC) services. 

TB Prevalence Survey 2015 on 

going 

National 

Tuberculosis 

Centre  

 

Strategic Review of Equity 

and Access 

Programme 

2012 MoHP The review was consultative and contains 

stakeholder’s views on the progress and 

challenges of implementing EAP 

Budget Analysis 2013 MoHP Analyses given budgets and actual 

expenditure for the given fiscal year 

Budget Analysis 2012 MoHP Analyses given budgets and expenditure for 

the fiscal year 
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1.3 Challenges  

 Functional linkages between information systems: Despite the fact that more integrated 

information management in the health sector was a prominent strategic direction for both 

NHSP-1 and NHSP-2, progress in this area has been slow. There needs to be improved links 

between the existing health-related information systems to improve the availability and use 

of information and evidence for decision making. Effective functional linkages and 

interoperability between the different management information systems are needed.  

 Data gaps: The following challenges have affected the proper and comprehensive monitoring 

of NHSP-2’s Results Framework: 

o The framework was only developed in the second year of NHSP-2.  

o The milestones and targets for a number of indicators were set without baselines.  

o No fixed sources of information were identified for monitoring the progress of 

some indicators. 

o Difficulties in establishing a system for regularly reporting on the indicators.  

o The indicators lacked ‘standard’ definitions to facilitate stakeholders in building a 

common understanding on interpretation and use of the indicators.  

o The large number of indicators created problems in monitoring them effectively. 

o Challenges based on the National Health Policy. 

These challenges have created problems in progress monitoring, resulting in there being no 

results data available for 2014 for about a quarter of the indicators.  

Further, for a number of indicators, the targets should have been reviewed since some had 

already been achieved by 2011, while for others there was little chance of them being 

achieved by 2015. 

 Separate reviews — The mid-term reviews of NHSP-1 and NHSP-2 highlighted the need to 

combine the Department of Health Service (DoHS) annual reviews and the joint annual 

reviews (JARs) but this has not yet taken place.  

 Data use — More disaggregated data generation and analysis is taking place, but its use in 

decision-making is yet to be widely practiced.  

1.4 The Way Forward 

1. Development of a Nepal Health Sector Strategy, 2015-20 Results Framework - Based on the 

experience of developing and using NHSP-2’s Results Framework, the process of developing 

NHSS-3’s Results Framework is being closely aligned with the development of the strategy 

itself. The framework was aligned with the NHSS strategy document and is being linked to the 

development of the implementation plan. Close attention was paid to ensure a manageable 

number of indicators, with a baseline figure identified for each indicator, and a specific source 

of information for monitoring milestones and targets. A compendium of indicators is being 

developed for each indicator that defines them and their use, disaggregation, source(s) of 

information, and the rationale and logic for setting each milestone and target.  
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2. Improved data availability — Work is on-going to ensure that all the indicators in the NHSS 

Results Framework have a specific source of data for the specified monitoring year. NHSS's 

M&E implementation plan is being developed to strengthen and establish routine information 

systems and to harmonise the population and health facility based surveys to provide data for 

the Results Framework indicators. The on-going Nepal Health Facility Survey, 2015 (NHFS 

2015) is a good example of survey harmonisation. There is however a need for greater 

coordination and collaboration between the NDHS and the NMICS to meet the data needs of 

the country for specific time periods. MoH and the Nepal Health Research Council (NHRC) 

need to work more closely on the design and implementation of other surveys, if needed, to 

meet the country’s data needs. A scoping study for the burden of disease survey was done to 

help meet national data needs. MoH needs to take forward feasible recommendations of this 

study to strengthen surveys, routine information systems and surveillance to generate the 

country specific data needed to compute burden of disease estimates for the country. There 

also needs to be improved collaboration and coordination with other agencies, such as the 

Nepal Police for data on suicide and the Road Department for data on road traffic accidents. 

Also, it is necessary to increase the use of data and evidence in health sector planning. 

MoH needs to proactively act upon strengthening and/or establishing and institutionalising a 

sound information system for the effective monitoring of NHSS (2015-20). For example, there 

needs to be a sound information system to track production, employment and deployment of 

the health work force working closely with professional councils and academic institutions.  

The ministry also needs to work closely with the health academic institutions to design 

academic courses as per the needs of the country. This will reduce the resources needed for 

on the job training by better linking skills development with national needs.  

There is a growing recognition that the Health Sector Information Strategy (HSIS), 2007, needs 

revising in the light of recent changes in technology, M&E and more generally in the health 

sector. Similarly, the e-health strategy needs further development to guide the leveraging of 

modern information and communication technologies for strategic health sector purposes. 

3. Integration of MISs — There needs to be a more integrated approach to information 

management especially through the better integration of MIS systems. This would see 

information systems interacting with each other to provide an enabling environment for 

better health information governance. 

4. Amalgamate reviews — Some of the recommendations from the mid-term reviews of NHSP-1 

and NHSP-2 are still valid and the implementation of NHSS (2015-20) should ensure that these 

are addressed including amalgamating annual reviews and the Joint Annual Reviews (JAR).  
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Annex 1.1: Progress against NHSP-2 Targets 

This section presents the progress on the NHSP-2 Results Framework indicators over the last five 

years. The main sources of data are the Health Management Information System (HMIS), the 

Nepal Multiple Indicator Cluster Survey 2014 (NMICS, 2014), the Nepal Demographic and Health 

Survey (NDHS) 2011, the Population Census 2011, the Service Tracking Survey, 2013 (STS 2013), 

the 2014 health facility survey (FARHCS) by UNFPA; and programme and administrative records of 

the Ministry of Health (MoH).  

Goal: “Improved health and nutritional status of people, especially the poor and excluded” 

Code Indicators 
Baseline Achieved  Target 

Data Source 2011 2014 2015  

G1 Total Fertility Rate (per woman)  
3 NHSP-2, 2010 

2.6 
[NDHS, 
2011] 

2.3 
[NMICS 
2014] 

2.5 

G2 Adolescent Fertility Rate (women aged 
15-19 years, per 1,000 women in that 
age group) 

98 NDHS-2, 2006 
81 

[NDHS 
2011] 

71 
[NMICS 
2014] 

70 

G3 Under-five Mortality Rate (per 1,000 live 
births)  55 NHSP-2, 2010 

54 
[NDHS 
2011] 

38 
[NMICS 
2014] 

38 

G4 Infant Mortality Rate (per 1,000 live 
births)  44 NHSP-2, 2010 

46 
[NDHS 
2011] 

33 
[NMICS 
2014] 

32 

G5 Neonatal Mortality Rate (per 1,000 live 
births) 33 NDHS 2006 

33 
[NDHS 
2011] 

23 
[NMICS 
2014] 

16 

G6 Maternal Mortality Ratio (per 100,000 
live births)  

250 NHSP-2, 2010 
281 190 134 

G7 HIV prevalence among men and women 
aged 15-24 years (per 100,000 
population)  

0.12  
M=0.2, 
F=0.05 

EPP/Spectrum 
modelling, 
2010 

NA NA 0.06 

G8 Malaria annual parasite incidence rate 
(per 1,000 population in one year) 

0.16 HMIS 
2010/11 

0.16 
[HMIS] 

0.15 
[HMIS] 

Halt & 
reverse 

G9 % of children under five years of age 
who are stunted  

49.3 NDHS 2006 44 
[NDHS 
2011] 

37.4 
[NMICS 
2014] 

28 

G10 % of children under five years of age 
who are underweight  

34 NHSP-2, 2010 29 
[NDHS 
2011] 

30.1 
[NMICS 
2014] 

29 

G11 % of children under five years of age 
who are wasted 

13 NDHS 2006 10.9 
[NDHS 
2011] 

11.3 
[NMICS 
2014] 

5 

G12 % of low birth weight babies  14.3 NDHS 2006 12.4 
[NDHS 
2011] 

24.2 
[NMICS 
2014] 

12 
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Purpose: “Increased utilisation of health services, and improved health and nutritional behaviour 

of the people, especially by the poor and excluded” 

Code Indicator Baseline 

Achievement 
Target 

Remarks 2067/68 2068/69 2069/70 2070/71 2071/72 

2011 2012 2013 2014 2015 2015 

P1 % of infants 
breastfed within 
one hour of birth 35 

[NDHS 
2006] 

44.5 
[NDHS} 

48.5 
[HHS] 

NA 
48.7 

[NMICS 
2014] 

48.7 
[NMICS 
2014] 

60 

NDHS data 
reflect 
children born 
in last 2 yrs. 
HHS data = 
children born 
in last 1 yr 

P2 % of infants 
exclusively 
breastfed for 0-5 
months 

53 
[NDHS 
2006] 

69.6 
[NDHS} 

65.9 
[NDHS 
2011] 

NA 
56.9 

[NMICS 
2014] 

56.9 
[NMICS 
2014] 

60 
 

P3 % of one-year-old 
children 
immunised 
against measles 

86 
[HMIS 2010] 88 

[HMIS} 
86 

[HMIS] 
88 

[HMIS] 
88 

[HMIS] 
85 

[HMIS] 
90 

 

P4 % of children 
aged 6-59 months 
who have 
received vitamin 
A supplements 

90 
[HMIS 2010] 

106 
[HMIS] 

101 
[HMIS] 

97 
[HMIS] 

142 
[HMIS] 

98 
[HMIS] 

≥90 
 

P5 % of children 
aged 6-59 months 
suffering from 
anaemia 

48 
[NDHS 
2006] 

46.2 
[NDHS, 
2011] 

46.2 
[NDHS, 
2011] 

46.2 
[NDHS, 
2011] 

46.2 
[NDHS, 
2011] 

46.2 
[NDHS, 
2011] 

43 
 

P6 % of households 
using adequately 
iodised salt 

80 
[NDHS 
2011] 

80 
[NDHS, 
2011] 

80 
[NDHS, 
2011] 

80 
[NDHS, 
2011] 

81.5 
[NMICS 
2014] 

[NMICS 
2014] 

88 
 

P7 Contraceptive 
Prevalence Rate 
(CPR) – modern 
methods (%) 

44 
[HMIS 2010] 

44 
[HMIS] 

43 
[HMIS] 

45 
[HMIS] 

45 
[HMIS] 

43 
[HMIS] 

67 

For married 
women of 
reproductive 
age 

P8 % of pregnant 
women attending 
at least four 
antenatal care 
(ANC) visits 

57 
[HMIS 2010] 

57 
[HMIS] 

57 
[HMIS] 

56 
[HMIS] 

59 
[HMIS] 

96 
[HMIS] 

80 

Calculated on 
basis of % of 
4 ANC as per 
1 ANC visit 

P9 % of pregnant 
women receiving 
Iron/Folic Acid 
(IFA) tablets or 
syrup during last 
pregnancy 

59 
[HMIS 2010] 

73 
[HMIS] 

68 
[HMIS] 

75 
[HMIS] 

72 
[HMIS] 

52 
[HMIS] 

90 

HMIS reports 
180 day 
supply of IFA 
to pregnant 
woman 

P10 % of deliveries 
conducted by a 
Skilled Birth 
Attendant (SBA) 

26.2 
[HMIS 2010] 

33 
[HMIS] 

39 
[HMIS] 

41 
[HMIS] 

43 
[HMIS] 

51 
[HMIS] 

60 
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Code Indicator Baseline 

Achievement 
Target 

Remarks 2067/68 2068/69 2069/70 2070/71 2071/72 

2011 2012 2013 2014 2015 2015 

P11 

% of women who 
had three 
postnatal check-
ups as per 
protocol (1st 
within 24 hours of 
delivery, 2nd 
within 72 hours of 
delivery, and 3rd 
within 7 days of 
delivery, as % of 
expected live 
births) 

49 
[HMIS 2010] 

51 
[HMIS] 

51 
[HMIS] 

50 
[HMIS] 

44 
[HMIS] 

20 
[HMIS] 

50 

Data for years 
2010, 2011, 
2012 and 
2013 
represents 
PNC of 1st 
visit. Only 
2014 data has 
for 3 PNC visit 

P12 

% of Women Of 
Reproductive Age 
(WRA) (15-49) 
with 
complications 
from safe 
abortions 
(surgical and 
medical) 

4.9 
[HMIS 2010] 

4.8 
[HMIS] 

4.5 
[HMIS] 

5.7 
[HMIS] 

5 
[HMIS] 

NA <2 
 

P13 
Prevalence rate of 
leprosy per 
10,000 population  

0.77 
[HMIS 2010] 

0.79 
[HMIS] 

0.85 
[HMIS] 

0.82 
[HMIS] 

0.83 
[HMIS] 

1.07 
[HMIS] 

Halt and 
reverse 

 

P14 
Obstetric direct 
case fatality rate 

NA 0.17 NA NA 
0.09 

[HMIS] 
0.09 

[HMIS] 
<1 

Total instit. 
maternal 
deaths 
reported/tota
l institutional 
deliveries x 
100 
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OUTCOME 1: Increased and equitable access to quality essential health care services 

Code Indicator 
Baseline 

data 
2011 

Achievement 
Targets 

Remarks 2067/68 2068/69 2069/70 2070/71 2071/72 

2011 2012 2013 2014 2015 2015 

OC1.1 

% population 
living within 30 
minutes travel 
time to a health 
post (HP) or sub-
health post 
(SHP) 

61.8 
[NLSS] 

61.8 
[NLSS] 

47.2 
[HHS 
2012] 

47.2 
[HHS 
2012] 

NA  NA 80 

 

OC1.2 

% of population 
utilising 
outpatient 
services at SHPs, 
HPs, primary 
health care 
centres (PHCCs) 
and district 
hospitals  

70 
[HMIS] 

70 
[HMIS] 

76 
[HMIS] 

76 
[HMIS] 

79 
[HMIS] 

73 
[HMIS] 

- 

 

OC1.3 

% of population 
utilising 
inpatient 
services at 
district hospitals 
(all levels of 
hospitals) 

9.1 
[HMIS, 
2011] 

9.1 
[HMIS] 

9.5 
[HMIS] 

9 
[HMIS] 

9 
[HMIS] 

2.4 
[HMIS] 

- 

 

OC1.4 

% of population 
utilising 
emergency 
services at 
district hospitals 
(all levels of 
hospitals) 

16.4 
[HMIS, 
2010] 

2.4 
[HMIS] 

2.7 
[HMIS] 

17 
[HMIS] 

17 
[HMIS] 

3.6 
[HMIS] 

- 

 

OC1.5 

Met need for 
emergency 
obstetric care 
(%) 

23 
[EOC 

monitoring] 

23 
[HMIS] 

 

15.9 
[HMIS] 

24 
[HMIS] 

23 
[HMIS] 

99.7 
[HMIS] 

49 

 

OC1.6 
% of deliveries 
by caesarean 
section (CS)  

4.6  
[NDHS] 

4.6 
[NDHS]  

3.9 
HHS 

1.3 
[HMIS] 

8.6 
[NMICS] 

14 
[HMIS] 

4.5 

NDHS 
data = for 
last 5 
years. 
HHS = for 
last year 

OC1.7 

Tuberculosis 
treatment 
success rates 
(%) 

90 
[HMIS] 

90 
90 

[HMIS] 
90 

[HMIS] 
90 

[HMIS] 
90 

[HMIS] 
90 

  

OC1.8 

% of eligible 
adults and 
children 
currently 
receiving 
antiretroviral 
therapy (ART) 

NA NA NA NA 
21.8 

[HMIS] 
NA 80 
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Outcome 2: Improved health systems to achieve universal coverage of essential health care 

services 

Code Indicator 
Baseline 

2011 

Achievement 

Targets 
Remarks 

FY 
2067/68 

2068/69 2069/70 
2070/71 2071/72 

2011 2012 2013 2014 2015 2015 

OC2.1 % of children 
under five with 
diarrhoea treated 
with zinc and oral 
rehydration salts 
(ORS) 

 
47.7 

[HMIS, 
2010] 

87.8 
[HMIS] 

 
79 

[HMIS] 
 

97 
[HMIS] 

96.4 
[HMIS] 

93 
[HMIS] 

40 

 

OC2.2 % of children 
under five with 
pneumonia who 
received 
antibiotics 

27.5 
[HMIS, 
2010] 

35.1 
[NDHS] 

26.9 
[HHS] 

42.1 
[HMIS] 

41 
[HMIS] 

NA 50 

 

OC2.3 Unmet need for 
family planning (%) 

25 
[NDHS, 
2006] 

27 
[NDHS] 

27 
[NDHS] 

27 
[NDHS] 

27 
[NDHS] 

27 
[NDHS] 

18 
 

OC2.4 % of institutional 
deliveries  

18 
[NDHS, 
2006] 

35.3 
[NDHS] 

36.5 
[HHS] 

45.3 
[HMIS] 

50 
[HMIS] 

52 
[HMIS] 

40 

NDHS 
data for 
last 5 
years. 
HHS & 
HMIS 
data for 
last year 

OC2.5 % of women who 
received 
contraceptives 
after safe abortion 
(surgical and 
medical) 

NA 
41 

[HMIS] 
33 

[HMIS] 
29.5 

[HMIS] 
24.3 

[HMIS] 
60 

[HMIS] 
60 

 

OC2.6 % of clients 
satisfied with their 
health care 
provider at public 
facilities  

68.4 
[NHSP-

2, 2010] 

96 
[STS 

2011] 

91.3 
[STS] 
2012 

89 
[STS 

2013] 

89 
[STS 

2013] 
NA] 80 

 

OC2.7 Tuberculosis case 
detection rate 

76 
[HMIS, 
2010] 

73 
[HMIS] 

73 
[HMIS] 

78 
[HMIS] 

83 
[HMIS] 

63 
[HMIS] 

85 
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Outcome 3: Increased adoption of healthy practices 

Code Indicator 
Baseline 

2011 

Achieved Target 

2067/68 2068/69 2069/70 2070/71 2071/72  

2011 2012 2013 2014 2015 2015 

OC3.1 % of children under 
five in high-risk 
areas who slept 
under a Long-lasting 
Insecticide-treated 
Bed net (LLIN) the 
previous night  

67.8 
[PSI 2011] 

67.8 
[PSI 2011] 

10.4 
[HHS] 

83 
[PSI 2013] 

83 
[PSI 2013] 

 80 

OC3.2 % of key populations 
at higher risk (FSWs, 
MSWs, MSMs, 
PWID, MLMs) 
reporting the use of 
condom at last sex 

      
 

Female sex workers 
(FSWs) - 

82.6 
(IBBS) 

    85 

Male sex workers 
(MSWs) 

37.8 
(IBBS 
2009) 

NA NA NA NA NA 80 

MSM 75.3 
(IBBS 
2009) 

NA NA NA NA NA 80 

PWID 
- 

46.5 
(IBBS) 

NA NA NA NA 80 

MLMs  53 
(IBBS 
2010) 

NA NA NA NA NA 80 

OC3.3 % of PWID reporting 
the use of sterile 
injecting equipment 
the last time they 
injected 

 
NA 

95.3 
[IBBS] 

NA NA NA NA ≥95 

OC3.4 % of households 
with hand washing 
facilities with soap 
and water nearby^ 

the latrine 

 
NA 

47.8 
[NDHS] 

18.4 
[HHS 
2012] 

18.4 
[HHS 
2012] 

72.5 
[NMICS 

2014] ** 

72.5 
[NMICS 

2014] ** 
85 

** Households with specific place for hand washing where water and soap or other cleansing 

agent are present (NMICS) 
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2 PUBLIC FINANCIAL MANAGEMENT 

2.1 Executive Summary 

There have been impressive achievements in the Ministry of Health’s (MoH’s) budget allocation, 

absorption, and financial management system over the five years of NHSP-2. The main gains have 

been the implementation of the Financial Management Improvement Plan (FMIP, 2012/13 - 

2015/16), the development and implementation of the Transaction Accounting and Budget 

Control System (TABUCS) which links budgets with expenditure, the strengthening of MoH’s 

internal financial control system, and the development and introduction of systems to reduce the 

proportion of audit queries made against audited expenditure. The latest International Health 

Partnership’s (IHP’s) country scorecard (for 2013) reported that Nepal has good quality public 

financial management systems. 

MoH has made significant headway in securing an adequate budget for the NHSP-2 period. This 

almost doubled from NPR 17.84 billion in FY 2009/10 to NPR 33.51 billion in FY 2014/15. MoH was 

able to reduce the number of reporting templates for its Financial Monitoring Reports (FMRs) from 

33 to eight and brought them into use while submitting the FMRs for each respective trimester. 

The MoH’s audit committee also took an active role in preparing the new audit clearance 

guidelines and building the capacity of financial management personnel. 

A major concern for both MoH and its external development partners is the universal 

implementation of TABUCS such that 100% of cost centres enter their financial data into the 

system. Another challenge is that Public Financial Management (PFM) structures and functions are 

designed at the sector level (macro level) to cater to the needs of all sub-sectors. This will require 

compliance with line item-based budgeting, which is not normally as flexible as performance- or 

output-based budgeting.  

TABUCS exceeded its ambitious target of making individual cost centres responsible for entering 

financial data, completing user training, and ensuring that more than 75% of expenditure is 

entered into the system. During this period, the TABUCS implementation committee realised the 

importance of including an authorisation module in the system. This has helped to track fund flows 

and increase the absorptive capacity of the MoH.  

MoH needs to carry out more output-based decision-making and make more effective use of 

available resources through decentralised needs-based planning, budgeting, and implementation. 

An organisational review is also needed on the structure and functioning of MoH and its 

operational entities.  

At present, the budget preparation process is insufficiently coordinated with the planning process. 

The use of expenditure data when preparing the following year’s budget would lead to improved 

absorptive capacity of the ministry. MoH’s and DoHS’s finance sections should be more involved in 

budget preparation and progress monitoring of AWPBs. 

2.2 Introduction 

Background — Public Financial Management (PFM) refers to the capability of Government to plan 

in accordance with national policy and fiscal framework, prepare budgets and ensure their timely 

release, carry out transparent and timely accounting for spending, and provide follow up financial 
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and value for money (VfM) audits of expenditure. During the NHSP-1 period (2004–2010) and five 

years of NHSP-2 (2010–2015), substantial progress was made to strengthen the MoH’s PFM 

system. These efforts contributed to the timelier authorisation of budgets, improved financial 

reporting through TABUCS, capacity building for audit clearance, and improvements in the 

decision making process through regular meetings of the ministry’s PFM committee. 

Objectives — This report summarises progress on financial management during FY 2014/15 and 

the major progress made over the second Nepal Health Sector Programme (NHSP-2) period (FY 

2010/11 to 2014/15). It highlights progress made on systems development, committee formation, 

expenditure patterns, financial auditing, and the addressing of related queries. It also describes 

the main challenges faced and makes recommendations on the way forward. 

2.3 Overall Progress 

In 2014/15 MoH made good progress in the following areas to strengthen PFM practices in Nepal’s 

health sector: 

1. Upgrading TABUCS 

2. Revising the Financial Management Improvement Plan (FMIP) 

3. Analysing NHSP-2 budget allocations and expenditure 

4. Endorsing the new audit clearance training manual for programme managers andfinance 

officers 

5. Improving the financial monitoring report (FMR) templates 

6. Regularising meetings of the Public Financial Management Committee 

7. Building the capacity of the programme managers and finance officers in audit clearance  

8. Performance-based grant agreements with seven major health institutions 

9. Supporting the Audit Committee. 

As a result of the continuous efforts of MoH and technical support from EDPs, the latest 

International Health Partnership’s (IHP’s) country scorecard (2013 results) reports that Nepal’s 

public financial management systems are of good quality. 

2.4 Upgrading TABUCS 

Under NHSP-2, with the technical assistance from NHSSP, MoH designed, piloted, rolled out and 

upgraded the Transaction Accounting and Budget Control System (TABUCS). TABUCS is a simple 

accounting tool that allows for the capture of basic accounting transactions in real time at source 

level, and enforces budgetary control procedures so that no expenditure can take place without an 

approved budget and activities. The basic functionality of TABUCS is as follows: 

1. Processes expenditures and payments. 

2. Automatically posts payments to ledger accounts and summary accounts. 

3. Processes cash, bank receipts and revenues. 

4. Automatically posts receipts to ledger accounts and summary accounts. 

5. Automatic posting in cash and bank books. 

6. Generates financial monitoring reports (FMRs) 
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TABUCS covers: 

 all income accruing from all sources at Spending Unit (SU)/ cost centre level 

 all expenditure made at SU/ cost centre level 

 programme- based, activity, output-based, and budget head-based budgets 

In 2013, MoH established a TABUCS Implementation Unit (TIU) to implement TABUCS across the 

country. A help desk followed in 2013 to resolve technical issues and implement TIU decisions. 

NHSSP provided technical support to design, pilot, build the capacity of planning and finance 

officers, and install TABUCS in all cost centres under MoH and establish and run the TABUCS help 

desk. The system was rolled out in all cost centres under MoH across the country by April 2014. 

Table 2.1 shows the major milestones in the development of TABUCS.  

Table 2.1: Major milestones in the development of TABUCS 

Period Milestone 

July 2011 TABUCS concept note prepared with the help of the international PFM/ICT 

consultant 

February 2012 MoH submitted a funding proposal for the design, piloting and implementation of 

TABUCS to the UK’s Department for International Development (DFID) 

February 2012 Selection of technical service provider 

September 2012 TABUCS implementation plan submitted by service provider 

November 2012 TABUCS specification and system design document prepared with the help of 

international PFM/ICT consultant  

December 2012 Assessment of cost centres selected for piloting 

January 2013 Selection of cost centres for piloting 

March 2013 Training of the users from selected pilot cost centres 

April 2013 Launching of TABUCS 

May 2013 Installation of software and data entry in selected pilot cost centres 

August 2013 Preparation of system manual, user manual, training manual, frequently asked 

questions, and situation analysis report 

August 2013 Reflection workshop of piloted cost centres 

October 2013 MoH decides to roll out TABUCS to all cost centres across the country 

December 2013 Training of trainers for TABUCS completed 

June 2014 TABUCS user training completed. Altogether 350 participants from 223 cost centres 

with are trained in 18 batches 

December 2015 Developed and integrated the earthquake module in TABUCS  

December 2015 Upgraded electronic Annual Workplan and Budget (eAWPB) to allow the district 

level planning and budgeting 

2.4.1 Improved Systems Performance 

As can be seen from some of the key performance indicators below, the overall financial 

management system of MoH has improved markedly. 
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Table 2.2: Key Indicators and Remarks 

Key Indicators Before After Remarks 

Preparation of 

FMR 

More than 

three 

months 

Within one 

week 

Before TABUCS was in place, preparation of FMRs on the 

budget and expenditure of the government and also the 

advance given by the donors used to take more than three 

months but now the same reports are available within one 

week. 

Completion of 

cost centre 

Financial 

Comptroller 

General Office 

(FCGO) reports 

More than 

one month 

One day With the usage of TABUCS software, completion of reports 

on budget and expenditure statement as per foreign 

currency can be taken immediately (same day) which 

earlier took more than a month to compile. 

Distribution of 

budget to all cost 

centres 

More than 

one month 

One week Distribution of budget to all the cost centres used to take 

more than a month but with the implementation of 

TABUCS the time is now reduced to a week. 

Audit queries - Help to 

reduce 

With the introduction of TABUCS system, audit queries are 

reduced to a large extent 

2.4.2 Feedback from users 

Sabin Adhikari (TABUCS operator), National Health Training Centre:  

“As one of the operators of TABUCS I am now used to a simple click process in my 

accounting desk. It's simply a good feeling that TABUCS gives me compared to the 

manual accounting process of the past. This platform gives space for archiving salary 

sheets, updating the grades of staff, staff professional details, and much more. The 

automatic system of providing other details after completing a voucher is the best 

specialty of this system because not only vouchers, but monthly balance sheets, bank 

cash book, activity-wise expenditure reports are automatically generated after voucher 

entry. This system gives me joy having access to a scientific and systematic accounting 

package with the help of electronic devices wherever I am. It is less time consuming, 

more reliable, authentic, and supports transparent accounting. These are the other 

things I like about this system. To sum up, I can only say this is a complete and reliable 

way for keeping the accounts in any office.” 

Tikaram Kahar (computer operator), Banke District Public Health Office: 

“To manage the recording and reporting of expenditure, revenue, deposit and payroll, I 

have been using TABUCS since fiscal year 2012/13. After using the system, I can generate 

complete and accurate accounting reports in a punctual manner. In this way it becomes 

easy to report to the concerned offices on a timely and regular basis.” 

2.5  Revising the Financial Management Improvement Plan 

In 2011/12, a FMIP was prepared for FY 2012/13 to 2015/16 and endorsed by the MoH. The plan is 

in line with the Government of Nepal’s (GoN’s) Public Expenditure and Financial Accountability 

(PEFA) Framework (http://www.pefa.gov.np). The objective of the FMIP is to extend good 

http://www.pefa.gov.np/
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practices and implement new initiatives within MoH. It contains explicit indicators on MoH's 

current practices of financial planning, accounting procedures, internal controls, financial 

reporting, monitoring, auditing, and transparency measures, as per the requirements of NHSP-2’s 

Governance and Accountability Action Plan (GAAP). The overall thrust of the FMIP is to reduce 

fiduciary risk and improve overall financial accountability in the health sector. 

Noting the findings of the fiduciary risk assessments (FRA) of the World Bank and DFID in 2013, 

MoH revised its FMIP in 2014 and subsequently endorsed the revised version. The revised FMIP 

has been circulated to all MoH cost centres and uploaded to the MoH's website.  

Table 2.3: Progress against major FMIP indicators 

FMIP indicator Achievement to 2014/15 

Audit queries in the audit report cleared to about 35% Achieved: 45.18%  

Financial monitoring reports are prepared within 45 days 

of the end of the trimester 

Achieved 

Audit reports are prepared and submitted within nine 

months of the end of the fiscal year 

System is being established within 

TABUCS  

Funds disbursed to hospitals based on their performance System established in seven hospitals  

In December 2015, MoH further revised the FMIP and sent it to EDPs for their inputs. The revised 

FMIP will cover the period of 2015- 2020.  

2.6 Analysing NHSP-2 Budget Allocation and Expenditure 

2.6.1 MoH’s budget has doubled in NHSP-2 period  

Table 2.4 shows the trend of Gross Domestic Product (GDP), the national annual budget, and the 

MoH’s annual budget and related expenditure levels. 

Table 2.4: Trends of GDP, and National and MoH budgets and expenditure (in NPR billion) 

Categories 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 

GDP 654 728 816 988 1,193 1,367 1,527 1,693 1,929 NA  

National 
budget 

127 144 169 236 286 338 385 405 517 618 

MoH budget 8 9 12 15 18 24 25 20 30 33.51 

National 
expenditure 

111 134 161 220 260 295 339 359 450 NA  

MoH 
expenditure 

6 7 10 13 16 18 20 19 23 NA  

National 
absorption 
rate 

87.4 92.8 95.5 93.1 90.8 87.4 88.1 88.6 87.0 NA  

MoH 
absorption 
rate 

76.0 80.6 81.4 84.9 89.2 76.3 81.2 94.1 75.1 NA  

Source: GoN Red Book, 2006-2014. NA= not applicable  

The health budget more than doubled in the NHSP-1 period (from NPR 8 billion in FY 2005/06 to 

NPR 18 billion in FY 2009/10), while there has been a proportionately lower increase in NHSP-2 
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(from NPR 24 billion in 2010/11 to NPR 33.51 billion in FY 2014/15). The budget for health 

increased more than fourfold. At the same time, MoH’s budget decreased from 6.29% of the 

national budget in FY 2005/06 to 5.42% in FY 2014/15. This was mainly because GoN increased the 

budget for other sectors, notably education and social security. Except for FY 2012/13, MoH’s 

absorption rate in the NHSP-1 and 2 periods has been lower than that of the national budget. Note 

that 2012/13 was considered as an expenditure year meaning that MoH received the amount it 

had spent in the previous year. This suggests that MoH’s budget absorption capacity needs to be 

improved. There was an increasing trend of budget absorption in the NHSP-1 period compared to 

during NHSP-2. This does not mean that MoH has been weak in implementing NHSP-2, rather that 

political instability delayed the production of budgets or full budgets during, which negatively 

affected absorption.  

2.6.2 Budget and expenditure by source of funds 

GoN’s Red Book mainly covers government funds and contributions from EDPs. The latter provides 

pooled and direct funding. The government increased its funding to MoH from NPR 13.9 billion in 

FY 2010/11 to NPR 22 billion in 2014/15 (Table 2.5). The same period saw only a small increase in 

pooled and direct funding. It is important to note that the reporting of expenditure under direct 

funding has been weak over the years.  

Table 2.5: Budget and expenditure (%) by sources of fund (NPR billion) 

 2010/11 2011/12 2012/13 2013/14 2014/15 

Source NPR % NPR % NPR % NPR % NPR 

GoN  13.9 85.4 15.2 90.8 11.7 105.7 20.1 76.5 22.0 

Pool funds 6.0 69.5 6.2 76.2 5.8 85.2 6.1 98.9 6.7 

Direct funds 3.9 54.2 3.6 48.6 2.7 63.3 4.2 33.3 4.8 

MoH total 23.8 76.3 24.9 81.2 20.2 94.1 30.4 75.1 33.5 

Source: Red Book, 2010-2014 

2.6.3 Budget and Expenditure by Central and District Level 

More than 50% of MoH’s budget was allocated to the district level in the first four years of NHSP-2 

(Table 2.6).  

Table 2.6: MoH budget and expenditure by central and district levels (NPR billion) 

Level 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 

 NPR % NPR % NPR % NPR % NPR % NPR % 

Budget 

Central 8.3 46.8 11.4 48.0 11.6 46.4 9.1 44.9 14.1 46.4 17.0 50.6 

District 9.5 53.2 12.4 52.0 13.4 53.6 11.2 55.1 16.3 53.6 16.6 49.4 

Total 17.8 100 23.8 100 24.9 100 20.2 100 30.4 100 33.5 100 

Expenditure 

Central 6.4 40.5 8.0 43.8 8.1 40.0 8.6 45.1 9.7 42.5 NA NA  

District 9.5 59.5 10.2 56.2 12.1 60.0 10.5 54.9 13.1 57.5 NA NA  

Total 15.9 100 18.2 100 20.2 100 19 100 22.9 100 NA NA  

Source: MoH, 2010-2014 
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The data shows that a higher proportion of district level budgets was spent in the first four years 

of NHSP-2 compared to central level budgets. This could be due to weak central level procurement 

practices. 

2.6.4 Budget and Expenditure by Organisational Level  

In the first four years of NHSP-2 the DoHS held between 74.1% and 91.6% of the MoH’s budget 

while the Department of Drug Administration (DDA) held the lowest proportion.  

Table 2.7: Budget (NPR) and absorption (%) rate by MoH organisations (NPR billion) 

Level 2009/10 2010/11 2011/12 2012/13 2013/14 2014/1
5 

NPR % NPR % NPR % NPR % NPR % NPR 

MoH 1.3 71.5 1.9 70.6 2.1 68.6 1.7 94.5 2.6 77.7 4.2 

DoHS 13.1 88.9 17.6 74.6 17.8 83.3 14.5 91.6 20.1 74.1 21.0 

DDA 0.0 90.5 0.0 83.4 0.0 93.8 0.0 112.3 0.1 94.0 0.1 

DoA 0.4 98.4 0.5 91.5 0.5 98.8 0.5 99.8 1.1 65.2 0.9 

Centres 1.1 84.9 1.4 80.2 2.3 57.4 1.7 80.2 3.5 46.0 3.2 

Hospitals 1.8 105.0 2.3 88.0 2.3 95.7 1.8 124.4 3.2 114.9 4.0 

Total 17.8 89.2 23.8 76.3 24.9 81.2 20.2 94.1 30.4 75.1 33.5 

Source: MoH, 2010- 2014 

The data also shows a large increase for hospitals in the NHSP-2 period in tandem with their good 

budget absorption capacity. 

2.6.5 Allocation and Expenditure by EHCS, Systems Support and Beyond EHCS 

MoH has prioritised the Essential Health Care Services (EHCS) budget as it has accounted for the 

majority of MoH’s budget in the NHSP-2 period. This is in line with the NHSP-2 strategy. MoH has 

categorised the activities which come under EHCS and included it in the e-AWPB system, which 

has made it easier to calculate the budget allocated to EHCS.  

Table 2.8: Allocation (NPR) and expenditure (%) by EHCS, systems support and beyond EHCS 
(NPR billion) 

Type 
2010/11 2011/12 2012/13 2013/14 2014/15 

NPR % NPR % NPR % NPR % NPR 

EHCS 16.6 78.6 18.6 81.9 15.1 90.7 21.2 73.2 22.5 

Beyond EHCS  1.8 88.5 1.9 95.6 1.6 124.2 2.9 104.0 3.6 

System 
components 5.4 65.3 4.4 71.9 3.6 95.5 6.3 68.2 7.4 

Total 23.8 76.3 24.9 81.2 20.2 94.1 30.4 75.1 33.5 

Source: MoH 2010-2014 

The increased ‘beyond EHCS’ budget is due to the increased budgets to hospitals. The budget for 

system components, which includes decentralised service delivery, private/NGO sector 

development, sector management, health financing/resource management, logistic management, 

human resource development, and information system management, has increased from the first 

to the last year of NHSP-2. The amount spent on system components and beyond EHCS has 
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increased proportionately more than that spent on EHCS indicating that MoH has been 

increasingly prioritising these two service areas.  

2.7 Endorsing Audit Clearance Training Manual 

In 2012/13, MoH prepared its audit clearance guidelines, with the audit committee taking the lead 

in finalising them. These guidelines were endorsed on the 13th February, 2014, and the MoH’s 

Finance Section is taking the lead in implementing them. MoH has suggested to DoHS that it needs 

to build the capacity of its finance officers on public financial management, and especially audit 

clearance, internal control, and financial governance. DoHS has subsequently prepared a proposal 

and requested funding from the NHSSP’s Technical Assistance Response Fund (TARF) to carry out 

this work. The new MoH internal control guidelines were also officially endorsed in this reporting 

period (on the 15th March, 2014). MoH has circulated these two guidelines to all its cost centres 

and all 75 District Treasury Comptroller Offices (DTCOs). 

On the 20th February, 2014, MoH instructed all of its cost centres to implement the audit clearance 

guidelines. Importantly, a separate module has been built into TABUCS to track progress on audit 

clearance. The NHSSP has supported MoH to prepare a detailed record of the audit queries by all 

cost centres for 2069/70 (2013/14). This should help reduce the number of queries and increase 

the proportion of cleared queries by providing evidence of the extent of audit queries to policy 

makers, managers and finance officers. In July 2015, MoH endorsed the training manual on Audit 

Clearance for the programme managers and finance officers.  

2.8 Improving FMR templates 

Financial monitoring reports (FMRs) need to be submitted within 45 days of the end of each 

trimester (four-monthly period) and are the main basis for the disbursement of funds by pool fund 

partners. The following important developments from the current reporting period will enable the 

more timely submission of these reports: 

 The MoH, with support from the NHSSP/Crown Agents and consent from EDPs, reduced the 

number of associated reporting templates from 33 to eight in order to streamline reporting. 

 In November 2013, MoH was connected with the financial management information system 

(FMIS) of the FCGO. Since a major cause of delays in submitting FMRs has been the time 

consuming process of collecting and compiling reports from the FCGO, it is anticipated that 

this new connectivity and the inclusion of FMRs in the TABUCS will facilitate a more timely 

submission of FMRs. 

The EDPs require reliable regular financial reports from implementing ministries. The World Bank, 

as part of its PFM, had defined the production of “Audited Cash Receipts and Payments Financial 

Statements and Audited Budget/Actual Comparative Statements” by the selected entities as one 

of the main requirements from the MoH. TABUCS has enabled MoH to produce these financial 

statements and significantly reduce the time required for the production of financial monitoring 

reports. Please see Table 2.9 to see the number of days now required to produce FMRs. 
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Table 2.9: Days taken to produce the FMR 

Fiscal Year FMR 
Type 

Period Due Date Prepared Date Number of Days 
Taken 

2012/13 1st July to Nov 12-Dec 15-Feb-13 76 

 2nd Nov to March 13-Apr 20-Sep-13 172 

 3rd March to July 13-Aug 26-Nov-13 117 

2013/14 1st July to Nov 13-Dec 7-Feb-14 68 

 2nd Nov to March 14-Apr 28-Jul-14 118 

 3rd March to July 14-Aug 10-Dec-14 131 

2014/15 1st July to Nov 14-Dec 14-Nov-14 -17 

 2nd Nov to March 15-Apr 26-Mar-15 -6 

 3rd March to July 15-Aug 22-Aug-15 21 

MoH submitted its audited financial statements for FY 2012/13 to the World Bank on the 14th 

August, 2014. Note that a continuing challenge is that MoH still has to rely on the FCGO’s FMIS 

data to prepare and finalise its FMRs. 

2.9 Regularising Meetings of PFM Committee 

MoH formed a PFM committee in 2012/13 to improve MoH financial management. The chief of 

the Policy Planning and International Cooperation Division (PPICD) chairs this committee whose 

members are high level health officials and EDP representatives (see Table 2.10). The committee 

has led the introduction and approval of the FMIP. 

Table 2.10: Composition of PFM Committee (Source: MoH 2013) 

 Members Position 

1 Chief, PPICD (MoH) Chairperson  

2 Chief, Human Resources and Financial Resources Management Division 

(HR & FRM Division, MoH) 

Member  

3 Director, Logistics Management Division (DoHS) Member  

4 Under-secretary, PPICD (MoH) Member  

5 Chief, MoH Finance Section Member  

6 Chief, DoHS Finance Section Member  

7 DFID Member  

8 World Bank Member  

9 USAID Member  

10 KfW Member  

11 AusAID Member  

12 NHSSP Member  

The several rounds of formal and informal meetings of the committee focussed on revising the 

FMIP. The committee agreed to revise the FMIP, formed a working group, and requested this 
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group to finalise the plan. It agreed to include the recommendations of the World Bank and DFID’s 

fiduciary risk assessments into the revised FMIP. 

The committee held a PFM progress sharing meeting with the health secretary. At the April 2014 

meeting, officials discussed the proposed revision of the FMIP, the draft procurement 

improvement plan, and the major findings of the World Bank and DFID’s fiduciary risk assessment. 

The meeting was attended by programme managers and finance section chiefs from most DoHS 

centres and divisions. In December 2015, a meeting was organised to discuss a revision of the 

FMIP in line with the NHSS 2015-2020 programme. The committee has decided to circulate the 

revised FMIP to the EDPs.  

2.10 Building Capacity on Audit Clearance 

A training of trainers course was run to prepare trainers required to deliver the five day training in 

all development regions. The curriculum of the training was endorsed by the technical committee 

and the training was held in August 2015 for 25 trainers.  

A five day-long training course for programme managers and financial staff was conducted under 

this project. The following numbers of trainees were trained:  

 Western region, Pokhara 76 

 Central region, Kathmandu 54 

 Far West region, Dhangadi 55 

Three regional workshops were conducted in Western, Central, and Far West regions and a total of 

185 out of 466 participants were trained. Due to the devastating earthquake and political 

disturbances in the Tarai, not all trainings could be completed.  

2.11 Finalising Performance-Based Grant Agreements with Health Institutions 

Under NHSP-2, MoH is improving financial management by implementing the actions specified in 

the GAAP. The GAAP calls for a shift towards output-based budgeting, timely fund release 

(including grants), the timely preparation and submission of trimesterly and annual financial 

reports, transparent operating procedures for non-state partners, periodic performance reviews 

and social audits, and taking prompt action on audit irregularities. In the previous year (2012/13), 

MoH finalised the first performance-based grants agreements with the following seven health 

institutions, which are continuing in FY 2013/14: 

1. Bayalpata hospital, Achham (Nyaya Health) 

2. Bhaktapur Cancer Hospital, Bhaktapur 

3. Nepal Eye Hospital, Kathmandu 

4. Nepal Netra Jyoti Sangh 

5. Suresh Wagle Memorial Cancer Hospital, Kathmandu (Tribhuvan University Teaching Hospital) 

6. National Kidney Centre, Kathmandu 

7. BP Koirala Lions Centre for Ophthalmic Studies 

In 2012/13, MoH prepared a standard monitoring framework for these agreements. This 

framework was revised in October 2014 after testing it in the seven institutions with agreements 

and in eight without such agreements. The Monitoring and Evaluation (M&E) framework was 
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prepared for the seven health institutions using the generic performance objectives and outputs 

and the 12 indicators.  

2.12 Audit Committee and Status  

2.12.1 Audit committee  

MoH formed an Audit Committee in April 2012 with the objective of improving financial discipline. 

The secretary of MoH chairs the committee. The committee’s role includes strengthening the 

internal control system, ensuring financial discipline, organising regular meetings and responding 

to audit queries. This committee has taken the lead in preparing and finalising MoH’s audit 

clearance guidelines and internal control guidelines.  

Table 2.11: Composition of MoH’s Audit Committee 

 Position and office Committee position 

1 MoH Secretary Chairperson  

2 Chief HR&FM Division (MoH) Co-chairperson 

3 DoHS Director General Member  

4 DoHS Finance Section Chief Member  

5 Health Sector Reform Unit (HeSRU) Chief Member  

6 MoH Finance Section Chief Member Secretary 

Source: MoH 2013. Decision of the Audit Committee 

The committee recently instructed all concerned cost centres to clear their audit backlogs and also 

committed to build the capacity of finance officers on clearing audit backlogs. 

2.12.2 Status of audit queries  

Figure 2.1 shows the progress on the annual clearance of the audit queries concerning MoH’s 

budget and expenditure. The trend shows that further work is needed in this area including to 

strengthen the capacity of MoH to prepare its audit status reports. A high level of commitment is 

needed to prevent irregularities and ensure the timely clearance of queries.  

Most audit queries in the NHSP-2 period have been due to non-compliance with legal provisions, 

weak internal financial controls, and weak budget implementation. The cumulative amount of 

total irregularities concerning the MoH’s budget reported by the Office of the Auditor General 

(OAG) was NPR 2.42 billion in its 48th report (2010/11) and NPR 4. 3 billion in FY 2013/14. Forty 

five percent of these queries had been cleared by MoH as of the end of FY 2013/14. A significant 

proportion of audit queries across the NHSP-2 period were due to unsettled advances. MoH 

believes that the proper implementation of its audit clearance guidelines, internal control 

guidelines, and procurement implementation plan will reduce the proportion of audit queries in 

the coming years.  
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Figure 2.1: Trends in the clearance of audit queries related to MoH’s budget (%) 

 

Source: MoH, 2015 

2.13 Major Challenges 

A number of challenges remain that need to be overcome for MoH to institute a fully functioning 

public financial management system. These are outlined below. 

a) Rolling out TABUCS across the country — A major concern of both MoH and the EPDs is the 

complete implementation of TABUCS such that 100% of cost centres enter their financial data into 

TABUCS. Some other challenges include:  

 Due to the many responsibilities of accountants/account officers; in some cost centres, some 

officials were unavailable to prepare vouchers in TABUCs. This may also apply in the future. 

 Manually prepared vouchers have traditionally been drawn up against budget line items. 

However, TABUCS requires that data be entered on a programmatic basis. This proved a 

major challenge in district health/district public health offices. A related challenge was 

motivating the accountants and account officers to prepare the vouchers in accordance with 

TABUCS instructions. 

 The unavailability of electricity during the day due to load shedding meant that some cost 

centres had to prepare expenditure vouchers manually.  

b) Budget Preparation and Execution — The following have been major issues affecting the MoH’s 

budget preparation and execution in the NHSP-2 period: 

 The frequently delayed approval of the final annual budget has led to funds being released 

late to spending units. 

 The FY 2012/13 was exceptional as the government made the budget based on the previous 

years’ expenditure and the entire year passed without a full budget. This impacted the 

absorption of EDP funds by MoH very negatively as less priority was given to programme 

implementation.  

 The budget preparation process is insufficiently coordinated with the planning processes. 

 There is need of further involvement of MoH’s and DoHS’s Finance Sections during budget 

preparation and progress monitoring. 
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c) Challenges beyond MoH’s Direct Control — The PFM structures and functions are designed at 

the sector level (macro level), which caters to the needs of all sub-sectors including the MoH. This 

is one of the challenges for MoH as it has to comply with line item-based budgeting, which is not 

usually as flexible as performance- or output-based budgeting. The following implementation-level 

challenges are also mostly outside of MoH’s direct control:  

 The reconciliation of central financial statements: Due to delayed information from the 

Ministry of Finance (MoF) on virements, MoH faces difficulties in reconciling its central 

financial statements. This is a key obstacle in finalising the financial reports including third 

(final) trimester’s FMRs. 

 Accounts not presented for auditing: Cost centres whose accounts are taken by the 

Commission for Investigation of Abuse of Authority (CIAA) or district administration offices 

(DAO) for investigation are not able to present these accounts for auditing. In 2013/14, this 

led to such accounts being treated as queries because they were unavailable for checking, 

therefore increasing the volume of queries. This was recorded as an audit observation. 

 Auditing issues: Direct expenditure by external development partners and their audit reports 

not being presented to the responsible government authorities are major public financial 

management concerns. Another challenge is that much EDP technical assistance expenditure 

is not submitted to the OAG during audits.  

d) Auditing — The government’s devolution process does not require DTCOs to conduct internal 

audits for devolved districts, recommending instead that internal audits are carried out by 

independent auditors and copied to DTCOs. However, the DoHS does not have the sufficient staff 

capacity to follow up on the many internal and external audits in a timely way. 

e) Local Revenues not Recorded in MoH expenditure — There is currently no national mechanism 

to capture the local revenue and expenditure of health facilities. This may contribute to increasing 

fiduciary risks at health facilities. MoH wants to introduce guidelines or a strategy to address this 

issue. Note that TABUCS enables MoH to capture local revenues. 

e) Implementation of PBGA Monitoring System — The key challenges to implementing 

performance-based grant agreements (PBGAs) between MoH and health institutions are:  

 The lack of a functional PGBA monitoring system 

 The lack of capacity of a concerned official at MoH to manage the system 

 The lack of knowledge of hospital administrators to adequately report against the PBGA 

monitoring framework 

 Delays in finalising PBGA annual contracts and subsequent fund flow from the MoH 

2.14 The Way Forward 

a) TABUCS rolled out to all cost centres — TABUCS exceeded its ambitious target of making cost 

centres responsible for entering financial data, completing users’ training, and ensuring that more 

than 75% of expenditure was entered into the system. During this period, the TABUCS 

implementation committee realised the importance of adding an authorisation module which has 

been now incorporated into the system. This has helped to track fund flows and increase the 

absorptive capacity of the MoH. There are a number of issues that still need to be addressed in the 

short term: 
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 First and foremost is the need to ensure the full functioning of the various TABUCS modules 

and to use its findings in local planning processes. 

 Further, it is important to ensure security measures are in place and to make sure that all cost 

centres have a designated computer assigned for TABUCS.  

 The audit committee and public financial management committee should hold more regular 

meetings and make discussions and decisions on TABUCS.  

 Finally, continuous technical input is required to make TABUCS error free and to motivate 

users to enter data so that TABUCS can become fully functional in all of the cost centres under 

MoH across the country.  

b) Need for more output-based decision making — MoH needs to carry out more output- based 

decision-making and make more effective use of available resources through decentralised needs-

based planning, budgeting, and implementation. Carry out an organisational review of the 

structure and functioning of MoH and its entities. 

c) Budgeting-planning coordination — The budget preparation process is insufficiently 

coordinated with the planning process. The use of expenditure status while preparing the 

following year’s budget would improve the absorption capacity. MoH’s and DoHS’s Finance 

Sections need to be further involved in budget preparation and progress monitoring.  

d) More budget with timely budget approval — MoH been unable to secure more than 7% of the 

national budget in the NHSP-1 and NHSP-2 periods. MoH should develop and implement a 

National Health Financing Strategy to identify and prioritise the funds required to deliver universal 

health coverage. The delayed approval of most annual budgets has been the major challenge for 

the proper execution of health budgets. This delay has also contributed to some cost centres 

violating the financial rules and regulations for procurement. This results in a lower absorptive 

capacity and weakens the negotiating capacity with the MoF. Adherence to a budget calendar 

should be introduced and implemented.  

e) Capital expenditure — MoH needs to improve its planning, budgeting, and spending capacity. 

Most importantly, it needs to improve on capital expenditure, especially to run the upgrading of all 

of its sub-health posts (SHPs) to health posts. MoH needs to strengthen and institutionalise its 

purchasing function.  

f) Local revenue and expenditure — There is no national mechanism to capture local revenues 

and expenditures that occur in health facilities. MoH must build the capacity of hospitals to 

capture local revenues and capture local resources in TABUCS to give a more comprehensive 

picture of income and expenditure. 

g) Ensure the implementation of audit clearance and internal control guidelines — 

Implementation of the audit clearance and internal control guidelines is a major reform agenda of 

NHSS. Strong implementation through a dedicated entity with a strong monitoring framework will 

help organisations under MoH to respond to the queries of external development partners’ 

financial risk reviews. 

h) Strengthen the system for PBGAs: 

 Establish a performance-based grant agreement section within MoH with staff with 

accounting, a Management Information System (MIS), and hospital management expertise 
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 Build MoH, DoHS and health institutions’ capacity in performance-based grant management 

 Evaluate the reasons for delayed contracting and fund release, and then adapt future 

approaches 
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3 TECHNICAL ASSISTANCE REVIEW 

3.1 Background 

Technical cooperation (TC) has played an important role in the development of Nepal’s health 

sector. This assistance has been mobilised with the joint collaboration of GoN/MoH and its 

support partners in line with harmonization principles outlined in the Paris Declaration on Aid 

Effectiveness, Accra Agenda for Action and Busan Partnership Framework.  

GoN’s Development Cooperation Policy (2014) provides the statutory framework for such 

collaboration while the JFA and successive bilateral and multilateral agreements helped identify 

key areas requiring technical assistance (TA). Successive JARs and Aide Memoires have also helped 

focus TA in areas of key concern. Whether combined with financial aid through pool fund partners 

or provided by non-pool partners, including NGOs, technical assistance has been a central feature 

of NHSP-2 design and implementation.  

3.2 Progress and Achievements 

NHSP- 2 identified the preparation of an annual Technical Assistance Plan, linked to MoH’s Annual 

Work Plan and Budget, as a priority in order to help formulate and monitor development 

cooperation inputs. However, while multiple partners provided specialised TA inputs, uncertainties 

over external agency priorities, timeframes and budgets made the preparation of a single 

integrated plan difficult and maintaining it extremely difficult. Further, no plans for an assessment 

of TA effectiveness were made.  

The NHSP-2 mid-term review of 2013 did however consider technical assistance across NHSP-2 in 

terms of its apparent efficiency, effectiveness and added value. The review showed that while TA 

was extensive and certainly contributing to health sector gains, it was not well owned by MoH and 

not seen to be building sustainable capacity. Further, in the absence of an integrated TA plan, it 

was seen as poorly integrated and therefore uncoordinated.  

Key initiatives intended to support and improve TA inputs during NHSP-2 were:  

 the drafting of a Joint Technical Assistance Arrangement (JTAA) in 2012 to help harmonise 

technical assistance/cooperation to be signed between external development partners and 

MoH. Despite it being seen as a useful document and it was not signed until the end of 

NHSP2. 

 In 2012, a TA/TC Coordination Committee for NHSSP was formed in MoH and in 2013, ToR for 

this committee were revised to oversee all technical assistance in the health sector. However, 

the committee remains inactive having only met once since the revision of the ToR.  

 A consolidated TA matrix was prepared in 2012 and updated in 2013 showing bi-lateral and 

multi-lateral, though not NGO, TA inputs. This showed that TA was aligned with NHSP-2’s 

three objectives in areas such as capacity building, evidence building, assessment/surveys, 

service delivery, stewardship strengthening and demand generation.  

 As a recommendation of the mid-term review, DFID agreed to provide support to MoH for a 

quick and responsive technical assistance mechanism, administered by NHSSP, called the 

Technical Assistance Response Fund (TARF). The main purpose of the fund was to provide TA 

to MoH in response to needs as they arose. MoH developed guidelines for its departments, 
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divisions and centres to access the fund and a fund management team (FMT), led by MoH, 

reviewed and approved various proposals submitted by departments, divisions and centres. 

More than 20 TA projects were supported to the end of 2015. During the post-earthquake 

reconstruction and recovery phase the TARF fund has also been made available to the 14 

earthquake affected districts.  

 Attempts were made to incorporate TA requirements in the business plans prepared by 

respective divisions and centres as part of the AWPB process.  

 The utilisation of TA in the aftermath of the 2015 earthquake proved markedly different to 

NHSP-2 focused TA. The mobilization of foreign and national emergency medical teams and 

related assistance required a swift and efficient information management system with clear 

cut guidelines in place.  

Under NHSP-2, TA was provided widely at ministry, departmental, regional and district levels. 

Broadly speaking, central and regional TA tended to be supplied by bi- and multi-lateral agencies 

and district level, with some notable exceptions, by INGOs. Very little TA was provided to the 

Department of Drug Administration and Department of Ayurveda.  

3.3 Lessons Learned  

The effective coordination of technical assistance (TA) is a complex area that made limited 

progress under NHSP-2. Improved modalities for effective planning and coordination to ensure TA 

is to be aligned to sector priorities, fills key gaps, works in effective and empowering ways, avoids 

duplication and makes the best use of national knowledge and capabilities.  

In order to increase aid effectiveness and improve TA utilisation, an assessment of technical 

assistance and other resource gaps is recommended at the start of NHSS (2015-20), possibly led by 

the TA/TC coordination committee.  

Not all needs can be predicted in advance and the TARF has demonstrated its value in providing 

responsive technical assistance. However, improved guidelines and consistent adherence are 

needed to ensure that inputs consistently align with sector priorities are recommended. 

The MTR noted that while TA is often seen by EDPs as closely aligned to government 

requirements, this view was not shared by all government managers, some of whom felt that they 

had little influence on technical assistance assignments, knowledge of assignments in progress and 

that the goal of building capacity of government staff was not being met. Given the considerable 

resources involved providing TA, the MTR recommended the preparation of a new technical 

assistance harmonization plan to replace the JTAA by the end of NHSP-2.  

TA mapping by way of a consolidated TA Matrix was a good early initiative under NHSP-2 but this 

exercise needs to be comprehensive, by capturing all TA inputs and updating on an annual basis.  

3.4 The Way Forward 

Technical assistance is a subject of much debate in Nepal. Under the NHSP-2 SWAp, the 

government and EDPs made earnest efforts to improve the use of TA, but important gaps remain.  
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Issues including the alignment of technical assistance with health sector priorities, the effective 

and efficient deployment of TA, reducing duplication and increasing the use of national resources 

should be considered under NHSS 2015-20 including: 

 Identifying both the financial and TA needs of the sector.  

 Expanding the TARF to respond to the unseen programme needs. 

 Strengthening MoH’s abilities to take address and monitor TA/TC issues. 

 Improving the distribution of TA across DoHS’s various departments and centres to better 

reflect NHSS 2015-20 priorities and fill gaps. 

 TA mapping to include the TA/TC inputs from all development partners. 

 Obtaining prior consent from MoH ahead of making an arrangement for TA.  

 Increasing use of national TA. 
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4 THE PROCUREMENT OF GOODS AND SERVICES 

4.1 Infrastructure 

Background — In a climate of substantial shortages of appropriate, quality infrastructure, good 

management of existing and new physical assets is a priority for MoH in order to create an 

enabling and safe environment for the provision of quality services and to ensure the retention of 

human resources. The Government of Nepal (GoN) is working to institutionalise evidence based 

planning for the construction, operation, and maintenance of health infrastructure and to ensure 

effective management with efficient utilisation of resources that promotes equitable distribution 

and access to health care at all levels of health facilities. Appropriate and clear policies, strategies, 

plans, standards, and guidelines are being developed, combined with an enhancement of the skills 

of implementers, to enable them to take new developments forward effectively.  

Objectives: 

 Rationalisation and coordination of procurement planning for infrastructure (including 

maintenance) 

 Development of policies, strategies, and guidelines to ensure cost effective expansion of 

health facilities that are sufficiently and appropriately located 

 Improved monitoring of health infrastructure projects by strengthening the Health 

Infrastructure Information System (HIIS) 

4.1.1 Progress and achievements 

a) Web-based Information System to Strengthen Infrastructure Planning and Management  

Under the leadership of Management Division (MD), DoHS with technical support from NHSSP, a 

web-based HIIS has been prepared. This system is Geographic Information System (GIS) enabled 

and has the latest list of health facilities in Nepal. All public health facilities have been captured in 

the system and information on private health institutions has also been incorporated. The web-

based HIIS was completed, officially approved, and adopted in the 2012/13 and now provides a 

solid base for strengthening health infrastructure planning and management.  

Substantial progress was made in 2013/14 on updating the web-based HIIS by adding in new 

report formats, improving the structure, and by adding data. MoH and its departments have been 

using this system in following ways:  

 The GIS-based information from HIIS is being used for identifying the catchment areas of 

health facilities and their accessibility from surrounding settlements. For the first time, the 

MD used this information for selecting health facilities for construction of new buildings in the 

fiscal year 2014/15.  

 MoH started to develop a system for identifying suitable locations for secondary and tertiary 

level health institutions using the GIS-based information from HIIS. Its main purpose is to 

inform future planning to bring about a equitable distribution of health facilities so that they 

serve larger populations and users don't need to travel long way to reach them. Distance 

matrices and catchment areas were analysed and the suitability gauged for more than 4,000 

existing health institutions to check their potentiality to be upgraded to secondary and 

tertiary level institutions. The proposed sites are being discussed in the MoH.  
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 With the aid of the information from HIIS, building repair and maintenance costs for each 

facility in Nepal can be calculated. The updated HIIS is designed to have the procurement 

plans and progress reports directly updated from the districts. 

The database includes information on all types of public health facilities ranging from the 60% that 

make up village level Sub-Health Posts (SHPs) (all now upgraded to health posts) up to central level 

and specialised hospitals. It also includes information on DHOs, medical stores, health training 

centres, and other types of government buildings related to the health sector. Among the wealth 

of information in the database are photographs, architectural plans, and location data. The 

database is web-based and allows health staff with an internet connection to access and update 

the information from anywhere. Being web-based, it also allows policymakers and planners to use 

the system to plan new health buildings and to know the condition of existing buildings from the 

visual and written records contained in the database. The HIIS is openly accessible and can be 

located via the link on the home page of MoH’s website: www.mohp.gov.np. The Web-based HIIS 

was also selected for presentation in the Second International Conference on ‘Innovation and 

Entrepreneurship in Health’ held in New Delhi, in October 2013, organised by the All India Institute 

of Medical Sciences (AIIMS). The full report of the presentation was published in a leading health 

magazine ‘Medgate Today’ published in Delhi and the abstract was published in the Australian 

Medical Journal.1 

The MD, in collaboration with the NHSSP, has also carried out a round of training in all five regions 

on web based HIIS given to the competent technical personnel from Department of Urban 

Development and Building Construction (DUDBC) division offices and District Health Offices 

(DHOs). This training instructed trainees on how to operate computer software. 

b) Standard Design Drawings 

Standard Designs and Guidelines for Health Facilities in Nepal have been developed. These include 

architectural drawings, complete opening schedules, sanitary layouts, fitting fixtures, furniture 

layouts and 3D drawings, and guidelines for construction conforming to the Nepal National 

Building Codes and Byelaws. They include designs and drawings of three types of health posts 

(based on catchment areas), primary health care centres (PHCCs) with different bed sizes, 

hospitals with different bed sizes, quarters, and other support services. The drawings have been 

adopted by MoH as its standards and are being used for the construction of health facilities. The 

DUDBC and other entities (External Development Partners [EDPs], International Non-

Governmental Organisations [INGOs], NGOs, etc.) are following these standard designs and 

guidelines for the construction of public health facilities. Similarly, a draft of the typical standard 

architectural design and costing for regional laboratory buildings for five regions of Nepal have 

been prepared and submitted to the National Public Health Laboratory (NPHL), DoHS. 

Furthermore, support has also been provided for developing standard designs for regional and 

zonal laboratory buildings.  

The implementation of standard designs is significantly reducing both direct and indirect costs. 

Previously, several building blocks in a health facility were being constructed separately at 

different times based on demand and available resources. This resulted in very high construction 

                                                           
1 An article about the HIIS was selected for presentation at the Second International Conference on Emergency Medical 
Service Systems’ held in New Delhi in October 2013 by the All India Institute of Medical Sciences (AIIMS). An abstract of 
the presentation was published in the Australian Medical Journal [2014, 7, 2, p. 102]. 

http://www.mohp.gov.np/
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costs, with further implications for repair and maintenance costs. At some older sites where 

buildings were laid out haphazardly, poor linkages between different units had caused difficulties 

in providing services efficiently. Furthermore, it has also caused some building blocks to remain 

unused. The current practice of construction using standard designs and guidelines promotes 

designs that integrate all units into a single design which has led to considerable cost savings. 

Similarly, bidding costs have been reduced by having a single tender instead of several. Cost 

savings are achieved in a number of ways: 

 Properly designed, centralised services reduce the need for expensive and scarce land. Space 

is appropriately planned and designed to accommodate future expansion. Economies of scale 

are gained in transport, establishing the construction site, supervision, monitoring, and the 

cost of tools and machinery.  

 Construction work is faster and cheaper with an integrated design because there is a single 

plinth area and less foundation work. The cost of construction will also be reduced over time, 

as the technicians learn the standard construction techniques, many of which can be 

replicated in similar conditions. 

 Small projects mean small contracts which have the possibility for getting the smaller and less 

experienced contractors involved. This may possibly lead to poor quality of work and 

expensive construction. For a larger construction with integrated design, a bigger ‘A’ class 

contractor or even an international contractor could possibly be hired. Their better 

experience, skills, and capacity would be beneficial for having a better quality of work, skill 

transfer, and economies of scale.  

 Cost for support services is reduced substantially since the same support service is used by all 

units. A single septic tank, retaining walls, and service road can serve for all with a huge saving 

in cost for land development and support services.  

 Under the latest integrated design, the entire administration can be handled by a smaller 

central unit saving costs for everyday management, regular maintenance, and repair work. 

These designs support both horizontal and vertical development, allowing for future 

expansion using the same service units. 

 Because all of the new buildings conform to the National Building Code, the quality of work is 

expected to be improved to the extent that it is resistant to natural calamities and has an 

extended productive lifespan.  

 Well-designed linkages between units in standard integrated design promote efficient 

movement for facility staff, so that smaller numbers of staff can achieve more work at the 

same time. An accommodation facility is integrated into standard designs which will help to 

create an enabling environment for staff members. Furthermore, the use of user-friendly 

fittings and fixtures has been promoted so as to ensure easy building management.  

 Units have been designed for the easy flow of patients and service providers, reducing 

crowding and supporting quality service delivery. This will reduce pressure on service 

providers and stress for patients. Multi-purpose rooms have been provided to accommodate 

additional caseloads that may occur during epidemics and enabling the hospital to expand its 

services within the existing building. With different services available within a single unit, the 

walking times of both patient and staff are reduced which made clients feel more satisfied 

with the service. 

 The passage of “dirty out and clean in” has been considered with separate circulation routes. 

If properly used, this will greatly reduce infection rates, which is a problem even in the best 
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private facilities in Nepal. The appropriate finishings for floors and walls enables proper 

cleaning and prevents bacterial accumulation. The flooring is resistant to damages from 

cleaning agents that saves repair and maintenance costs. 

 Similarly, the assessment made to determine the value for money (VfM) from the perspective 

of Integrated Design has shown that the introduction of integrated designs for new health 

facilities since 2010/11 has cost £30,500 in long-term Technical Assistance (TA) and, where 

used, has reduced the average construction cost by 16%. Applied to all new buildings in 

2011/12, this could amount to a saving for the MoH’s construction budget of NPR 400 million 

(£2.97 million). If annual savings were to remain at the same real level for 15 years, their 

present value would amount to £26.5 million. Under these assumptions, the estimated rate of 

return on the investment would be 1,300%. Land costs are not included but the land area 

used has decreased by one-third. 

c) Introduction of E-Bidding  

The e-bidding system established at the DUDBC with support from the NHSSP has enhanced the 

capacity to monitor progress and quality in the bidding process in many ways such as: 

 Bidding irregularities were identified and addressed. For example, construction work which 

should have been procured through International Competitive Bidding (ICB) was found to 

have been published under National Competitive Bidding (NCB). This information enabled the 

concerned authority to stop the procurement process immediately. 

 Six tenders were found that had not been not formally authorised by the MD and this was 

settled. 

 Deviations from the standard bidding document and design drawings were observed in bids 

published by some divisions, about which the DUDBC was promptly informed for prompt 

correction.  

 E-bidding has contributed to eliminating the practice of cartel and coercion during bidding. 

This has promoted fair competition, providing the bidding opportunity to all. The overall 

impact in terms of monetary benefit is planned to be assessed.  

An assessment made in 2012/13 to determine the Value for Money VfM) of TA provided by the 

NHSSP to the Nepal Health Sector has shown that the introduction of e-bidding in 2011/12 has 

cost £54,000 to date and has reduced the average price of new contracts by 12%. This is in line 

with international experience. It has saved NPR 456 million (£3.4 million) in the first year alone. If 

annual savings were to remain at the same real level for 15 years, their present value would 

amount to £32.7 million. Under these assumptions, the estimated rate of return would be 560%.  

d) Standard Bidding Documents Published 

These have been published to prevent inconsistencies in bidding documents prepared by different 

division offices each year. Their publication was a major feature of the Procurement Post Review 

(PPR) of the World Bank and was recommended as one of the major areas for improvement for 

the DUDBC. Standard bidding documents were published in two volumes, one contains 

instructions and guidelines and other is for use. The documents have been prepared in line with 

World Bank guidelines for the procurement of civil works and are consistent with Joint Financing 

Arrangements (JFA). 
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The use of standard bidding documents has been institutionalised in the DUDBC both for NCBs and 

ICBs. Although there is still room for improvement, a major step forward taken by the DUDBC has 

been observed. The DUDBC was able to initiate ICB in line with the JFA during NHSP 2.  

e) Criteria developed and endorsed for new construction projects planning 

Criteria for identifying health facilities for new construction have been developed. These criteria 

cover geographical location, accessibility, and each districts’ health status as per the district health 

index level of the latest Human Development Report. These criteria were subsequently endorsed 

by the Hon. Minister of Health on 2 August 2014 (BS 2071/4/17). 

The system is based on locating health facilities to serve the maximum number of people and to 

avoid overlapping or shadowing by higher level health institutions. Using this system to locate new 

health facilities and upgrade existing ones should help increase the coverage of health services to 

bigger catchment areas with better access and less effort. This will also allow policymakers and 

planners to plan the location of new health buildings more rationally and avoid irrational political 

pressure when locating facilities. All of the health facility construction sites selected for 2014/15 

were analysed and selected using these criteria.  

The main criteria developed for the selections are as follows: 

 Accessibility — Population within the described radius minus the population served by other 

same level institutions within the same radius (GIS Mapping) 

 Population —  (GIS mapping) 

 Suitable land — GIS mapping and Land Documents submitted by the facility owners 

 Morbidity — Prevalence of Illness using HMIS Data- for hospitals and PHCCs only 

 Condition of existing building 

Using these criteria, a prioritisation model was developed and scores were assigned to these 

criteria. The selections of health facilities were presented to the Honourable Minister (MoH), 

secretary, and other officials, after the process was agreed and the list were finalised and 

endorsed. This procedure under the leadership of the MD is being finalised to be a standard 

process for the selection of health facilities for construction of new building infrastructure. This 

certainly represents a huge change this year towards more a transparent and rational selection 

procedure. 

f) Improved Timeliness of Consolidated Annual Procurement Plan (CAPP) for civil works 

For the first time under both NHSP-1 and 2, no formal objection letter against the procurement 

plan submitted to World Bank was received for the new constructions planned for 2013/14 and 

2014/15, both of which were submitted on time. This has been taken as sign of improvement and 

enhancement of the capacity of both the MD and the DUDBC. Furthermore, it also indicates better 

coordination between the two entities for the preparation of the procurement plan.  

g) Development of Land selection Criteria for New Constructions 

Site selection is one of the first and most important steps in the building construction process. In 

the past and at present, most of the delays and high construction costs in the constructions work 

on health facilities that have been observed are due to inappropriate site having been chosen. This 

situation has been realised to result from a lack of policy for the selection of appropriate land for 

the construction of health facilities. In the leadership of the MD, land selection criteria have been 
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developed and have been communicated to the DUDBC. This guideline also sets criteria for 

accepting voluntarily donated lands. The land selection criteria have been agreed and all of the 

sites selected this year for construction will be assessed by the DUDBC against it, and tender called 

only if it fulfils all of those criteria. These criteria once in strict implementation will save a 

significant amount of money that in the past has been wasted on the development of unsuitable 

and hazardous land provided by the community or Health Facility Management Committees. 

Research has been proposed to analyse the VFM of this initiative.  

With the initiative of the MD, land selection guidelines were developed and then circulated to the 

DUDBC’s district offices in 2012/13 as part of the MD’s guidelines for programme implementation. 

These criteria were endorsed by the Hon. Minister of Health on the 7th May, 2014. 

h) Upgrading Criteria of Health Facilities 

In the past, there were no criteria for upgrading different health facilities to higher level facility 

(e.g. from SHPs and Health Posts to PHCCs, PHCCs to hospitals etc.). The leadership of the MD has 

developed criteria using GIS based data from HIIS. Through this tool, prioritisation lists have been 

prepared. The request for preparing the criteria and getting the prioritisation list came from the 

Honourable Minister and Secretary of MoH in order to avoid any undesirable selections in the 

future. The list and prioritisation model have been developed and submitted to the secretary for 

further input. The list focuses primarily on underserved areas where the population threshold 

meets the criterion and is not yet served by any secondary or higher level facilities. 

i) Increased Monitoring and Supervision Visits 

Frequent visits have been made to different ‘delinquent’ project sites to resolve delay issues. A 

joint monitoring team was formed for this purpose including officials from the MD, architects/ 

engineers from the DUDBC, the Infrastructure Adviser from the NHSSP, and local officials from 

concerned districts and regions both from the DUDBC and the health sector.  

j) Improvement in Bidding Procedures and Accelerating Progress 

The completion rate of building construction is increasing and numbers of sick projects are going 

down. More confidence in the preparation of both NCBs and ICBs as well as numbers of ICBs are 

increasing. Although the completion rate has increased, handover is still slow. It is expected that 

once the MD completes the handover guidelines with tools and implements it, the handover rates 

will increase significantly. Furthermore, the roles and responsibility of each party before and after 

the handover of the completed project will be spelled out with more clarity. 

The DUDBC also needs to pay more attention to the projects that have been on-going for many 

years and resolve them as soon as possible. There are many such projects which need to be given 

immediate priority. 

k) The Single Door and Consolidated Planning of Civil Works 

In previous years, much construction at regional and zonal hospitals was implemented by hospital 

development boards with grant budgets directly provided to them. However the following 

problems arose: 

 Much of this construction was carried out without the necessary technical inputs and 

supervision, resulting in sub-standard construction. 
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 There was inadequate progress reporting, procurement planning, and consolidation of plans 

and progress reports etc. 

 Most of these works were not been carried out under construction master plans with 

timelines and with budgets approved by MoH and agreed by the Ministry of Finance, as 

required for constructions to be built by the DUDBC. 

 Many such projects were not completed fully as envisaged due to lack of required budgets.  

To avoid such a situation arising again and as recommended by 2014 JAR, starting in 2013/14 and 

continuing 2014/15, major building projects at Bheri and Seti Zonal Hospitals and the construction 

of the much delayed Mid-Western Development Region Hospital (Surkhet Hospital) was planned in 

the MD’s AWPB. This was included in the same AWPB as other district level projects. Considering 

the past difficulties, no direct authorisation was given to hospitals to carry out construction works. 

The trend has continued into last year and this year as well. Needs assessment of these three large 

projects were carried out in January 2015 before finalising the designs. All the designs with 

architectural, structural, electrical, and sanitary details have been prepared with support from the 

NHSSP. It also includes bills of quantities (BoQs) and the estimates. These documents have been 

submitted to the DUDBC for implementation. In addition to these projects as per the request 

received from the MD, all of these details were also prepared for Gangalal Hospital. 

4.1.2 Major challenges 

 Institutionalising and strict implementation of all the newly developed guidelines, strategies, 

and documents into the present system for sustainable impact in the system 

 Getting the Web based HIIS under the total ownership of the MoH 

4.1.3 Lessons learned 

 Clearer guidelines, policies, and documents can increase understanding between 

implementing agencies and bring efficiency to the planning, procurement, and 

implementation process. This will in turn improve VfM in building construction and use. 

 More systematic approaches and systems can increase transparency and help to engender 

proper people oriented planning and benefit larger masses with the same amount of 

investment. 

 The regular supervision from the centre and districts to the sites helps in improving the 

quality of work and helps in rectifying errors on time without additional costs. 

 Strict implementation of existing rules, such as blacklisting and forfeiting advance money, can 

expedite the completion of construction projects. 

 Before a site is selected, proper scientific land assessment based on evidence and proven 

standard practices, saves time and money at all later stages of construction, and results in a 

better end product. 

 Timely selection of sites and proper cost estimates carried out before the AWPB is developed 

will help ensure that the procurement plan is prepared on time. 

 Proper need assessments and review of the availability of resources according to spatial 

conditions should be carried out before estimates and designs are finalised. All stakeholders 

should be involved in the needs assessment. 
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4.1.4 The way forward  

a) Regular training of officials from all DHOs and DUDBC Division Offices on Web based HIIS and 

start direct updating of physical and financial progress of infrastructure from districts in HIIS.  

b) Decentralise the HIIS system to the district level and initiate direct updating of the physical and 

financial progress of infrastructure from the districts using HIIS. 

c) Complete incorporating details of all the upgraded SHPs into HIIS. 

d) Publish the standard designs and drawings.  

e) Build capacity of DUDBC staff members at centre and in the districts, including DHO staff, in 

planning health infrastructure, including training staff to use standard designs and guidelines. 

f) Development of typical sanitary and electrical drawings for the standard designs published.  

g) Some on-going projects date back more than 5 years. Give immediate attention to these.  

h) Monitor the implementation of the land selection criteria for new health facility construction. 

i) Add a standard equipment list for each room in the standard designs in HIIS. 

j) Commission Health Facilities after construction work is over. 

Table 4.1: Number of health facilities planned and completed during NHSP 2* 

 

Project Number Completed 
On-going/ 

Construction 

1 District Hospital 18 

 

18 

2 Sub/Regional Hospital 3 

 

3 

3 Zonal Hospital 2 

 

2 

4 Emergency Building Block (Hospital) 1 

 

1 

5 Block A Building (Hospital) 1 

 

1 

6 In-patient Building (Hospital) 2 

 

2 

7 Regional Health directorate 2 1 1 

8 PHO Building 25 14 11 

9 CEOC Bldg. 1 

 

1 

10 BEOC buildings 17 16 1 

11 Health posts 501 240 261 

12 PHCC to 15 bedded Hospital 2 

 

2 

13 Primary Health Care centre (PHCC) 23 9 14 

14 SBA Training building  1 

 

1 

15 Conference Hall 1 

 

1 

16 Office / Store buildings 11 10 1 

17 Doctors quarters 30 15 15 

18 M S Quarter 2 2 0 

19 R D Quarter 1 

 

1 

20 Nursing Quarters 2 2 0 

21 Staff Quarter 29 15 14 

22 Birthing Centre in HP 49 24 25 

23 ANM quarters in birthing centres 4 4 0 

24 Post Mortem House 22 21 1 

    750 373 377 

*Also includes 119 facilities planned this fiscal year.  
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4.2 Infrastructure Reconstruction and Recovery Work 

a) The development of standard reconstruction guidelines for the reconstruction of health 

facilities using pre fab materials was completed and all stakeholders provided with 

orientation. Electrical, sanitary, structural, and other details have also been added. 

b) Detailed physical and structural assessments of all the health facilities in the 14 hardest hit 

earthquake affected districts were carried out. Furthermore, data uploading, an analysis of 

data for the severity of structural damage and recommending types of intervention 

required (repair, retrofit, or reconstruction), and their costing were completed. The initial 

findings have been presented to MoH and all the partners who have signed a 

memorandum of understanding (MoU) for reconstruction and rehabilitation work in these 

14 Districts. All of the assessment data of all facilities (including geo-spatial data, lifelines 

such as electricity, access, water, availability of land, and type of land etc.), analysis and 

reports have been uploaded to the website (www.nhsp.org.np) so that the data can be 

used by all of the EDPs, GoN, and others to plan their activities.  

c) UNICEF Nepal has supported the finalising of the specifications and other construction 

details for constructing health posts in earthquake affected districts using prefab materials. 

All of the detailed architectural, sanitary, electrical, and structural details have been 

prepared and submitted to UNICEF Nepal. 

d) GoN must be supported to negotiate for permanent constructions of hospitals in different 

districts: 

 KOICA Nepal gave support during the selection of firms for designing the hospital in 

Mugu district, coordinating with KOICA as technical support for the MD. 

 Supporting different EDPs for reconstruction and rehabilitation of different health 

facilities in Nepal that were damaged by recent earthquakes. Providing technical 

backstopping and support in coordination with the MoH. The different agencies are 

JICA, USAID, KOICA, KFW, Nyaya Health, and other NGOs and INGOs. 

e) A presentation was delivered at the International Seminar on Earthquake Risk Reduction 

held on the 23rd August, 2015, at Agartala, India on the topic, "Uncertainty: Lives in 

Earthquake Zone". This presentation covered the details of the recent earthquakes in 

Nepal, their impact, and recovery strategies. Sunil Khadka delivered this presentation in his 

capacity as Infrastructure Planning Adviser to the MoH. 

f) MoH was supported in its reviewing of technical proposals for reconstruction and the 

repair/ retrofitting of damaged buildings in different districts as well as recommending 

necessary changes and the signing of MoUs. 

g) The overall responsibility of verifying the designs submitted to MoH has been given to the 

NHSSP infrastructure team. Therefore, consultations in designing and in suggesting suitable 

construction materials were provided to all of the EDPs (who have signed MoU with MoH 

for reconstruction).  

h) NHSSP supported the GoN, technically, financially, and logistically for organising workshop 

for reviewing post disaster planning and progress with all of the DHOs, regional directors, 

and government officials. Each district presented their progress and gaps. Another 

workshop was organised to review the progress made by all EDPs who have signed MoU 

with the GoN for rehabilitation and reconstruction work, including technical reviews, 

inputs, and supporting them to meet vendors supplying prefab and construction materials 

in Nepal.  
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i) Regular consultations are being provided to USAID for designing (the preliminary stage) of 

Barhabise PHCC. 

j) The NHSSP is also supporting MoH in progress monitoring of the reconstruction and 

rehabilitation work. 

k) Support was provided to MoH for resolving conflict in some of the damaged buildings 

constructed by the DUDBC using a seismic design. The NHSSP infrastructure team 

coordinated between the two organisations to solve the issue of damaged buildings 

constructed through the DUDBC and started repair work at some of the sites. 

l) Support was also provided to MoH for preparing a reconstruction, repair, and maintenance 

plan for 14 highly affected district and 17 medium hit districts. Planning and budgeting was 

done and submitted to the NPC and approval received.  

m) Similarly, planning and budgeting was done for the NHSSP focal districts (Ramechhap, 

Dolakha, and Sindhupalchowk) for reconstruction work based on the district level 

recommendations and approval received from the Ministry.  

4.2.1 Reconstruction and recovery achievements  

a) Agreement signed between with JICA and GoN for completion of reconstruction of the 

Maternity Hospital and Bir Hospital by August 2018. 

b) A total of 322 health facilities have been signed by different EDPs for reconstruction worth 

NPR 3,126,988,077 (about 3.1 billion Nepalese rupees) 

c) The status of reconstruction work as of 18 January 2016 is given in Table 4.2. 

Table 4.2: Status of health building reconstruction works as of 18 January 2016  

Progress status Numbers 

Handed over  13  

Completed  18  

Work in finishing stage  2  

Roofing work in progress  1  

Truss work completed Wall Panelling in progress  5  

DPC completed  8  

Foundation work in progress  10  

Repairs on-going  11  

Site mobilisation  64  

Contract awarded  14  

Tendering in process  102  

Detail design in progress  56  

Site amendment  18  

TOTAL 322  
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4.3 Procurement Progress and Achievements During NHSP-2 

There has been steady progress in the Logistic Management Division’s (LMD’s) system for 

managing the procurement of health care goods and services since the beginning of the second 

Nepal Health Sector Programme (NHSP-2) in mid-2010. Highlights include the introduction of 

consolidated annual procurement plans, the Technical Specifications Bank and the Contract 

Management System (CMS), and the adoption of more systematic procedures for handling bids 

and contracts. At the same time, many bidders have an improved understanding of procurement 

processes while many LMD staff are carrying out their jobs more efficiently. 

However, considerable challenges remain including the delayed preparation of annual 

procurement plans, an inadequate number of appropriately skilled personnel, the too frequent 

transfer away of skilled staff, and concerns over levels of transparency and interference in the 

procurement process. In line with this, the major achievement during the period was the 

significant effort made in the procurement reform process. Significant achievements are 

highlighted in the sections below. 

4.3.1 Procurement reform  

A 'Workshop on Procurement Reform in the Health Sector' was organised by DoHS/LMD on the 

19th September, 2014, with support from NHSSP in Kathmandu. Before the main workshop, several 

meetings, discussions, and interactions were organised. The main workshop on 19 September 

came up with three major principles for health sector procurement improvement as below:  

 Elevate the LMD within the Ministry of Health’s (MoH’s) structure and give it the full authority 

to oversee procurement in the health sector 

 Create positions for professional procurement experts with clear Terms of Reference (ToR) for 

the restructured LMD 

 Clearly define the scope of the LMD’s work  

A brief Concept Paper to this effect was prepared and discussed among the key stakeholders. As 

per the suggestions of the stakeholders, this is a summary concept prepared by the Procurement 

Reform Committee formed by MoH for approval by MoH to conduct an Organisation and 

Management (O&M) study for the restructuring of the LMD. The O&M survey has been completed 

and the O&M report is now under discussion. The report needs approval as per the policy of GoN. 

The goal of the LMD restructuring is 'to improve efficiency and effectiveness in the health sector 

procurement, distribution, and management of drugs, equipment, and services to ensure value for 

money'. The expected outcomes are to:  

1. Strengthen health sector procurement institutionally 

2. Improve supply-chain management to put in place an effective partnership mechanism 

3. Institutionalise the internal control system to reduce fiduciary risks in procurement 

In addition to reform which is a longer term goal in the procurement process, in order to address 

the immediate achievable improvements, a one day workshop facilitated by consultants and 

supported by the World Bank was organised. The workshop included concerned government 

officials from MoH and DoHS, and External Development Partners (EDPs). Based on the outcomes 

of the workshop, outputs and activities to attain the goal, outcomes, and action points along with 

a timeline were prepared by the GoN.  
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See progress on procurement reform action points at Annex 4.1. 

One of the long term reform agenda items in the action plan is the achievement of central bidding 

and local ordering. This action point addresses the problems associated with longer lead times for 

the completion of the procurement processes and frequent shortages of drug supplies. From 

analysing experiences in other countries, it was concluded that a Framework Agreement could be 

the solution to allowing for a regular, uninterrupted supply of essential drugs to the different 

districts of Nepal. A Standard Bidding Document (SBD) for the procurement of health sector goods 

using a Framework Agreement has been drafted by the LMD with support from the NHSSP. The 

draft SBD has recently been thoroughly discussed with officials from the MoH, DoHS, Public 

Procurement Monitoring Office (PPMO), and other external experts during a two day long 

workshop organised with support from the NHSSP. The draft incorporating the comments from 

the workshop is ready will be sent forward to the PPMO for approval and endorsement. Dr R. 

Poornalingam, a champion of procurement reform in Tamil Nadu state of India also attended the 

workshop. Dr Poornalingam shared his experiences in procurement reform, explained the 

Tamilnadu procurement model, and highlighted key aspects of bidding documents to make the 

Framework Agreement successful.  

4.3.2 Timely preparation of Consolidated Annual Procurement Plan 

In both 2014/15 and 2015/16, the CAPP was prepared in a timely fashion. In 2014/15, an 

orientation was provided to all divisions of the DoHS on the preparation of the CAPP with support 

from the NHSSP. A workshop was also organised where all the divisions including some centres of 

MoH participated and prepared a draft consolidated annual procurement plan, which was finalised 

within the next 15 days and sent for no objection to the World Bank. This was the first time that 

the letter of no objection had been received within the stipulated time. A requirement of the 

LMD’s CAPP for 2015/16 (2072/73) is that it is prepared and endorsed by the Director General and 

approved by the secretary of the MoH.  

4.3.3 Strengthened storage capacity  

As far as storage is concerned, 72 districts currently have their own standard storage buildings. 

Two districts, Darchula and Bajura, are currently under construction. The Kathmandu District 

Health Office (DHO) is the only DHO without a standard district medical store. There is a plan to 

support the design and construction of central warehouses in Kathmandu and Pathlaiya and initial 

work towards this has already been initiated with support from the NHSSP. 

The following major achievements have been made as of now in the procurement of goods and 

services in the year (2015/16): 

1. More timely preparation of the CAPP 

2. Procurement training for MoH district level staff 

3. Continued development and promotion of the Technical Specifications Bank 

4. Continued development and implementation of the CMS 

5. Completion of an O&M survey to improve and enhance the LMD’s organisational structure 

to include more technical procurement positions and ensuring that all positions are filled 
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4.3.4 The way forward 

The following recommendations are made: 

1. Speed up the preparation of comprehensive annual procurement plans 

2. Increase the number of appropriately skilled staff trained in procurement posted to LMD 

3. Reduce the frequency of transfers of skilled staff away from LMD  

4. Further improve levels of transparency in the procurement processes.  

5. Advance the procurement reform process by:  

a. Elevating LMD within MoH’s structure and give it the full authority to oversee 

procurement in the health sector 

b. Creating positions for professional procurement experts with clear Terms of 

Reference for the restructured LMD 

c. Clearly defining the scope of LMD’s work  

6. Improve supply-chain management to put in place an effective partnership mechanism 

7. Institutionalise the internal control system to reduce fiduciary risks in procurement 

8. Implement the Framework Agreement to facilitate a regular, uninterrupted supply of 

essential drugs to the districts. 

9. Separate rules and regulations are needed to improve the procurement of essential drugs 

in order to improve the supply situation. 
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Annex 4.1: Progress on Procurement Reform Action Points (DoHS/LMD) 

Action Point Key steps Timeline  Achievements 

1. Adopt the 
standards 
already 
available for 
specification 
of drugs, 
equipment, 
and health 
commodities 

Drugs 
1.1 Collect the standards (all 7 types) 
1.2 Develop specification for pharmaceutical 

based on these standards 
1.3 Gain consensus from key stakeholders on the 

specifications 
1.4 Endorsement from the appropriate authority 
1.5 Use for further procurement of pharmaceuticals 

 
31 Jan 2015 
31 Mar 2015 
15 Apr 2015 
30 Apr 2015 
16 Jul 2015 

Completed the 472 specifications, and 

validated 70 free essential drugs through a 

workshop and approved by the Secretary, 

MoH. Currently used by LMD for the 

procurement of essential drugs.  

Already uploaded in the Specification Bank 

in the LMD web site www.dohslmd.gov.np 

Equipment 
1.6 Standard available (ISO 9001:2000 and CE or US 

FDA) 
1.7 Specifications for 963 available 
1.8 Prepare specifications for additional 150 

types of equipment 
1.9 Review and update every three years 

 
 
 

15 July 2015 

Completed 1060 Specifications for medical 

equipment, hospital furniture, and cold 

chain equipment and quality assured 

internationally. Being used by the LMD for 

the procurement and being used by other 

health entities nationally and 

internationally. Already uploaded in the 

Specification Bank in the LMD web site 

www.dohslmd.gov.np  

2. Prepare AWPB 
and 
Procurement 
plan and its 
strict 
implementati
on. 

2.1 Notify all divisions to prepare AWPB and 
procurement plan 

2.2 Submit the procurement plan to LMD 
2.3 LMD to consolidate and submit to 

DoHS/MoH 
2.4 MoH Procurement Unit to compile and 

submit to MoF 
2.4.1 Provide a copy of indicative CAPP for no 

objection to World Bank 

1 Jan 2015 
28 Feb 2015 
15 Mar 2015 
30 Mar 2015 
30 Mar 2015 

AWPB and CAPP prepared as planned 

http://www.dohslmd.gov.np/
http://www.dohslmd.gov.np/
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5 A SYNTHESIS OF RECENT EVIDENCE AND ITS APPLICATION OVER LAST FIVE YEARS 

5.1 Background 

The health system in Nepal has changed dramatically in the last few decades. A new political 

system, technological improvements, enhanced access to information and services, increased 

urbanisation and connectivity, changes in the development process, the promotion of equity and 

social inclusion, and many other changes are shaping a new reality. These and other factors have 

had a profound impact on the epidemiological and health seeking behaviour patterns of the 

population. As a result, new and unique opportunities and new challenges are evident.  

Facing this new reality calls for rethinking the concept of the government’s role and of the public 

policy in health service provision. It is time for innovation, for building new decision making 

capabilities, and for consolidating and ensuring stability and the effective operation of the 

government’s health policy. With rising expectations and demand for health services, the 

government’s responsibility to provide an efficient and purposeful health system has increased 

considerably. This responsibility includes protecting economically and socially vulnerable groups, 

combating poverty, ensuring universal health service coverage and social health protection, 

promoting equity, mobilising financial and human resources, and protecting vulnerable people 

against catastrophic payments for treatment.  

This section synthesises the recent evidence from local, regional and global researches, studies 

and surveys; surveillance; and routine management information systems and assesses its 

application in Nepal context in the last five years. Similar exercises were done every year for 

preparation of annual work plan and budget and for preparation of every JAR in the last five years. 

This has helped in informing the policy makers and programme managers for better planning and 

monitoring of the programmes.  

The sections below present key findings of most of the available survey and research reports that 

were published during the NHSP-2 period and their application at the programme level.  

5.2 Family Planning  

Issues identified and source Application 

 Stagnant CPR 

From 44.2% in 2006 to 43.1 % in 2011  

 Supply chain management improved 

 Expansion of service and training sites  

 On-site coaching  

 FP integrated with EPI clinics in some districts  

 Post-partum IUCD included in revised SBA 

curriculum 

Outcomes:  

 Unmet need of FP has slightly declined from 27% 

in 2011 to 25% in 2014. 

 CPR increased from 43.1% in 2011 to 47.1% in 

2014.    

Source: NDHS 2006, 2011; HMIS; NMICS 2014 
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Issues identified and source Application 

Availability of family planning services 

 Only 18% of health posts had at least five 

family planning methods (STS 2013). 

 Only 21% of health posts offered at least five 

modern contraceptive methods and most of 

them were from urban areas (UNFPA 2014).  

 Permanent methods of family planning were 

mostly offered by the hospitals, with 63% of 

them providing vasectomies and 58% minilaps 

(UNFPA 2014). 

 Lack of skilled health workers to provide long-

term family planning methods (UNFPA 2014). 

 Strengthening the supply chain mechanism (In 

2015, 40% of HPs provide 5 FP methods (NHFS 

2015, preliminary report)  

 Strengthen and expand IUCD/implant training 

sites.  

 Provide on-site coaching to SBAs on IUCD/implant 

skills, especially during mobile camps. 

 Visiting providers (VPs) provide on-site coaching to 

the providers  

 Integration of immunization and FP in EPI clinics  

 Provision of VSC plus (VSC and LARC provided in 

regular interval and at a defined health facility)  

 Piloting provision of PPIUCD at three referral sites 

for lessons on how to expand this service; PPIUCD 

included in SBA revised curriculum  

 Expansion and decentralization of services in rural 

areas through Visiting Provider's (VPs)  

Use of family planning services 

 Only 2% of married women of reproductive 

age used long-acting reversible contraceptives 

— much less than proportion using 

permanent (18%) & short-term methods 

(21%) (Mehata et al. 2014).  

 4% women expressed their desire for another 

pregnancy within 24 months and 50% women 

experienced a subsequent pregnancy in less 

than 24 months (against WHO 

recommendation). 

 Unmet need for family planning varied 

greatly: highest among 0-5 months 

postpartum (85%), lowest among 12-24 

months postpartum (56%) in postpartum 

women. 

(Source: NHSSP, JAR report) 

 Public private partnerships strengthened. A 

total of 9% of users obtain their methods from 

the NGO sector, mostly from Marie Stopes 

International (6%) and the Family Planning 

Association of Nepal (2%) (MoHP 2015) 

 Programmes have been targeted at women to 

increase use of LARCs through FCHVs. In 

Ramechhap, more than 60% LARCs users of 

visiting provider direct services are Janajati as 

compared to <50% Janajati representatiom in 

the district and 14% LARC users are Dalits as 

compared to 10% district Dalit population. 

 The comprehensive family planning events 

through mobile camps (VSC+) pilot  

implementation in Baitadi and Darchula 

districts revealed that if comprehensive FP, 

services including VSC services, are available 

during off-seasons (summer and rainy season) 

people are more likely to use them. 

 Implants and IUCD insertion services have been 

provided by VPs in birthing centres. 

 Enabling health workers on counselling by 

providing IEC materials and job aids  

 Family Planning services are made available in 

urban clinics 
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Issues identified and source Application 

 Piloted integration of FP into immunization in 

Kalikot showed that the model successfully 

increased access to family planning 

 Family Health Division, DoHS has a plan to scale 

up EPI/FP integration model to 4 districts in 

fiscal year 2072/73.  

 Improve counselling skills of health providers is 

motivating couples to use family planning and 

post-family planning acceptance advice.  

 Micro-planning initiated in low performing 

districts has increased FP use  

 Unmet need has declined from 27% in 2011 

(NDHS 2011) to 25% in 2014 (NMICS 2014). 

5.3 Maternal and Neonatal Health  

Issues identified and source Application 

 Stagnant neo-natal mortality ratio  

 33/1000 live birth in 2006 and 2011  

 IMNCI programme strengthened 

 Chlorohexidine promoted  

 CEONC fund expanded   

 Demand side financing schemes expanded  

 Birthing centres established/strengthened at 

strategic locations  

Outcome: 

 Neonatal mortality reduced from 33/1000 live 

birth in 2011 to 23/1000 live birth in 2014.  

[Source: NDHS 2006, 2011; NMICS 2014] 

MMR 

 Substantial progress in reducing MMR but still 

large number of women are dying giving birth  

 Birthing centre, BEONC and CEONC sites increased  

 Quality of services improved 

 CEONC fund expanded   

 Demand side financing schemes expanded  

 Use of misoprostol promoted for home deliveries 

Outcomes: 

 4ANC increased from 50.1% in 2011 to 59.5% in 

2014.  

 Institutional delivery increased from 35.3% in 

2011 to 55.2% in 2014.  

 SBA delivery increased from 36% in 2011 to 55.6% 

in 2014.  

 PNC first checkup of mothers increased from 

44.5% in 2011 to 57.9% in 2014. 

 TFR reduced from 2.6 in 2011 to 2.3 in 2014.  

 CPR increased from 43.2 in 2011 to 47.1 in 2014. 

Sources: NDHS 2011, NMICS 2014 
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Availability of MNH services 

 Only 34 districts (out of 75 districts) has a 

hospital with CEONC services in the district  

 CEONC study (2011) provide evidence on 

HR shortage, management problems and 

the need for supporting district level 

 Only 68% of health posts have birthing 

centres doing deliveries 24/7 (STS 2013).  

 Only 23% of PHCCs were able to provide all 

BEONC signal functions 24/7 (STS 2013).  

 Gradual expansion of CEONC fund to districts and 

referral hospitals 

 Enhancement of CEONC providers productions 

(DGO, ASBA, AA, Blood transfusion technician 

training) 

 Introduction of CEONC mentor to support 

establishment, continuity and quality of CEONC 

services 

 FHD increased fund to recruit ANM/SN for BC 

expansion, and procure critical equipment for BC 

and CEONC sites 

 Annual work plan and budget (AWPB) allocates fund 

for SBAs placement at training sites (for two weeks) 

to refresh skills performing complicated deliveries  

 Number of BCs/ BEONC increased from 601 in 2010 

to 1785 in 2015. 

 Provision of Comprehensive Emergency Obstetric 

Care (CEONC) in 67 of 75 districts. 

 SBAs are trained to provide BEONC services and 

ensure availability of equipment in PHCCs for the 

services.  

 SBAs working at PHCCs and lower levels are being 

mentored by trained person in hospital, for skill 

enhancement. 

Utilization of MNH services 

 Institutional deliveries in mountain areas 

18% while 35% in Nepal (NDHS 2011) 

 Poor utilisation of BC services at HP/SPH 

level – 22% of all institutional deliveries at 

BC while overcrowding at referral hospitals 

(FHD, 2013) 

 Maternity ward bed occupancy rates in 

2011/12 were 80–145%, compromising 

quality of care 

 Only 44.5% of women and 30% of newborn 

received PNC within 2 days of delivery 

(NDHS 2011). 

 Remote VDCs have fewer human resources 

for health, fewer birthing centres and long 

term family planning services, and higher 

levels of drug stock-outs and expired drugs. 

The uptake of services was also lower in 

remote VDCs (World Bank, 2013). 

 About 70% of under-five deaths in Nepal 

occur within the first month of life. 

 Demand side financing to remove financial barriers 

to attend institutional births and ANC visits. 

 FHD started a new strategy to strengthen 

strategically located birthing centres for improving 

quality of care and continuity. 

 Promote mobilisation of community groups for 

increasing awareness and establishment of 

community based emergency fund  

 Introduced misoprostol for use at home deliveries 

for prevention of PPH and chlorhexidine for 

prevention of new born infection focusing on 

remote districts 

 Use of chlorhexidine has decreased newborn deaths 

by 24% and newborn infections by 68% (USAID, 

2016) 

 Immediate coping strategy for overcrowding, FHD 

provide budget in AWPB to referral hospitals for 

recruiting critical HR, purchasing critical equipment, 

and expansion of beds in available space. 

 MNH pilot in Taplejung districts shows evidence on 
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Approximately 50% are attributed to 

infection (USAID, 2016) 

 19% women still suffer postpartum 

haemorrhage (MoHP, 2009) 

 63% of newborn admissions at 12 hospitals 

was due to new born sepsis, 56% of them 

born at the same hospital; 37% of newborn 

death due to sepsis (UNICEF, 2014) 

 63% of women delivery assisted by health 

workers received oxytocin injection (NDHS 

2011) 

how to improve service and access to MNH services 

in remote areas. Both supply and demand side 

approach for improving access and use of MNH 

recommended. 

 Piloting strategic birthing centres that provide 24/7 

services, and free referrals for complicated deliveries 

 Plans for normal delivery units at/near referral 

hospitals, MoH and partners have now plan for 

building birthing unit at referral hospitals 

 High level Quality Improvement Technical Advisory 

Committee’s (QI TAC) and Quality improvement 

working group formed under the leadership of DG 

and Management Division director respectively 

 Hospital quality improvement process piloted in two 

district hospitals and in the process of scaling up in 

five districts by FHD 

 PNC checklist piloted, revised and introduced to be 

used at post-partum ward 

5.4 Child Health Services  

Issues identified and source Application 

Nutrition services 

 Prevalence of stunting 41%; wasting 11% and 

underweight was found at 41%, 11% and 29% 

respectively for children aged 0–59 months 

(NDHS, 2011). 

 Multi-sector Nutrition Plan (MSNP) has been 

formulated with the main objectives of reducing 

chronic malnutrition and anaemia.  

 Community-based interventions targeted to children 

born to low socioeconomic status mothers. 

 Improved identification and management including 

referral services through IMAM programme.  

 Initiation and expansion of infant and young child 

feeding (IYCF) & national micronutrient powders 

(MNPs) programmes that promotes improved IYCF 

practices and distributes MNPs to children 6-24 

months of age. 

IMNCI Services  

 Stagnant Neonatal Mortality Rate  CB-IMNCI package development by integrating the 

CB-IMCI and CB-NCP packages.  

 Health workers provided with CB-IMNCI training  

 Treatment of diarrhoeal diseases with Zinc and 

ORS has increased from 88% in 2011 to 96% in 

2014 (DoHS, Annual Report, 2013/14). 

 Decreased ARI case fatality rate from 0.07 in 2011 

to 0.06 in 2014 and low prevalence of pneumonia 

due to early detection and case management by 

health workers (DoHS, Annual Report, 2013/14). 
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5.5 Epidemiology and Disease Control 

Issues identified and source Application 

 Not everyone in 31 malaria risk districts was 

using long lasting insecticide nets (LLINs):  

o 78% people had used an LLIN at house 

the previous night. 

o The use of LLINs in high-risk districts was 

lower (73%) than in moderate-risk 

districts (78%) (PSI, 2013) 

 The mass distribution of LLINs in high risk VDCs. 

High prevalence of NCD risk factors: 

 Currently smoke tobacco = 37% (male 27%, 

female 10.3%). 

 Currently drink alcohol (in past 30 days) = 17% 

(male 28%, female 7%). 

 Less than average of 5 servings of fruit and/or 

vegetables per day = 99% (male & female = 

99%). 

 Not engaged in vigorous activity = 54% (male 

44%, female 63%). 

 Raised blood pressure (SBP ≥ 140 and/or DBP 

≥ 90 mmHg) who are not currently on 

medication for raised blood pressure = 88% 

(male = 89%, female = 87%) 

Combined risk factors 

 Almost all the sample (99.6%) had at least one 

risk factor to NCDs (Aryal et al., 2013 and 

Bhandari et al., 2014). 

 Design and implement prevention and control 

strategy to address the burden of NCDs. 

 Ensure an NCD surveillance system is in place  

 Implement the Framework Convention on Tobacco 

Control and the Tobacco Control Act and policy 

together with strong monitoring mechanisms. 

 Allocate sufficient budgets to carry out NCD 

prevention and control and to ensure effective 

surveillance, monitoring, evaluation and research. 

 Implement special tools, such as the globally 

promoted Package of Essential Non Communicable 

(PEN) Disease Interventions for diagnosis and 

treatment of NCDs. 

 Design and implement innovative behaviour change 

communication strategies tailored to different 

demographic groups in order to promote healthy 

behaviours and reduce risk factors. 

 Strengthen health education and promotion and 

counselling to promote healthy behaviours in 

primary care settings. 

 Pragmatic barriers at health facility level, 

stigma against mental health problems, lack 

of awareness and some cultural norms reduce 

access and demand for mental health services 

(Brenman et al., 2014). 

 NHSS 2015-20 recognizes the need to strengthen 

mental health services, the associated socio-cultural 

factors and the increasing suicide rate. It calls for a 

multi-sectoral approach. 

TB 

 Increasing number of multi-drug resistant 

(MDR) and Extensively drug-resistant (XDR) 

TB 

 DOTS centres scaled up 

 DOTS Plus and DR management programme 

implemented and scaled up  

 Prevalence survey initiated  

Outcomes: 

 Case finding improved   

 Success rate improved 

HIV 

 Gap in HIV case detection and estimated 

cases  

 Targeted integrated services (STI, HIV TC, 

Opportunistic Interventions    

 Integrated PMTCT, HTC, ART scaled up at public facilities  
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 Treatment adherence   Capacity building  

 Regular update of national treatment guidelines as per 

evidence  

Outcomes: 

 HIV incidence reduced  

 PMTCT, HTC, ART coverage improved  

Malaria 

 Malarial epidemic 

 Rapid diagnostic test  

 ACT (drug)  

 Bed nets (LLIN) distribution  

 Training  

 Surveillance  

 Multi sectoral partnership  

Outcomes: 

 Malaria cases reduced  

 No outbreak  

 No malarial death since 2012  

5.6 Quality of Care at Point of Delivery 

Issues identified and source Application 

 Increasing access has been the focus and now 

more attention on quality of care is needed as 

a matter of priority.  

 Quality of care related challenges remain with 

basic inputs such as: deficit (and absence) of 

qualified health workers at facilities, stock-out 

of drugs and commodities, non-functioning 

equipment and poor physical and utility 

infrastructure.  

 Overcrowding of certain facilities – 

particularly hospitals – while under-utilization 

of others, particularly peripheral facilities.  

 Implementation of the Quality Assurance 

Policy drafted in 2009 to 'ensure the quality of 

services provided by governmental, non-

governmental and private sector according to 

set standard', with no resource backup, 

remains poor.  

 

Sources:  

 Mid-term review of NHSP-2 

 National Health Policy, 2014  

 MoH annual reviews  

 Joint Annual Reviews 

 Curative Service Division, MoH, has developed 

and implemented the minimum standard for 

district hospitals  

 Hospital quality improvement process has been 

initiated in a number of hospitals  

 Strategic birthing centres are being 

established/developed for providing 24/7 

services and free referral for complicated 

deliveries and there is a plan for establishing 

normal delivery units at/near referral hospitals 

to address overcrowding in referral hospitals.  

 NHSS 2015-20 has set quality improvement as 

one of the four strategic directions. It has 

defined the dimensions of quality. 

 In order to ensure quality standards are 

developed, introduced and employed across all 

types of public and private sector providers, the 

National Health Policy, 2014, envisions the 

establishment of a new quality assurance body, 

in the form of an independent authority that 

reports directly to the government. This body 

will work closely with professional associations 

and existing regulatory authorities for ensuring 

high standards of health services across the 

sector and promoting safe and good medical 

practices. It will regulate quality standards and 
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Issues identified and source Application 

protocols, investigate non-compliance of service 

providers. 

 Maternal and Perinatal Death Surveillance and 

Response (MPDSR), gradual shift from MPDR 

being implemented in 42 referral hospitals, is 

being implemented in five districts in first phase 

(2015/16) with a plan of gradual scaling it up 

across the country by 2020. The MDSR 

component will be implemented both at 

community and facility whereas the PDSR at 

facility only. The target is to review all 

institutional maternal deaths by 2020.  

5.7 Health Infrastructure  

Issues identified and source Application 

 Lack of systematic and scientific basis for 

developing health infrastructure 

 A number of health facilities are established 

at donated land mostly located at a distance 

from the community  

  Lack of standard bidding documents  

 In 2011, 45% of outpatients thought their 

facility was overcrowded (STS 2011). In 2012 

and 2013, 33% and 30% reported 

overcrowding (STS 2012 and 2013). 

 

Sources:  

 STS 2011, 2012, 2013 

 MoH annual reviews  

 Joint Annual Reviews 

 The National Health Policy 2014 has planned to 

establish 1 health institution in one village within 

a distance not more than 30 minutes, based on 

geographical location and proportion of the 

population. The plan targets to establish one 

PHC per 20,000 population and one 25 bedded 

hospital per 1 lakh population. Similarly, one PHC 

is planned to set up in one industrial area.  

 More systematic and scientific basis for 

developing health infrastructure has been 

initiated. As a result, health infrastructures have 

gradually improved over time. Introduction of 

Guidelines for selection of health facilities for 

new construction and for upgrading 

 Introduction of Land Selection Criterion for 

selecting land for construction of new health 

facilities 

 Standard bidding documents including 

preparation of guidelines have been developed 

and distributed to all the DUDBC offices across 

the country. 

 E-bidding system introduced and 

institutionalized for procurement of civil works 

5.8 Health Financing  

Issues identified and source Application 

 In Aama programme, unit cost of normal 

deliveries is low at hospitals and high at 

birthing centres. There was a 12-fold 

difference between the unit costs of a normal 

 The recent study on Aama unit cost shows that the 

current reimbursement rats are sufficient to cover 

direct costs for all types of delivery in both public 

and private facilities, different levels of care, and 
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birth in the sample of birthing centres studied 

(FHD 2013). 

 The inconsistent practices frequently resulted 

in a fund deficit at DHOs/DPHOs and health 

facility level (Upreti et al. 2013).  

 Not all facilities are implementing the Aama 

Programme. All sampled district hospitals & 

PHCCs were implementing the Aama 

Programme, but one-third of sampled health 

posts (32%) were not (STS 2013).  

 The 4ANC programme is poorly implemented 

in all facilities. One of the explanations for this 

is the difficulty women face in meeting the 

criteria required to obtain the 4ANC 

programme incentives (Upreti et al. 2013) 

 District offices (DHOs and DPHOs) and health 

facilities are rarely orientated on the Aama 

and 4ANC programmes (Upreti et al. 2013). 

all geographic regions.  

 Monitoring and supervisory health visits of public 

health facilities’ implementation of the Aama 

Programme are improved.  

 Provide orientations on the Aama guidelines for all 

involved in implementing the Aama Programme. 

Explore the feasibility of using a cascade approach.  

 Strengthen reporting systems between health 

facilities and DHOs/DPHOs & regularly monitor 

with cross-verification to deter fund misuse.  

 Resolve Award in 2012 for innovative financing 

schemes managed by public sector 

 1.66 million women benefited since 2009 

 91% of entitled women received transport 

incentive 

 87% of women received service free of charge 

 57 non-state partners now providing Aama 

services 

5.9 Public Financial Management 

Issues identified and source Application 

 Slow reporting of GoN and EDPs spending 

from district to central level, caused by the 

large number of programme activities and use 

of a paper-postal system for sending reports 

delaying the annual budget process.  

 Financial and physical progress reporting 

using different systems that are hard to 

reconcile.  

 Partial computerization worsened the 

timeliness and quality of accounting and 

financial reporting. 

 Large number of activities - current FCGO 

coding system unable to capture spend 

 

Sources:  

 MoH annual reviews  

 Joint Annual Reviews  

 NHSSP, 2011, A concept note on TABUCS 

 Transaction Accounting and Budgeting Control 

System (TABUCS), an accounting system which 

allows for the capture of basic accounting 

transactions at source level, and enforces 

budgetary control procedures so that no 

expenditure can take place without an approved 

budget, has been developed and rolled out at 278 

cost centres as of end of 2015.  

 Basic functionalities of TABUCS include:  

o Processing of expenditures and payments 

o Automatic posting of payments to ledger accounts 

and summary accounts 

o Processing of cash and bank receipts and revenues 

o Automatic posting of receipts to ledger accounts 

and summary accounts  

o Central level control on annual programme 

budget, authorization and salary scale 

o Automatic posting in cash and bank books 

o A web-based system with both online and offline 

data entry system  

o Generates all ledgers and accounting and 

Management Information System reports, 

including Financial Monitoring Reports (FMR), e-

AWPB, authorization letters, payment orders, local 

revenue  
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5.10 Logistics Management and Procurement  

Issues identified and source Application 

 Slow reporting of GoN and EDPs spending 

from district to central level, caused by the 

large number of programme activities and use 

of a paper-postal system for sending reports 

delaying the annual budget process.  

 Financial and physical progress reporting 

using different systems that are hard to 

reconcile.  

 Partial computerization worsened the 

timeliness and quality of accounting and 

financial reporting. 

 Large number of activities - current FCGO 

coding system unable to capture spend 

 

 

Sources:  

 MoH annual reviews  

 Joint Annual Reviews  

 NHSSP, 2011, A concept note on TABUCS 

 Transaction Accounting and Budgeting Control 

System (TABUCS), an accounting system which 

allows for the capture of basic accounting 

transactions at source level, and enforces 

budgetary control procedures so that no 

expenditure can take place without an approved 

budget, has been developed and rolled out at 278 

cost centres as of end of 2015.  

 Basic functionalities of TABUCS include:  

 Processing of expenditures and payments 

 Automatic posting of payments to ledger accounts 

and summary accounts 

 Processing of cash and bank receipts and revenues 

 Automatic posting of receipts to ledger accounts 

and summary accounts  

 Central level control on annual programme 

budget, authorization and salary scale 

 Automatic posting in cash and bank books 

 A web-based system with both online and offline 

data entry system  

 Generates all ledgers and accounting and 

Management Information Systems (MIS) reports, 

including Financial Monitoring Reports (FMR), e-

AWPB, Authorization letter, Payment order, Local 

revenue  

 Insufficient storage space  54 district warehouse constructed  

 One cold chain warehouse built in Pathalaiya 

Transit Warehouses Complex 

 Increased total storage space from 21,223 sq. ft. 

from 1999 to 86,400 sq. ft. in 2011 

 Safe storage of valuable health commodities 

maintaining storage standards 

(DoHS Annual Report, 2013/14) 

 Poor logistic management  Government has been preparing to reform 

procurement in health sector to improve efficiency 

and effectiveness of procurement, distribution and 

management of drugs, equipment and services. 

Consolidated annual procurement plan (CAPP) 

introduced and prepared for last 3 years leading to 

improved procurement efficiencies through bulk 

purchase and economies of scale. 

 Endorsement of integration of HIV and AIDS 

logistics into mainstream logistics by MoHP in June 

2012  
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5.11 Human Resources  

Issues identified and source Application 

 Human resource management continues to plague 

the sector under NHSP-2.  

 Despite many efforts, almost all aspects of human 

resource (HR): production, recruitment, 

deployment and retention remain a challenge.  

 Effective and efficient management of HR 

capacities remains weak.  

 Fragmented training and orientations have made 

capacity development measures inefficient.  

 Frequent deputations outside duty stations have 

led to absenteeism of health workers. Motivation 

of health workers remains a challenge.  

 Some exercises on performance-based incentive 

models have been done but these are yet to be 

adopted and rolled-out on a meaningful scale 

 

Sources:  

 MoH, NHSSP (2013), Human Resources for Health 

Nepal Country Profile, NHSSP 

 MoH, NHSSP (2013), Health Workforce Plan and 

Projections, Nepal, NHSSP  

 NHSSP (2010), Human Resources for Health, 

Capacity Assessment for Health System 

Strengthening, NHSSP  

 Mid-term review of NHSS 2010-15  

 MoH Annual Reviews  

 Joint Annual Reviews  

 The new National Health Policy 2014 has 

made provisions for deputing health workers 

in a harmonious environment. It envisages 

making health workers accountable at their 

services and delivering services actively and 

continuously.  

 The policy provides benefits to the health 

workers working in rural areas 

 The government has planned to deploy 2.5 

doctors and 23 health workers for 10,000 

populations. 

(MoHP National Health Policy, 2014) 

5.12 Monitoring and Evaluation  

Issues identified and source Application 

 Different information systems seldom 

‘talk’ to each other and this has limited 

the use of information and evidence in 

decision making process.  

 There is a need to move towards 

integrated approach to information 

management.  

 e-health strategy needs to be in place to 

leverage modern information and 

communication technologies in the 

health sector.  

 Current system to register births and 

deaths is insufficient. Only about a half of 

 Nepal Health Sector Strategy (NHSS) 2015-20, 

recognizes the need of improved availability and 

use of evidence in decision-making processes at all 

levels; and thus focuses on strategies and 

interventions leading to:  

o Better informing policy and planning process 

through information generated from various 

sources such as routine information systems, 

population and institution based surveys, 

surveillance, and research studies.  

o Making all the routine information systems 

functional and interoperable with the data 

being housed at a central data warehouse.  
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Issues identified and source Application 

births are registered (NMICS 2014).  

 

Sources: 

 MoH annual reviews  

 Joint Annual Reviews (JAR) 

 NHSSP, 2010, M&E capacity assessment 

 NMICS 2014 

o Better integration of health sector reviews at 

the national and sub-national levels  

o Prioritized researches to draw innovations 

that support improve accessibility to quality 

healthcare services.  

o Leveraging modern information and 

communication technologies. 

 Ministry has drafted e-health strategy and is in the 

process of finalization, endorsement and roll out.  

 Ministry has started working with Ministry of 

Federal Affairs and Local Development (MoFALD) 

and other stakeholders to strengthen CRVS system 

with its focused intervention in strengthening 

cause of death assignment.  

 Routine information systems need to be 

strengthened and build interoperability 

leveraging the use of modern ICT  

 Improve quality and use of data 

 Delay in supply of HMIS tools to the health 

facilities  

 High annual investment in printing and 

distribution of HMIS tools 

 Paper based recording and reporting from 

health facilities has affected storage and use 

of data 

 

Sources: 

 MoH annual reviews  

 NHSSP, 2010, M&E capacity assessment 

 NHSSP, 2010, Mismatch assessment  

 NHSSP, 2011, IT Review for strengthening 

HMIS 

 HMIS has been revised to meet the data needs, 

integrating vertical reporting system and 

improving quality and use of data; and the revised 

system is rolled out in 2014/15.  

 DHIS2, free open source software, a public health 

analytical tool, developed by University of Oslo 

and being used in about 45 countries, has been 

customized as per the HMIS requirements; and it is 

in the process of roll out.  

 Ministry is drafting a minimum standards and 

guideline for initiating e-reporting from health 

facilities. Electronic Immunization Recording 

System (EIRS) has been initiated in Kanchanpur 

district and the facilities have started e-reporting 

to HMIS using the platform developed for EIRS.  

 Bayalpata Hospital in Achham district has initiated 

use of Electronic Medical Record (EMR) System, 

which can be further customized for use at health 

posts, primary health care centres and public 

hospitals.  

 Western Regional Hospital, Pokhara, with support 

from WHO, has developed electronic record 

system customizing the OpenMRS. However, it is 

not in use yet because of the other 

infrastructures/environments like computers, 

networks needed for its implementation.  

 A system has been developed for assigning a 

Unique ID to each health institution and it is in the 

process of endorsement and roll out. This will 

create a base for establishing interoperability 

among the MISs.  

 The exercise of developing unified coding system 
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Issues identified and source Application 

has also generated 'Health Facility Directory'.  

 Learning from the NHSP-2 development and 

implementation, a results framework has been 

developed along with the development of NHSS 

2015-20. This is accompanied by a compendium of 

indicators with an operational definition of each of 

the indicator in the RF. The ministry will also 

support programme divisions and centres to 

develop programme specific monitoring 

framework in line with the NHSS.  

 Ministry is also developing a Dash board with key 

indicators related to all programmes to be used by 

the policy makers and senior programme 

managers in planning, monitoring and evaluation.  

 Ministry is also planning to provide training to the 

M&E officials on use of routine data quality 

assessment tool as a part of their routine work.  

 Early Warning and Reporting System (EWARS) in 

the EDCD has also adopted DHIS2; is in the process 

of roll out.  

 Health surveys are scattered, not harmonized 

and uncoordinated  

 MoH does not have a 'survey plan'  

 Policy briefs are not developed using the 

survey findings  

 Findings of the surveys are not well 

disseminated and it has limited the use of 

data in planning, monitoring and evaluation 

processes  

 

Sources: 

 MoH annual reviews  

 NHSSP, 2010, M&E capacity assessment 

 A strategic survey plan has been drafted and is in 

the process of finalization with inputs from 

broader stakeholders  

 Nepal Health Facility Survey (NHFS) 2015 is 

implemented harmonizing the existing health 

facility surveys namely the Service Tracking 

Surveys (2011, 2012, 2013) done by MoH with 

support from DFID/NHSSP; Service Provision 

Assessment (SPA) being done globally with 

support from USAID/ICF International; Service 

Availability and Readiness Assessment (SARA) 

recommended by WHO; and annual Facility Survey 

implemented by UNFPA Nepal as its international 

commitment.  

 The NHFS assesses service availability, readiness 

and quality of health services at health facility 

level  

 First round of NHFS is being done with support 

from USAID, DFID/NHSSP, WHO, UNFPA and other 

partners.  

 There is a growing recognition that this survey 

needs to be done at five years' time interval and 

with a possibility of a mini survey in between the 

two large surveys. 

 At the population level, NDHS and Nepal Multiple 

Indicator Cluster Survey (Nepal MICS), both at the 
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Issues identified and source Application 

national level, are being done at five years' time 

interval. The fifth series of NDHS is underway in 

2016 and the national level first series of NMICS 

was done in 2014 (previously it used to cover mid 

and far western development regions only). 

Technical discussions are in progress to best 

harmonize these two surveys in terms of data 

comparability, timing and the national data needs.  

 The Nepal Health Sector Strategy 2015-20 has put 

'Improved availability and use of evidence in 

decision-making processes at all levels' as one of 

its nine Outcomes with specific focus on 

integrated information management; Prioritized 

surveys, research and studies; and Improved 

health sector reviews with functional linkage to 

planning process.  

 Ministry is in the process of developing a 

monitoring and evaluation action plan for the next 

five years in line with the NHSS 2015-20. 

5.13 Gender Equality and Social Inclusion 

Issues identified and source Application 

 Social and cultural barriers prevent target 

groups from fully accessing and utilizing 

health services 

 Lack of adequate women staff in OCMCs. An 

assessment found an inadequate number of 

nurses at two of the OCMCs out of four. 

 Inadequate support provided by health 

workers working in OCMCs 

 Inadequate coordination and collaboration in 

district levels among line agencies 

 

Sources: MoHP, 2014 , DoHS, Annual Report 2014 

 In 2011-13, MoHP established 15 one-stop crisis 

management centres (OCMCs) in hospitals to 

provide integrated support to GBV 

 First one and a half years the four centres 

provided services to 362 GBV survivors and to 

4420 GBV survivors till mid Nov, 2015. 

 Government plans to include women doctors and 

health workers in OCMCs since majority of GBV 

survivors are women. 

 Government has planned to provide livelihood 

skills training at the OCMCs, so that GBV survivors 

can provide for themselves in the future. 

 Increased capacity for GBV training (e.g. medico-

legal and psycho-social counselling) to health staff 

and stakeholders. 

 Developed and operationalized GBV clinical 

protocols. 

 Improved multi-sectoral response to GBV in centre 

and districts 
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6 PARTNERSHIP ARRANGEMENTS 

6.1 Background 

NHSP-2 builds on the National Health Policy, Health Sector Reform Strategy and Sector Wide 

Approach (SWAp) established almost a decade ago. Each highlights the importance of 

strengthening partnerships across the sector, building government leadership and ensuring the 

effective use of available resources.  

A sector wide approach (SWAp) in line with the Paris Declaration on Aid Effectiveness (2005) was 

introduced by the Ministry of Health in 2004 with the support of 11 health sector donors. In 2007, 

Nepal was selected as a ‘first wave’ country under the International Health Partnership (IHP) which 

sought to tackle ‘bottleneck’ issues such as agency coordination, harmonisation, performance 

monitoring and health care financing in support of the SWAp.  

NHSP-2 sought to widen and strengthen partnerships for health with external development 

partners, indigenous state and non-state partners and communities. It espoused the core values of 

the country’s socio-political and socio-economic paradigm at the time aiming to improve the 

health and nutritional status of the Nepali population with a special focus on poor and excluded 

groups. 

The Constitution of Nepal in 2015 established a federal form of governance having a three tier 

federal structure. While discourse continues in order to reach consensus on the federal structure, 

it is evident that new partnerships and coordination and collaboration mechanisms will be needed 

at federal, provincial and local government levels for the effective delivery of health services.  

6.2 Progress and Achievements under NHSP-2 

Progress and achievements for the main partnership modalities under NHSP-2 are described 

below. These are partnerships between a) MoH and indigenous non state partners and b) MoH 

and external development partners including INGOs. Both have been influenced by a number of 

factors including:  

6.3 Improved Partnership Environment 

There have been important improvements in health sector management as a result of the 

improved environment for partnerships under Nepal’s health SWAp in line with aid effectiveness 

principles. The mid-term review of NHSP-2 referred to Nepal’s health sector SWAp as a ‘mature’ 

arrangement.  

EDPs and state and non-state stakeholders participated in the development of sector strategies 

and NHSP-2 implementation plans. The introduction of participatory reviews of AWPBs at several 

levels helped translate strategies into programmes of coordinated action and encouraged both 

pooled and non-pooled partners to align their inputs with sector priorities. As a result, relatively 

few EDP supported projects operated independently of MoH, particularly in NHSSP’s latter stages 

and, importantly, in the immediate aftermath of the April 2015 earthquake.  

While a systematic review of the impact of the Nepal health SWAp has yet to be carried out, there 

is considerable anecdotal evidence to suggest that agency harmonisation efforts under NHSP-2 
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have reduced aid fragmentation, limited duplication and lowered overall transaction costs for 

MoH. This marks a significant improvements on NHSP-1 efforts.  

6.4 Mechanisms that have Strengthened Partnerships 

Under NHSP-2, several mechanisms were used to strengthen donor harmonisation and foster 

effective partnerships in the health sector including: 

Joint Financing Arrangement (JFA): The Joint Financing Arrangement (JFA) for health is signed 

between the Ministry of Finance (MoF) and EDPs (all pooled fund partners — DFID, World Bank, 

GAVI HSS, KfW DFAT plus four non-pooled partners: USAID, UNFPA, UNICEF and WHO). The JFA 

sets out a framework of harmonised procedures designed to strengthen performance reviews, 

financial management and advance coordinated planning, monitoring and reviews in the sector. 

GoN views the JFA as an important instrument able to fortify partnerships for improved sector 

management and the alignment of development partner inputs with MoH’s AWPB. It also marks 

an important step in the development of a single sector monitoring and evaluation framework. 

Joint Annual Review (JAR): During NHSP-1 a health sector partnership forum was developed to 

help coordinate and consolidate external partner inputs. This remained dormant under NHSP-2, its 

purpose having being subsumed by JARs. JARs provided an important platform under NHSP-I and 

NHSP-2 for annual progress reviews against targets and increasing the number of state and non-

state actors involved in discussions on key themes. These improvements, laid down as action 

points, were captured in successive Aide Memoires signed by MoH and the health sector EDP 

chair.  

Joint Consultative Meeting (JCM): The convening of four Joint Consultative Meetings a year 

provided an effective forum for updating, discussing and reviewing progress made against key 

AWPB related targets and milestones. The main agenda items for such meetings were the joint 

identification of priorities for forthcoming AWPBs and related business plans, a mid-term review of 

progress made and tracking progress against previous Aide-Memoire commitments.  

Technical Working Groups (TWG)/Committee (TWC): Several technical working 

groups/committees were established to carry forward specific, normally time bound, activities 

related to key work streams. Several, however, such as the M&E TWG, PFM Committee and 

Reproductive Health Coordinating Committee (RHCC) have continued to function at MoH and even 

at district level. These groups/committees have helped to track and harmonize the activities of 

various stakeholders during NHSP-2 implementation.  

External Development Partners Forum: Since 2004, Nepal’s health sector EDPs have participated 

in an EDP forum with the chair and co-chair posts rotating annually between the members. This is 

seen to have helped align EDP inputs more closely around NHSP-2 objectives.  

Association of INGOs in Nepal (AIN): The Association of INGOs in Nepal formed a sub-group of 

agencies working in health to help coordinate INGO activities in the sector. This is seen to have 

reduced duplication of inputs and served as an effective platform for communicating with other 

stakeholders. However, there have been no formal interactions between the AIN health group and 

the EDP group, leading to an effective disconnect between two key stakeholders.  
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6.5 Improved Coordination at District and Regional Level 

The participation of local stakeholders and communities in district level health programmes has 

increased significantly over the years, although mixed feelings prevail at regional and district levels 

over the real extent of partnerships, harmonisation and alignment. The absence of locally elected 

government representatives since 2002 has generally undermined downward accountability and 

has adversely affected multi-stakeholder partnerships and harmonisation in the sector2.  

Health specific arrangements such as district RHCCs, district, municipal and village WASH 

coordination committees (D/M/V WASHCC) etc. have helped foster coordination between 

stakeholders at the district level. EDPs operating at district level seem to have been better at 

finding their comparative advantage than at the central level while a 2010 study showed minimal 

duplication in most programmatic areas, with the exception of HIV/AIDS3.  

In the aftermath of several natural and man-made disasters (the 2015 earthquake and various 

outbreaks and epidemics) district disaster coordination committees and health clusters are 

generally seen to have responded well. However, differing modus operandi of development 

partners have often created difficulties for district offices in their coordination efforts. Similarly, 

agency-specific reporting requirements have tended to tax the capabilities of local government 

institutions to meet them.  

Across all regions formal institutionalised coordination arrangements for WASH, reproductive 

health and disaster relief have been established. However efforts made to create operational 

partnerships under these arrangements have generally been unsuccessful. Similarly, efforts made 

under NHSP-2 in the Mid and Far West Regional Directorates to create effective health 

partnerships between sector actors through regional health coordination teams, including the 

preparation of integrated district health plans, have not been institutionalised. 

6.6 Multi-sectoral Coordination and Collaboration 

There are a number of examples of effective multi-sectoral collaboration in Nepal including the 

school health programme with the education sector and urban health programmes with 

municipalities. These initiatives are evidence of a growing interest in multi-sectoral collaboration 

for health. In 2012, the National Planning Commission (NPC) launched a five-year Multi Sector 

Nutrition Plan (MSNP, 2013-2017) (NPC 2012) which brought together seven government line 

agencies to tackle maternal and child under-nutrition in the country. The Government of Nepal has 

put in place several multi-sectoral plans and frameworks in recent years linked to health including: 

 Multi-sectoral Nutrition Plan (MSNP), 2013–2017 

 Multi-sectoral Action Plan for the Prevention and Control of Non Communicable Diseases, 

2014-2020 

 Inter-sectoral Framework on Water and Sanitation for Health (WASH), 2013 

 Nepal Road Safety Action Plan, 2013-2020 

 National Action Plan Against Gender Based Violence, 2010 

                                                           
2 Kapil Dev Ghimire, Bal Gopal Baidya, and Paul Thornton, "Joint Evaluation of the Paris Declaration Phase II: Nepal 
Country Evaluation 2010," (Kathmandu 2010). 
3 Ibid. 
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In 2010, the Local Health Governance Strengthening Programme (LHGSP), a collaborative 

programme of MoH and MoFALD, was piloted initially in four districts and later on in one more 

district. One of the intended result areas of LHGSP is “strengthened collaboration among local 

level institutions… in managing health services effectively, efficiently and equitably.4” Multi-

sectoral collaboration between MoHP and MoFALD has also progressed on strengthening local 

health governance and on civil registration and vital statistics. Furthermore, a collaborative 

framework was signed between MoHP and MoFALD in December 2013 to strengthen local health 

governance. Both ministries see the framework as a milestone reform step in terms of establishing 

more responsive and accountable health systems at local level. Since 2014/15, this initiative is 

being piloted in six districts. It remains to be seen how the collaborative framework between 

MoHP and MoFALD contributes to strengthening local health governance. 

6.7 Mapping of Support 

An Aid Management Platform (AMP) was established in the Ministry of Finance (MoF) in 2009 to 

track support provided by development partners and associated aid flows. The AMP is a web-

based tool for use by government institutions and development partners to plan, monitor, 

coordinate, track, and report on foreign aid funded programmes and activities. The effective use of 

this tool by MoH and EDPs promises to improve alignment and harmonisation.  

In fiscal year 2013/14, AMP was rolled out to all local development partners and line ministries. 

The implementation progress of AMP is steady and currently includes 1,303 programmes and 

projects with a combined disbursement in FY 2015/16 of USD 7,210 million. In 2014/15 the 

number of on/off budget projects captured by AMP was only 14. The number of INGOs reporting 

to the Amp was 80 in 2014/15 and more than 170 in 2015/2016. This number may increase in the 

future thereby increasing INGOs’ overall contribution to the sector.  

6.8 State Non-State Partnerships 

GoN has recognised the importance of engaging non-state providers in the country’s health 

system and has fostered their participation in health care service delivery in particular. The draft 

State Non-state Partnership Policy (2012) emphasises the need for improved partnerships 

between state and non-state actors and envisions appropriate strategies and operational plans to 

promote meaningful collaboration. The draft policy also seeks to promote better synergy between 

the state and non-state sectors in achieving improved health outcomes for the country. However, 

in the 2015 aide memoire, it was suggested to review the draft policy in line with the new health 

policy 2014. The SNP policy has yet to be endorsed. 

Nepal has a long tradition of collaboration with non-state health care providers. Several 

partnership models are currently operational across Nepal in collaboration with non-profit NGOs, 

private-for-profit hospitals, and medical colleges. However, in the absence of uniformity in 

contract structure or effective supervision and monitoring, these partnerships are seen as 

innovative pilots but lacking in long term strategic commitment for their sustainability. 

From 2015, MoHP embarked on an initiative to strengthen district health care systems through 

partnerships with academic institutions. This aims to improve clinical care at district hospitals by 

                                                           
4 Ministry of Health and Population, "Memorandum of Understanding among Key Implementing Partners of the Local 
Health Governance Strengthening Programme," (Kathmandu: Government of Nepal, 2010). 
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posting senior resident doctors and specialised faculties (e.g. doctors and specialists of paediatrics, 

internal medicine, dentistry, surgery, and anaesthesiology) from academic institutions. Budgeted 

funds to pilot this initiative in a few districts have been secured; a draft memorandum of 

understanding (MoU) is ready, and negotiations with individual academic institutions are planned. 

6.9 Post-earthquake Partnerships 

The top priorities following the April 25 earthquake were to treat those injured with the best care 

available at the district or field level, resume health care services including through temporary 

medical camp set ups, and maintain adequate supplies of drugs and commodities. These were 

made possible with the support of government and privates hospitals, medical colleges, NGOs and 

INGOs. More than 128 foreign and more than 300 national medical teams were mobilized across 

the 14 highly affected districts.  

The importance of collective, coordinated agency responses during crisis was acutely evident 

during the immediate response phase. In the intermediate phase that followed around 40 

organisations, mostly INGOs and NGOs, signed memoranda of understanding (MOU) with MoH to 

repair and retrofit damaged health facilities, restore health care service delivery, respond to the 

additional health care delivery needs and replenish damaged equipment and supplies at health 

facilities. More than $30 million worth of support is currently being applied for this purpose in the 

fourteen highly affected districts with 198 of the 484 earthquake damaged health facilities now 

under repair of construction in accordance with approved construction guidelines.  

6.10 Lessons Learned 

The partnership mechanisms developed during both NHSP-1 and NHSP-2 are seen to have 

improved the harmonisation of development partner inputs with MoH priorities. This, in turn, has 

enhanced operating efficiencies, reduced transaction costs for both EDPs and MoH, and 

contributed significantly to improvements seen in planning, programming and spending. 

Accordingly, aid fragmentation and duplication have reduced, but there is more to do to 

encourage other agencies to work more closely and collaboratively with MoH.  

The role played by national personnel working for EDPs and other international partners in 

fostering better partnerships in the health sector is often overlooked, but is highly significant. Such 

staff frequently act as skilled advocates, moderators and conduits between their employers and 

counterpart government institutions to better coordinate efforts and improve communications 

within a diverse cross-cultural, multi-agency setting. 

As the multi-sectoral response to address the wider social determinants of health gains further 

ground, the interests and perspectives of new non-health specialists must be accommodated. This 

potentially represents both an additional opportunity for the sector and an additional 

management load.  

As noted above, the State Non state Partnership Policy (2013) has yet to be endorsed despite the 

widespread recognition across the sector of its importance. Several partnership modalities with 

the non-state actors are already practiced but the efficacy of these partnerships has yet to be 

reviewed.  
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6.11 The Way Forward  

As per the aspiration of the NHSS (2015-20), both GoN and EDPs should maintain efforts to 

strengthen Nepal’s health SWAp to better align funding and technical support with strategy 

priorities. Government’s leadership in program design, implementation and monitoring is equally 

essential if the gains seen in health outcomes and health systems strengthening under NHSP-2 are 

to be maintained.  

The mechanisms used to develop and help strengthen effective partnerships such as the JAR, JCM 

and various technical working groups should also be maintained and further developed. A new JFA 

is currently in its draft stage. This sets forth joint provisions and procedures for financial and 

technical support to NHSS (2015-20) to meet strategy objectives and results.  

Some NHSS sector funding is likely to come through new types of partnerships with some EDPs 

opting for disbursement linked indicator milestones in addition to current financing arrangements. 

As some policy directives to encourage private sector engagement in health service delivery 

already exist, including the State Non State Partnership Policy, it is recommended that these be 

built on to accommodate new working partnerships.  

There have been some efforts in the past to examine the likely implications of federalism on the 

health sector including funding and operational partnerships. This work should be developed 

further in order to identify appropriate modalities for partnerships under a decentralized political 

structure.  
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7 GENDER EQUALITY AND SOCIAL INCLUSION 

7.1 Executive Summary 

This report provides an update on the initiatives of MoH and its partners in NHSP-2 to 

institutionalise gender equality and social inclusion (GESI) and improve the access of women and 

poor and excluded people to health services. 

7.1.1 Progress on institutionalizing GESI into the national health system and service delivery 

 The establishment of a comprehensive institutional structure for GESI from the ministry level 

down to individual health facilities in 2012 including the creation of a GESI section in the 

ministry. 

 By end-2014, GESI technical working groups have been formed in 75 districts and GESI focal 

persons appointed in all regional health directorates and district health offices. 

 Two overarching guidelines were approved the ‘GESI Institutional Structure Guidelines’ (2012) 

and the ‘Operational Guidelines for GESI Mainstreaming in the Health Sector’ (2013). The 

increasing importance assigned to the GESI agenda is evident from the Population Division 

allocating more than 30% of its budget for GESI activities since 2013/14. 

 Trainers at National Health Training Centre (NHTC) and regional health training centre have 

received training (in 2014 & 2015) on GESI integration into planning, programming and 

service delivery. These trainees subsequently delivered step down training in 31 districts for 

health facility in-charges and district supervisors. 

 To strengthen GESI capacity in the sector, GESI has been integrated into five in-service 

training curricula and the induction training of new health personnel. GESI has been 

integrated into population and development training provided to district development 

committees, health personnel and media persons in 75 districts.  

 Twenty one-stop crisis management centres (OCMCs) were established and strengthened in 

hospitals to provide integrated support to survivors of gender-based violence (GBV). Up to 

mid-November 2015, the OCMCs have provided support and services to 4,420 GBV survivors 

of whom 94% are female and 6% male. Most of the cases have been either physical or sexual 

violence cases.  

 Eight social service units (SSUs) were successfully piloted in referral level hospitals to facilitate 

subsidised and free health care to target groups, and six additional SSUs are being established 

in 2015/16. Up to July 2015 the eight SSUs had served 103,289 clients who had received free 

or partially free services, with an almost equal number of male and female cases. Most of the 

cases were either poor people or senior citizens.  

 Social auditing of health facilities has rapidly progressed. Harmonised social audit guidelines 

were approved in 2013. Social audit was implemented across 45 districts in 802 health 

facilities in 2014/15 and in 55 districts in 1252 health facilities in 2015/16. 

 Tailored approaches to serve isolated and vulnerable communities have been developed 

including piloting of maternal, newborn and child health strategies for remote areas, and 

Community Health Units. 

 Multi-sectoral collaboration: MoFALD agreed to integrate the MoH’s Equity and Access 

Program, a social mobilisation program targeting poor and excluded communities, into its 
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Local Governance and Community Development Programme as per the Collaborative 

Framework between the two ministries. 

 GESI based evidence for policy and programme decision-making was strengthened through 

the further analysis of the 2011 Nepal Demographic and Health Survey and the 2012 

Participatory Ethnographic Evaluation and Research (PEER) study on the barriers that poor 

people face accessing health services.  

 The inclusion of GESI disaggregated data for 11 Health Management Information System 

(HMIS) indicators will provide improved data for decision-making. 

 GESI was reflected in policy documents such as the Health Policy Review, HRH Strategic Plan, 

Urban Health Policy and NHSP-2 implementation plan. The NHSS (2015-2020) document has a 

strong focus on equity and integrates GESI concerns throughout. 

7.1.2 Summary of the way forward 

The way forward for sustaining GESI gains and strengthening equity and GESI in coming years is: 

 Ensure that newly formulated, revised, updated and amended policies integrate equity and 

GESI concerns. 

 MoH to continue integrating GESI and an equity focus into its annual work plans and budgets 

(AWPBs) and business plans and include adequate funding for GESI mainstreaming activities 

and to target underserved populations in forthcoming AWPBs. 

 Strengthen the capacity of the Public Health Administration and Monitoring & Evaluation 

Division which is the current institutional home of GESI in MoH, and develop a rollout plan for 

the GESI Operational Guidelines.  

 Continue building GESI capacity at all levels of the health system including roll out of GESI 

training to the remaining 44 districts. 

 Ensure GESI concerns are integrated into the programme implementation guidelines that are 

prepared by divisions and sent to districts to direct programme implementation. 

 Strengthen the functioning of OCMCs and improve collaboration and coordination between 

the various agencies (Nepal Police, MoWCSW, Office of the Attorney General, MoFALD) that 

are involved in OCMCs and GBV prevention as per the Umbrella Guidelines; roll out GBV 

Clinical Protocol across the country.  

 Implement the MoH’s 2015 roadmap for strengthening and scaling up SSUs including the 

institutional relocation of SSUs within MoH. 

 Revise the social audit approach based on the findings of the 2015 evaluation, strengthen the 

process and terms for hiring NGO facilitators, increase the responsiveness of the centre and 

districts to the social audit findings and action plan. Continue to roll social audit out through 

the health sector in the medium term while testing possible harmonisation with MoFALD. 

 Work with MoFALD to (i) integrate health into its social mobilisation programmes to improve 

the health of poor and excluded communities, (ii) strengthen social accountability to improve 

the quality and transparency of health services, and (iii) implement the Local Health 

Governance Strengthening Operational Guidelines to improve the responsiveness and 

governance of health services. 

 Strengthen behaviour change communication programmes to improve the health practices of 

poor and excluded populations, including adolescents, and prevent gender-based violence. 
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 Promote use of disaggregated data and evidence from HMIS during planning, programming 

and monitoring. 

7.2 Progress in 2015 

See Annex 7.1 for progress on GESI in 2015 (as per Annex 3 of NHSP-2). 

7.2.1 Institutionalising gender equality and social inclusion 

 Policy level: Integration of GESI and equity into the development of the Population Policy, 

Urban Health Policy, and the Nepal Health Sector Strategy 2015-2020 with support from 

NHSSP TA. 

 Capacity building: GESI training was provided to 24 NHTC trainers and 24 DHO officials. The 

training was rolled out in 17 districts (for about 1000 service providers, supervisors and health 

facility in-charges) by the trainers, the same year. So far, more than 2000 service providers 

from 31 districts have been trained to integrate GESI considerations into service delivery. 

 An assessment of the effectiveness of GESI training of district and facility level health 

personnel was conducted in 6 districts covering five ecological regions. It found an increase in 

understanding of GESI among participants, more favourable attitudes to address exclusion 

from health services, and greater targeting of vulnerable and underserved communities in 

health service provision. 

 Planning and budgeting: MoH continued efforts to integrate GESI into AWPB and Business 

Plans with support from NHSSP TA. 

 Evidence: In the NDHS 2016. the measurement of domestic violence and women 

empowerment has been refined with support from NHSSP and will provide evidence for 

decision-making. 

7.2.2 Scaling up social service units (SSUs) based on lessons learned from piloting 

 SSU operational guidelines revised based on lessons learned from the piloting exercise. 

 MoH with support from NHSSP, commissioned an independent evaluation of SSUs to identify 

lessons and provide inputs to NHSS. It found progress had been made by pilot SSUs in terms 

of (i) their capacity to correctly identify and serve target groups in compliance with SSU 

Guidelines, (ii) better targeting of the poor and other target groups, (iii) contribution towards 

good governance of health facilities by increasing transparency and accountability, (iv) 

enhanced awareness of target groups on the free or partially free services available, and (v) 

freeing up a significant amount of the time care providers spent identifying target groups and 

deciding on exemption of fees.  

 A roadmap prepared by MoH recommended a) replication of the SSU model in other referral 

hospitals; b) SSU capacity enhancement to expand its role to coordinate other hospital based 

social protection programs including nutrition, geriatric, mental health; c) standardising the 

benefits packages to target groups; d) earmarking budgeting for free or partially free services 

based on the local realities of hospitals; and e) shifting oversight of SSUs from Population 

Division to the Policy Coordination Committee. 

 Based on the roadmap, MoH plans six new SSUs in 2015/2016, four under MoH’s budget and 

two to be supported by the NHSSP-implemented Health Sector Transition and Recovery 

Programme. Orientation has been provided at all six hospitals.  
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 Three days’ training on communication, psychosocial support and referral was provided to 

SSU service providers at 8 hospitals (47 persons).  

 A web-based MIS was developed and approved by MoH. It is easy to use, consistent and 

efficient in capturing details of patients and services being provided at all 8 SSU hospitals. All 

SSU facilitators in these hospitals are trained on using this software. The system offers a wide 

range of options through which disaggregated information can be produced. It is expected to 

increase the transparency and efficiency of SSUs. 

7.2.3 Scale up of social audits based on lessons learned from piloting 

 In 2014, PHCRD and seven external development partners (EDPs) signed a MoU establishing a 

collaborative framework for the social auditing of health service provision, and have 

subsequently started providing TA to PHCRD and the DP/HOs in their focal districts. Health for 

life (H4L) supported 50 health facilities in an additional five districts. NHSSP provided 

backstopping support to PHCRD for planning and budgeting of social audit in 2014/15 and 

financial and technical support for the orientation programmes to concerned DHOs, EDPs, and 

local partner NGOs.  

 Social auditing of health facilities has rapidly progressed. Harmonised social audit guidelines 

were approved in 2013. Social audit was implemented across 45 districts in 802 health 

facilities (district hospitals, primary health care centres, and health/sub-health posts) in 

2014/15 and in 55 districts in 1252 health facilities in 2015/16. 

 NHSSP, on request from PHCRD, commissioned an independent process evaluation of the 

implementation of the harmonised social audit approach in sample districts. The evaluation 

found that social audit has contributed to improved governance of health services at the local 

level. In particular, the social audit has contributed towards: improved access to health 

services through for example increased provision of full AAMA and ANC entitlements, longer 

opening hours, and more staff; improved quality of services, particularly fewer stock outs of 

medicines, improved privacy and better toilet facilities; improved accountability and 

management through for example the display of AAMA and ANC beneficiary names, more 

regular HFOMC meetings and more active HFOMCs, and greater local initiatives to improve 

health services. 

 Social Audit Evaluation has been shared with PHCRD director and other key members of the 

MoHP including EDPs for their feedback. Based upon the recommendation of the SA 

evaluation report PHCRD plans to update the Social Audit Guidelines. 

7.2.4 Scale up of one-stop crisis management centres based on lessons learned from piloting  

 OCMC guidelines revised with support of NHSSP incorporating feedback from annual national 

review workshop and field visits. Revised OCMC guidelines approved by Minister of MoH. 

 OCMC reporting manual prepared by NHSSP at the request of MoH and in approval process.  

 The Office of the Prime Minister and Council of Ministers (OPMCM) decided to develop 

integrated guidelines for the delivery of services to GBV survivors. Integrated guidelines will 

improve multisectoral coordination of services to survivors, and support the harmonisation of 

service delivery programs and prevention at central and local level. A steering committee has 

been formed under the Chairpersonship of the Secretary, Ministry of Women Children and 

Social Welfare (MoWCSW) and technical working groups formed with members from various 

ministries and departments. NHSSP, on behalf of MoH has been providing technical support 
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to develop the integrated guideline. The final draft is ready for submission to the Steering 

Committee for review and feedback following which MoWCSW will submit the guidelines to 

Cabinet for approval.  

 The GBV Clinical Protocol was approved by the honourable health minister. The protocol 

guides service providers manage GBV cases including the provision of immediate health care, 

psychosocial counselling, the collection and preservation of medico-legal evidence and 

developing systems for referral, follow-up and reporting. NHSSP supported Population 

Division and UNFPA implement GBV clinical protocol training in the 14 worst earthquake 

affected districts, and this will be rolled out over time to service providers at all levels. 

 UNFPA and The Asia Foundation funded basic and refresher training on psychosocial 

counselling to OCMC counsellors from seventeen districts with technical support from NHSSP.  

 OPMCM instructed line ministries to strengthen and scale-up OCMCs across the country. 

NHSSP supported the development of an OCMC action plan for OPMCM, which included the 

scaling up of OCMCs in 35 districts in 2017/18, gradual roll-out of the GBV clinical protocol in 

all health facilities and alliance building with multi-sectoral stakeholders for the prevention of 

GBV at large. 

7.3 Progress Made 2010 to 2014/15 

7.3.1 Institutionalising gender equality and social inclusion 

 The Minister, MoHP, approved the GESI Institutional Structure Guideline in 2012. They specify 

the location of GESI responsibilities in the government's health structure and the functions of 

the different GESI committees and working groups.  

 By end 2014, GESI technical working groups have been formed in all districts. GESI focal 

persons have been nominated in all regional health directorates (RHDs) and in 75 district 

health office/district public health offices (DHOs and DPHOs).  

 In 2013 a GESI section was formed in the Population Division headed by the Under-Secretary 

as a dedicated section to work on GESI. 

 The ‘Operational Guidelines for Gender Equality and Social Inclusion Mainstreaming in the 

Health Sector’ were developed under the guidance of a Technical Committee and approved 

by MoHP in 2013. These guidelines guide all levels of health service providers and managers 

on mainstreaming GESI in their planning, programming, budgeting, service delivery, 

monitoring and reporting. 

 The Population Division has incorporated GESI related programmes (OCMCs, SSUs, 

strengthening GESI TWGs and GBV training to health staff of OCMC hospitals) into their 

programme implementation guidelines since 2013/14. 

 GESI was integrated into five programme implementation guidelines in 2013/14: 1) The 

Primary Health Care Revitalisation Division’s AWPB Implementation Guidelines 2) Community 

Health Unit Guidelines; 3) The Management Division’s AWPB Implementation Guidelines; 4) 

The Family Health Division’s AWPB Implementation Guidelines and 5) Uterine Prolapse 

Programme Guidelines. 

 MoHP allocated a reasonable amount of funding for GESI activities in its annual work plan and 

budgets (AWPB) for 2013/14 and 2014/15. This included budgetary provisions for GESI-

related capacity development at different levels, to make GESI technical working groups 

functional, and to establish and operate OCMCs in 16 hospitals and SSUs at 8 hospitals. In 
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2013/14, the Family Health Division allocated 96%, the Population Division 31% and the Child 

Health Division 25% of their budgets for GESI-related activities. And for 2014/15, the 

Population Division has allocated 30% of its budget for GESI-specific activities. The MoH’s new 

business plan format has helped to ensure that GESI-related activities are identified, planned 

and budgeted. 

 GESI integration was reflected in policy documents such as the Health Policy Review, HRH 

Strategic Plan, and NHSP-2 implementation plan.  

 A GESI section was included in the JAR report since 2012. 

7.3.2 Capacity building on GESI 

 In 2013, GESI was integrated into population training courses to improve the conceptual 

clarity and impact of local health authorities on GESI. The staff of regional health directorates, 

district health officers, district public health officers, DHO/DPHO GESI focal persons, local 

development officers and the planning officers of district development committee from all 75 

districts took part in these courses since 2014.  

 A GESI training of trainer’s course was held in April 2014 for National Health Training Centre 

(NHTC), RHD and regional health training centre trainers with technical support from NHSSP. 

Trainees went on to run AWPB-funded training courses in 13 districts on mainstreaming GESI 

in planning, programming and service delivery for facility in-charges and district supervisors.  

 The subject of GESI and its application (including OCMCs, SSUs, social auditing, and EAP) has 

been integrated into NHTC-run induction training for newly appointed doctors and health 

staff since 2013. In addition, training on GESI and its application was provided to upgraded 

health staff and to medical officers of the Department of Ayurveda.  

 TOT on Inclusive Governance was provided to GESI trainers in 2013/14. 

 A GESI mainstreaming training manual for trainers (TOT) was developed with technical 

support from H4L and NHSSP.  

 GESI was integrated into the curricula for female community health volunteers (FCHVs), 

health facility operation and management committees (HFOMCs), senior auxiliary health 

workers, skilled birth attendance (SBAs) and behaviour change communication with technical 

support from NHSSP. 

 An in-depth Peer Ethnographic Evaluation and Research (PEER) study was conducted (with 

technical support from NHSSP) to identify the socio-cultural, economic and institutional 

barriers to accessing health services experienced by poor and excluded women and men in 

Nepal. The findings were used to inform the AWPB preparation of CHD and FHD. 

7.3.3 Social service units (SSUs) 

 SSUs were established and made functional with NGO partners in six hospitals with technical 

support from NHSSP. TA helped to draft revised SSU guidelines based on recommendations 

from an SSU scoping study (2013), annual review workshop (2014) and feedback provided in 

follow-up visits. The revised SSU guidelines with a newly developed M&E framework were 

approved by the Secretary, MoHP in 2014.  

7.3.4 Equity and Access Programme (EAP) 

MoH continued to fund and manage EAP in 21 districts, including selected remote districts. A 

strategic review of EAP in 2012 found that the absence of multi-year contracting was a major 
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constraint to implementation and effectiveness. In 2013 MoHP submitted a file memo to the 

Finance Ministry for the approval of multi-year contracting of local NGOs to enable facilitation of 

the full EAP programme under a single service contract but this was declined.  

In 2013-14 there was a significant shift towards cross-sectoral collaboration and MoFALD agreed 

to integrate MoH’s EAP into the social mobilisation component of its Local Governance and 

Community Development Programme (LGCDP). Health Research and Social Development Forum 

(HERD) completed an integration feasibility study in Dhading (hill) and Rupandehi (Tarai) districts 

and submitted a final report to PHCRD in 2014. Technical support to the two ministries is required 

to take this initiative forward. 

7.3.5 Social auditing 

The social auditing of health service delivery is enabling many women and people from excluded 

groups to participate in improving the governance of health facilities. 

Drawing on the collective experiences of sector agencies, draft social audit guidelines were 

developed and piloted in 29 facilities of two districts in 2011/12. In addition, non-pilot social 

auditing was carried out in 176 facilities of 21 districts in 2011/12. Based on results of the pilot, 

MoHP revised and finalised harmonised social audit guidelines in 2013 and the approach was 

mainstreamed across the country using AWPB and EDP funding. With AWPB funding, PHCRD 

conducted the social auditing of health services in 45 districts in 2013/14, covering 602 health 

facilities including 50 H4L-supported facilities in an additional five districts. Technical support from 

multiple development partners at central and local levels has been important, feeding into the 

design and implementation of social auditing. 

In 2014, four orientations on the social auditing of health facilities were run for DHO and DPHO 

personnel, focal persons, NGO representatives and EDP programme representatives from 45 

districts. NHSSP’s Technical Assistance Response Fund (TARF) paid for these orientations. 

PHCRD decided not to increase the number of districts for social auditing in 2014/15; but the 

number of health facilities was increased from 602 to 802, based on the past year’s performance 

in the districts and the findings of the process evaluation. 

7.3.6 One-stop crisis management centres 

OCMCs were established and made functional in 16 district-based hospitals with support from 

NHSSP. Staff were appointed and trained, including in psychosocial counselling and integrated 

service provision. An OCMC monitoring and reporting manual was prepared and tested and has 

been submitted to the Health Secretary for approval in 2015. An impact assessment was 

commissioned in 2013 and the major findings were incorporated into management and service 

delivery strengthening inputs. National review workshops in 2013 and 2014 were supported by 

NHSSP.  

Strong political support for OCMCs helped galvanise MoHP’s inputs in this area and created a 

strong cross-ministry response. In 2014, the OCMC Coordination Committee of the Office of the 

Prime Minister and Council of Ministers approved the proposal of developing integrated OCMC 

operational guidelines. The MWCSW and MoH were assigned to lead this process and NHSSP TA 

committed to provide technical support for the development of integrated guidelines.  
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In an important new initiative in 2014, NHSSP TA helped facilitate The Asia Foundation’s GBV 

events for police officers. These focused on psychosocial support training and communications 

training for police officers working in 22 women and children prison cells in the Kathmandu valley.  

NHSSP supported MoH conduct various programs related to 16 days of activism against GBV such 

as radio jingles, rallies, interviews, meetings with journalists and TV shows to raise awareness of 

the general public.  

7.4 The Way Forward 

Policy Level: Ensure that all newly formulated, revised, updated and amended policies integrate 

equity and GESI concerns.  

GESI Institutional Structure: The Public Health Administration and Monitoring and Evaluation 

Division (current GESI home) needs strengthening to work as an effective GESI Secretariat and to 

make the GESI Committee, GESI TWGs and HFOMCs fully functional. The skills of their members 

need to be strengthened. Support from external development partners is needed to support the 

integration of GESI in health at the district level, including strengthening GESI TWGs.  

Capacity Strengthening: Train district supervisors and health facility in-charges of the remaining 44 

districts on integrating GESI into service delivery. Continue implementing GESI integration in 

NHTC’s health personnel induction training.  

Integration of GESI in AWPBs and Annual Business Plans:  

 The good practices that have begun of integrating GESI into MoH’s AWPBs and business plans 

need to be continued. GESI technical working groups at all levels need to ensure that GESI is 

well addressed in all relevant plans and programmes. 

 MoH’s business plan format now has a separate section for GESI-related activities. This 

practice needs to be made a part of regular government planning. Advocacy for the National 

Planning Commission to use this format needs taking forward.  

OCMCs 

 Complete the development of integrated guidelines for addressing GBV for approval by the 

Cabinet and then operationalise. 

 Strengthen OCMCs by providing continuous back-stopping support and improving 

collaboration and coordination with other government sectors, external development 

partners and civil society. 

 Implement action plan submitted to OPMCM to roll out of OCMCs and GBV clinical protocol. 

SSUs 

 Replication of the SSU model in other referral hospitals; SSU capacity enhancement to expand 

its role to coordinate with other hospital based social protection programs including nutrition, 

geriatric, mental health; and standardising the benefits packages to target groups as 

proposed SSU road map earmarking budgeting for free or partially free services based on the 

local realities of hospitals. 

 Roll out and support the use of the new web based SSU management information system that 

was developed and approved by MoH and will improve transparency of patients being served 

by SSUs.  
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Social Auditing 

 Strengthen the capacity of DHOs, DPHOs and social auditors to carry out social audits. 

 Streamline social audit process and guidelines as recommended by social audit process 

evaluation. 

 Improve the system for hiring NGOs to ensure quality facilitation and impact. 

 Monitor and evaluate the implementation of social audit action plans and improve district 

and central level responses. 

 Design and test how health social audits can be harmonised with local government social 

audits.  

Supervision and Monitoring: Support the implementation of the revised HMIS indicators and 

promote the use of disaggregated data and evidence during planning, programming and 

monitoring. 

Local governance, social accountability and social mobilisation: Work with MoFALD to (i) integrate 

health into its social mobilisation programmes to improve the health of poor and excluded 

communities, (ii) strengthen social accountability to improve the quality and transparency of 

health services, and (iii) Implement the Local Health Governance Strengthening Operational 

Guidelines to improve the responsiveness and governance of health services. This process will see 

health periodic plans developed and then implemented using a flexible fund provided by MoH, the 

local body block grants provided by MoFALD and local resources.  

Behaviour change: Strengthen behaviour change communication programmes to improve the 

health practices of poor and excluded populations, including adolescents, and prevent gender-

based violence. 
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Annex 7.1: Report on Gender Equality and Social Inclusion Against Annex 3 of NHSP-2 

Note: The original NHSP-2 Annex 3 matrix (Strategy Table/Strategic Framework) did not number 

the working policy points but just gave plain bullets. The following numbering system (to 70) was 

applied in the JAR 2014 report and the same system is used here. 

Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

OBJECTIVE 1: DEVELOP POLICIES, STRATEGIES, PLANS AND PROGRAMMES THAT CREATE A FAVOURABLE ENVIRONMENT FOR 

INTEGRATING (MAINSTREAMING) GESI IN NEPAL'S HEALTH SECTOR.  

Strategy 1. Ensure inclusion of GESI in the development of policies, strategies, plans, setting standards, and budgeting, and 

advocate for use of such policies, standards and budget provisioning at the central level. 

Review the 

existing policy, 

law and 

guidelines to 

make them 

GESI inclusive 

1. Integrate GESI in existing health policy, 

regulations and guidelines.  

2. Advocate for health as a fundamental 

human right in the constitution.  

3. Include the standards for integration of 

GESI in NHSP-2. 

4. Develop mechanisms for regular policy 

feedback.  

5. Revise HMIS to improve health monitoring 

on GESI. 

6. Identify and recommend expansion of 

health facilities to locations with high 

concentrations of underserved poor and 

excluded groups. 

1.1 Integrated GESI elements into New Health Policy 2014 and is 

now under implementation. 

1.2 The ‘Operational Guidelines for Gender Equality and Social 

Inclusion Mainstreaming in the Health Sector’ approved by 

MoH in 2013 and are now under implementation. 

1.3 Integrated GESI into the Population Policy, which was 

approved in 2015. 

1.4  ‘Gender Equality and Social Inclusion Institutional Structure 

Guidelines for Mainstreaming’ across MoHP approved by the 

Minister, MoHP in 2013 and is now under implementation. 

1.5 The Urban Health Policy approved in 2015. Its implementation 

will improve access to health services for the urban poor. 

1.6 Social Auditing was implemented across 45 districts in 802 

health facilities in 2014/15. PHCRD is conducting auditing 

across 55 districts in 1252 health facilities in 2015/16. 

1.7 The revised One-stop Crisis Management Centre (OCMC) 

Operational Manual was approved after incorporating 

feedback from performance assessment of OCMCs and 

national review 2013. 

1.8 The revised Social Service Unit Operational Guideline was 

approved after incorporating inputs and feedback from SSU 

annual progress review and study of SSU piloted hospitals 

2014. 

1.9 Integrated GESI elements into Nepal Health Sector Strategy 

2015-2020, which was approved in 2015. 

4. Provided feedback regularly on the development of policies such 

as Population Policy, Urban Health Policy during 2015. 

5. With HMIS Section identified indicators related GESI to be 

disaggregated by sex, age, location, and caste/ethnicity. Among 

these, revised HMIS incorporating GESI related key 11 indicators in 

2014/15. Also, improvements being made to hospital recording and 

reporting systems in revised HMIS to enable mortality and morbidity 

data to be generated by age, sex and cause. The revised HMIS 

reporting system and its new software will enable sub-district level 

data to be generated. 

6. Study on access to and use of maternal and new-born care health 

services in remote areas of Nepal found that remote and mountain 

districts, and remote VDCs in such districts were worse off in most 

aspects of access to and use of MNCH services. The study 

recommended a core service delivery and demand side package of 

interventions to pilot the overcoming of barriers in one mountain 

district. This is being implemented in Taplejung district in 2015. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

Make 

necessary 

policy 

provisions to 

include GESI 

related issues 

in plans, 

programmes, 

and budgeting 

7. Develop policy for identification of poor and 

excluded groups. 

8. Develop implementation guidelines and 

ensure implementation.  

9. Develop policy measures to promote GESI in 

human resource management. 

10. Develop provisions for poor and excluded 

groups to receive free secondary and tertiary 

health care services.  

11. Formulate provisions for compulsory social 

auditing to make health services inclusive, 

transparent and accountable. 

12. Incorporate GESI in e-AWPB programmes 

and MoHP activities. 

13. Advocate to MoF and NPC for regular budget 

provisioning of GESI in AWPB.  

14. Formulate provision for health cooperatives 

for easier access of poor and excluded to 

health services. 

15. Develop provision for health insurance to 

increase access to health services of poor 

and excluded.  

16. Formulate provision for media to disseminate 

health care messages and inform about 

facilities for poor and excluded groups. 

8a. Operational Guidelines for Gender Equality and Social Inclusion 

Mainstreaming in the Health Sector were approved by the health 

Minister in December 2013. These will provide guidance to all levels 

of health service providers and managers on mainstreaming GESI in 

planning, programming, budgeting, monitoring and reporting. 

8b MoH has incorporated GESI related programmes (OCMCs, 

SSUs strengthening, GESI TWGs, training of service providers and 

OCMC staffs of the hospitals on GBV and psychosocial counselling, 

GBV training to health staff in all 75 districts, and GESI 

mainstreaming training to district supervisors and health facility in-

charges of 31 districts) into their programme implementation 

guidelines since 2070/71. 

8c. GESI was integrated into the programme implementation 

guidelines of the Management Division and Population Division for 

FY 2071/72 and 2072/73.  

10. SSUs have been established in eight hospitals in 2013 and 2014 

to improve the access of poor and excluded groups to subsidised 

and free secondary and tertiary health care services, Based on the 

assessment of SSUs, MoH developed a monitoring and evaluation 

framework for assessing the performance of SSUs. Evaluation of 

SSU pilot initiatives (2013-2015) completed in 2015 and scaled up 

of SSU in additional six hospitals in 2015. 

11. Harmonised social auditing guidelines were approved by MoHP 

in June 2013, after incorporating feedback from the districts where 

social audits were conducted. With AWPB funding, a harmonised 

social auditing approach was implemented across 45 districts in 802 

health facilities in 2014/15 and in 55 districts in 1252 health facilities 

in 2015/16. This process has enabled many women and people 

from poor and excluded groups to participate in social audits for a 

more thorough and inclusive process. PHCRD carried out a process 

evaluation of social auditing in health facilities in 2014 and 2015. 

The first phase(in 2014) covered 10 health facilities in Ilam and 

Jhapa districts, and the second phase (in 2015) covered 20 facilities 

in Ilam, Jhapa, Palpa and Rupandehi districts. 

12. GESI activities were discussed and identified with different 

divisions and centres since 2012/13 AWPB. For the Population 

Division and PHCRD, detailed plans covering GESI activities were 

developed with relevant staff. Annual business plans were 

developed by different divisions and centres, which specify GESI 

related activities. 

13. Successful advocacy and lobbying has been done to MoF for 

regular budget provisioning of GESI in AWPB. 

16. At district level, dissemination of messages through various 

media (local FM radio, TV ) regarding the availability of service from 

SSU, OCMC for poor and excluded groups including GBV survivors 

and other target groups such as senior citizens, FCHVs, differently 

abled person etc. Additionally, each year 16 days activism against 

GBV is organized in which medias are mobilised to inform general 

public regarding the services to survivors of GBV. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

Strategy 2: Prioritise GESI in planning, programming, budgeting, monitoring and evaluation at local levels (DDC, DHO, DPHO and 

VDC) to ensure services are accessible and available to the poor, vulnerable and marginalised castes and ethnic groups. 

Create an 

environment 

whereby 

programme 

planners, 

managers and 

directors will 

include issues 

related to GESI 

in making 

plans, 

programmes, 

budgeting, 

monitoring and 

evaluation. 

17. Address GESI issues in plans, programmes 

and budgets.  

18. Develop GESI indicators as necessary, 

disaggregate the HMIS, monitor and report 

performance of target groups. 

19. Define roles and responsibilities for 

monitoring and evaluating performance of 

target groups. 

20. Develop mechanisms/ processes to review 

the progress from a GESI perspective 

periodically. 

17. Inputs for including GESI related directives in the programme 

guidelines issued by divisions and centres for districts were provided 

as relevant for the preparation of AWPBs and the guidelines. 

18. The HMIS has incorporated 11 key GESI-related indicators that 
are to be disaggregated by sex, age, location, and caste/ethnicity. 
This has been operationalised since 2014/15. Also, improvements 
are being made to hospital recording and reporting systems in the 
revised HMIS to enable mortality and morbidity data to be generated 
by age, sex and caste/ethnicity. The revised HMIS reporting system 
and its new software enables sub-district level data to be generated.  

19. Annual district and regional health reviews were conducted from 

a GESI perspective.  

20. The institutional structure for mainstreaming GESI, headed by 

the health Secretary as Chair of the GESI Steering Committee, and 

technical working groups at each level of the health system, 

provides the mechanism to regularly review progress on GESI in the 

health sector. MoHP has allocated funds to support biannual 

reviews of GESI progress at MoHP and district levels since 2013/14 

Include GESI 

related issues 

in programme 

implementation 

by health 

service 

providers.  

21. Operationalise guidelines to facilitate access 

and utilisation of health services by the poor 

and excluded. 

22. Ensure that the work of every health 

institution includes GESI. 

21. The Operational Guidelines for Gender Equality and Social 

Inclusion Mainstreaming in the Health Sector were approved by the 

health Minister in 2013 and is under implementation. These guide all 

levels of health service providers and managers on mainstreaming 

GESI in their planning, programming, budgeting, service delivery 

and monitoring.  

22. Training on GESI mainstreaming in service delivery for district 

supervisors and health facility in-charges began from 2013/14 in 14 

districts and 17 districts in 2014/15 and discontinued in 2015/16. 

EDPs have been providing support to districts and below where they 

are present for capacity enhancement on GESI mainstreaming in 

service delivery and progress reviews. 

Coordination 

and 

participation 

among 

concerned 

organisations 

for GESI. 

23. Coordinate with MLD, MoF and NPC to 

allocate more budget for GESI in DDCs, 

VDCs and Municipalities. 

24. Coordinate and implement with DDCs, VDCs, 

and Municipalities to attract their social 

development budgets in the health sector. 

25. Continue handover of health facilities at local 

level and make the HFOMCs inclusive. 

26. Coordinate/partnership with district- and 

village-level NGOs working in the health 

sector. 

27. Coordinate with Ministries, I/NGOs and local 

bodies to integrate GESI in their programmes. 

28. Create trust between health care providers 

and communities. 

29. Create policy provisions to make local bodies 

responsible to develop participatory inclusive 

plans, and to implement and monitor them. 

30. Transfer knowledge, skills, resources and 

materials to local bodies to meet the needs of 

the target groups. 

23. Lobbied with MoF for the allocation of more budget for GESI 

(OCMC, SSU), which resulted in increased budget for OCMC and 

SSU since 2013/14. 

26a. All the districts that implemented social audits used NGOs as 

third party social auditors and involved community based 

organisations in the audits. 

26b. SSUs work in partnership with local NGOs and OCMCs 

coordinates with district level NGOs on the GBV agenda. 

28a. Social auditing seeks to foster partnerships for improving 

health services with communities, and through the very process of 

auditing generates greater communication and trust between 

service providers and communities. 

29. The Local Health Governance Strengthening Programme 

(LHGSP) is being implemented in 6 of Nepal’s 75 districts to enable 

VDCs, including health facility management committees, to identify 

and address local health needs through local planning. These inputs 

also encourage the generation and mobilisation of local resources to 

implement local health planning. This programme is being 

implemented to operationalise the collaborative framework between 

MoH and MoFALD, which aims to improve local health governance.  

30. Several rounds of meeting, orientation and training to local 

bodies (representatives) regarding the need of target groups of 

OCMC and SSU. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

Strategy 3: Establish and institutionalise GESI unit/desk at the MOHP, DOHS and divisions of the DOHS, regional directorates, and 

DHO/DPHO, and Social Service Units for GESI at central, regional, sub-regional, and zonal hospitals. 

a) Establish 

Social Service 

Units (SSU) in 

hospitals. 

31. Establish and operationalise Social Service 

Units in central, regional, sub-regional, zonal, 

and district hospitals. 

31.1 A study in 2012 on the provision of free health care services 

and subsidies identified the need to establish social service units 

(SSUs). Eight pilot SSUs were established in hospitals. On-

going capacity building support is being provided to the SSUs 

through training, mentoring and reviewing the performance. 

31.2 A progress review of the 8 pilot hospital SSUs was carried out 

in 2013. Based on the findings, MoH developed and 

operationalised a monitoring and evaluation framework for 

assessing the performance of SSUs. 

31.3 Annual progress review workshop on SSUs chaired by the 

health Secretary was held in January 2014 in June 2015. The 

workshop reviewed the achievements, issues, lessons learned, 

recommendations for effective functioning of SSUs and areas of 

revision/improvement of guidelines. The SSU guidelines were 

revised and approved by the Minister MoH based on 

assessment findings, workshop inputs and feedback from SSU 

visits. MoH is organising annual reviews and making a capacity 

building plan considering the review workshop’s inputs. 

 31.4 MoH with support from NHSSP, commissioned an 

independent SSU evaluation of the initiative to inform hospital 

management and MoH about the achievements, challenges and 

constraints, and lessons, and provided inputs to NHSP3. Eight 

social service units (SSUs) were piloted successfully in hospitals 

to facilitate subsidised and free health care. Up to July 2015 the 

eight SSUs have served 103,289 clients who have received free 

or partially free services, with an almost equal number of male 

and female cases. Most of the cases have been either poor 

people or senior citizens.  

31.5. Based on the roadmap developed immediately after the SSU 

annual review 2015, MoH decided to increase the number of 

SSUs, with six new ones planned for 2015/2016. 

 

b) Establish 

GESI Unit/Desk 

at different 

levels of the 

health sector.  

32. Establish GESI and internalise a GESI unit 

within MoHP, DoHS, RHDs, DPHOs and 

DHOs.  

32.1 A GESI Steering Committee was formed in 2011 at MoH under 

the Chair of the Secretary and regular meetings have been held. 

The Steering Committee has been able to guide and give policy 

direction to address GESI related issues. By the end of 2014, GESI 

technical working groups (TWGs) have been formed in all districts. 

GESI focal persons have been nominated in all regional health 

directorates (RHDs) and in 75 district health office/district public 

health offices (DHOs and DPHOs). The ToRs of all groups and 

committee members mentioned in the GESI Institutional Structure 

Guidelines have been covered by the GESI orientations. From 

2013/14 MoH has provisioned budgets for biannual reviews of GESI 

mainstreaming in the health sector in MoH and in all 75 districts. 

32.2 The Population Division has incorporated GESI related 

programmes (OCMCs, SSUs, strengthening GESI TWGs and GBV 

orientation to health staff of 75 districts) into their programme 

implementation guidelines since 2013/14 continuing in 2014/15 and 

2015/16.. 

32.3 In 2013 a GESI section was formed and began functioning in 

the Population Division. It is headed by the Under-Secretary as a 

dedicated section to work on GESI in the MoH. Currently GESI 

section restructured into Public Health Administration, Monitoring & 

Evaluation Division. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

OBJECTIVE 2: ENHANCE THE CAPACITY OF SERVICE PROVIDERS AND ENSURE EQUITABLE ACCESS AND USE OF HEALTH 

SERVICES BY THE POOR, VULNERABLE AND MARGINALISED CASTES AND ETHNIC GROUPS WITHIN A RIGHTS-BASED 

APPROACH. 

Strategy 4: Enhance the capacity of the service providers to deliver essential health care service to poor, vulnerable, marginalised 

castes and ethnic groups in an equitable manner and make service providers responsible and accountable. 

Improve 

service 

delivery 

mechanism by 

service 

providers for 

the poor, 

vulnerable and 

marginalised 

caste and 

ethnic groups. 

33. Sensitise health workers, SSU and GESI 

focal points at all levels, FCHVs, and 

HFOMCs on GESI. 

34. Implement behaviour change training for the 

health workers, FCHVs and local HFOMCs. 

35. Strengthen capacity of FCHVs and NGOs to 

provide proper information to target groups on 

health services. 

36. Include GESI content in the health sector 

education and training curricula. 

33.1 To the end of 2015, GESI orientations (concept and its 

application in planning, 6.programming, service delivery, progress 

review and supervision) were provided to the technical working 

groups of all 5 regions and 75 districts, in 17 OCMC hospitals and 

the 8 hospital-based SSUs. GESI orientations were also provided to 

RHD officials and DHOs, DPHOs and focal persons of 75 districts. 

GESI training (concept and its application in planning, programming 

and service delivery) was provided to supervisors and health facility 

in-charges of 31 districts. 

33.2 Technical assistance support have been provided in design 

and development of TOT Manual on Mainstreaming GESI in Health 

Sector have been developed in year 2015 to sensitize health 

workers on GESI. 

34. Capacity building training to NGOs and FCHVs was provided 

under the EAP programme, and health messages were 

disseminated to target groups, especially women, the poor and 

excluded people. 

35. Capacity of FCHVs and partner NGOs staff have been 

strengthened through various orientation, training and refresher 

training programs on a regular basis. 

36.1 The National Health Training Centre reviewed five curricula 

from the GESI perspective (health facility operation and 

management committee [HFOMC], female community health 

volunteer [FCHV], behaviour change communication [BCC], 

upgrading assistant health worker [AHW] and skilled birth attendant 

[SBA]) and finalised materials of five curricula in 2013. The revised 

HFOMC, AHW and SBA revised curricula have been implemented 

since 2014. 

36.2. GESI concepts and application has been integrated into the 

induction training package for new health sector personnel (officer 

and non-officer), and implemented by NHTC since 2013. GESI has 

also been integrated into the training curricula for upgraded health 

workers at different levels. 

 

Strategy 5: Address GESI-related barriers by properly identifying target groups, ensuring remote communities are reached, and 

emphasising programmes to reduce morbidity and mortality of the poor, vulnerable and marginalised castes and ethnic groups.  

Increase 

access of the 

target groups 

to universal 

and targeted 

free care 

programmes. 

37.  Develop criteria to identify poor and excluded 

groups and provide them with “Free Health 

Check-up Cards” for secondary- and tertiary-

level health care services and referrals. 

38. Ensure equitable and meaningful participation 

of target groups and women in HFOMCs. 

39. Ensure meaningful participation of poor and 

excluded groups in social audits of health 

services. 

37. SSUs have been established in eight zonal, regional and central 

level hospitals and have been providing subsidies and free health 

care services to the poor, the helpless, the disabled, senior citizens 

and GBV victims. All established SSUs were provided with 

backstopping organisational and management support in 2015. 

39. The social audit guidelines have provisions to include women, 

the poor and socially and geographically excluded people in 

consultation processes (patient exit interviews and focus group 

discussions) during social auditing. The process has enabled many 

women and people from excluded groups to participate in social 

audits for a more thorough and inclusive process. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

Increase the 

use of Mother 

and Child 

Health and 

Free delivery 

services by the 

target group. 

i) Develop special programmes for women, 

poor, and excluded groups (women and 

children) to increase their access to MCH 

services and free deliveries. 

40. Support increasing use of neonatal and 

postnatal care services, institutional 

deliveries, nutrition, and childhood 

immunisation. 

41. Mobilise and train/strengthen FCHVs and 

NGOs to increase target groups’ access to 

services. 

42. Provide assistance on awareness raising, 

IEC/BCC programmes, outreach services to 

pregnant women. 

40. The 2013 FHD study on access to MNCH services in remote 

areas has led to the decision to pilot a package of supply and 

demand side interventions with management strengthening inputs in 

one remote mountain district. Based on the study recommendation 

piloting in Taplejung district was initiated in 2014/15. Depending on 

effectiveness, this package will be adapted and rolled out to other 

remote districts. 

41. Up to the end of 2013/14 the Equity and Access Programme 

(EAP) was implemented its community mobilisation programme in 

20 districts through local NGOs involving the orientation of FCHVs 

and NGO partners.  

42. PHCRD added 150 new community health units in 2015/16. The 

total Units are so far 250 to provide services to underserved 

populations. 

ii) Address gender based discrimination 

which constrains access of women (of 

different social groups) to health care 

services, especially institutional deliveries. 

43. Collaborate with women's CBOs /NGOs on 

gender and social based discrimination.  

44. Conduct community and family counselling on 

GBV.  

45. Promote regular work attendance of female 

health workers. 

43. Awareness programmes, interviews and TV shows, radio jingles 

and rallies were organised at district levels during the 16 days of 

activism against GBV. Interaction programme and television talk 

shows with high level government officials were organised at central 

level during the 16 day campaign. This contributed to developing 

sensitivity about violence against women and girls and has 

improved understanding of the government services and plans in 

addressing GBV.  

44. A total of 20 OCMCs have been established as of now. They are 

based in hospitals to support survivors of GBV where family 

counselling is also done. 

44.1 Technical assistance support have been provided for the 

designing and development of GBV clinical protocol, which has 

been approved by the health Minister in 2015. The rollout of the 

training on protocol has been conducted in disaster affected 

districts.  

Conduct 

context 

specific 

analysis of 

current issues 

in the health 

sector and 

design and 

implement 

specific 

interventions 

for specific 

poor, 

vulnerable and 

marginalised 

caste and 

ethnic groups 

and areas 

(Regional 

and/or District). 

 

iii) Promote service expansion in 

geographically inaccessible/remote 

regions. 

46. Conduct mapping of the areas and increase 

outreach and mobile health camps and 

community health clinic programmes for the 

target groups. 

47. When establishing new HP/SHPs, select sites 

most appropriate for the target groups' access 

and use. 

46a. The barriers to accessing MNCH care and the use of MNCH 

services were assessed in five remote districts. The study found that 

not only remote/mountain districts but also remote VDCs within 

these districts were worse off in most aspects of access to and use 

of MNCH services. A pilot programme was launched by FHD and 

PHCRD in 2014/15 in Taplejung district to improve access to and 

use of MNH services in remote areas. 

46b. In 2013/14, PHCRD organised integrated public health 

campaign in 20 districts to provide both public health related and 

curative services to reach unreached populations. PHCRD is 

organising these campaigns in 40 new districts in 2014/15. For 

2015/16, PHCRD is organizing these integrated public health camps 

in 20 districts targeting to remote areas, unreached areas where 

Dalit, Janajati and marginalised communities are living and 

earthquake affected areas. 

46c. In 2015/16, PHCRD has been organizing special health 

programme targeting in geographically unreached and underserved 

Dalit, persons with disability and DAG VDCs in 10 districts. 

iv) Expand services in low HDI districts. 

48. Focus on community and outreach 

programmes in the 35 low HDI districts. 

49. Ensure programmes are focused at less 

populated areas to make the target groups 

feel health as their fundamental right. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

v) Make provision for regional programmes 

to address unmet health issues and needs 

of women, poor and excluded groups. 

50. Promote programmes like publicity 

campaigns, outreach services, counselling 

services and orientations to free care. 

51. Conduct special activities to reach Dalits.  

52. Implement special programmes such as 

providing monetary incentives to those using 

EHCS. 

 

Strategy 6: Enhance or modify services to be sensitive to GESI and ensure access is equitable and services are delivered uniformly 

without regard to social status. 

Give emphasis 

to special 

activities to 

provide 

adequate and 

quality 

services. 

53. Ensure the presence of female doctors at all 

district hospitals. 

54. Make a provision for local language speaking 

staff at service delivery sites. 

55. Allow the district-level health organisation to 

adopt district-specific GESI policy, if needed. 

56. Conduct social audits. 

56. Social audits were conducted in 802 health facilities of 45 

districts in 2014/15 and have been conducted in 1252 health 

facilities in 2015/16. 

802   

OBJECTIVE 3: IMPROVE HEALTH SEEKING BEHAVIOUR OF THE POOR, VULNERABLE AND MARGINALISED CASTES AND ETHNIC 

GROUPS WITHIN A RIGHTS-BASED APPROACH. 

Strategy 7: Develop and implement Information Education and Communication (IEC) programmes to improve health seeking 

behaviour of the poor, vulnerable and marginalised groups. 

Develop and 

disseminate 

targeted IEC 

materials that 

will bring 

changes in 

behaviour of 

target groups.  

57. Prepare and distribute enough audio visual, 

pictorial, etc. information and publicity 

materials.  

58. Include the target groups' programme in 

publicity and communication materials of 

MoHP.  

59. Develop skills at the local level for producing 

information materials, especially in remote 

areas. 

57. The development, production and distribution of a variety of 
communication media materials was continued including radio 
jingles, health tele-serials and printed materials. 

58. The localisation strategy of centrally developed media and 
materials on safer motherhood and new-born child health (SMNCH), 
family planning, and adolescent sexual and reproductive health 
(ASRH) BCC/IEC strategies were continued. 

59. Capacity built of district BCC/IEC focal persons of all 75 districts 

focused on using local media and materials. 

Increase the 

use of 

appropriate 

media. 

60. All media allocate appropriate time for 

broadcasting health service news. 

61. Emphasise use of effective media and local 

languages. 

62. Increase information communication on GESI 

among health institutions. 

63. Include appropriate media programming for 

low HDI districts and districts with diverse 

language.  

64. Conduct regular monitoring on quality of 

communication services. 
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Strategy Working policy 
Report on GESI related progress in 2015 against the 

working policy provisions 

Strategy 8: Empower the target groups to demand their rights and conduct their roles while realising their responsibilities. 

a) Increase the 

target groups’ 

awareness of 

their health 

rights and of 

free health 

care services, 

and enhance 

their capacity 

to make the 

service 

providers 

accountable.  

vi) Empowerment. 

65. Conduct activities for the target groups to 

make them aware of their 

rights/responsibilities and capable of taking 

leadership roles. 

vii) Information, Education and 

Communication  

66. Conduct publicity campaigns on how to 

access and properly utilise health services. 

67. Create door-to-door consumer committees 

and orient them to conduct effective 

awareness and information dissemination to 

the target groups.  

68. Develop and conduct orientation and 

awareness campaigns for change in health 

seeking behaviours. 

69. Promote women’s participation and conduct 

awareness on equal treatment of both male 

and female children.  

70. Provide orientation on women's reproductive 

health rights. 

65. Up to the end of 2013/14 the EAP was implemented in selected 
VDCs in 20 districts to mobilise targeted communities (women, the 
poor and excluded people) by applying a rights-based social 
mobilisation approach. NGOs and FCHVs were mobilised to 
promote health rights, and they disseminated messages to 
communities through mass communication, group facilitation, 
behaviour change communication and interpersonal communication. 
The single year contracting of the EAP implementing NGOs 
undermines the value of community empowerment with limited 
effect on creating an enabling environment to increase service use. 
However, the Ministry of Finance stopped AWPB funding for EAP 
since 2014/15 saying that the Ministry of Federal Affairs and Local 
Development (MoFALD) should be the lead ministry for EAP’s social 
mobilisation activities as per the collaborative framework signed 
between MoHP and MoFALD in December 2013. 
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8 LESSONS LEARNED UNDER NHSP-2 

1. Improved sector coordination — The key lesson of the last five years, which was reinforced in 

2015, is that MoH, through active collaboration and joint working with stakeholders and partners, 

can achieve a range of significant outcomes and results. This approach is in line with the spirit of 

the sector wide-approach (SWAp). There is evidence across the health sector, including in the 

progress made against NHSP-2’s outcome indicators, of the strength of this approach. A major 

example has been the effective and coordinated emergency response to the damage wrought by 

the earthquakes. Good coordination led to the rapid carrying out of damage assessments, the 

production of new construction guidelines and designs to make buildings better able to withstand 

earthquakes, the restarting of services whilst completing repairs, and amidst all this completing 

the NHSS (2015-2020). 

The severe impact and devastation of the earthquakes and the later limited availability of fuel and 

other supplies emphasised the need for greater partnership and collaboration and commitment to 

support the short, medium and long term plans for rebuilding structures, systems and the 

functionality of services. The lessons indicate the need to continue this modus operandi and for 

long term mutual commitments and accountability to ensure greater predictability of support and 

the execution of agreed plans. 

2. Identification of priorities — The large-scale reconstruction demands and the need to re-

establish systems and services across the many earthquake-affected districts means that there is 

an ever greater need to agree on critical priorities and execute them. NHSS and its agreed 

approach to developing annual implementation plans and its linkages with the AWPB and partner 

funding modalities offers the opportunity to both prioritize and focus efforts on more manageable 

set of actions. 

3. High level political commitment to fundamental reforms and changes — To be sustainable and 

binding reforms and institutional change often needs agreement above the authority of MoH and 

high level ownership across the public sector. The failure to achieve this can lead to efforts for 

change faltering in advance of related legal and political change, failing to main momentum and 

eventually stalling. As a result earlier organizational functional analyses of MoH, the introduction 

of regional support and collaborative frameworks for decentralization, and collaboration with 

other sectors can suffer. The promulgation of the new constitution (2015) provides the 

opportunity for much of this work to be revisited and reinvigorated. 

4. Opportunities for more decentralized planning and delivery — Earlier decentralization efforts 

were only partly implemented set against limited central level and political support. The new 

constitution provides an opportunity to prepare for reorganisation and the reassigning of roles to 

different tiers of the government, which will ultimately strengthen decentralisation. This provides 

opportunities for more decentralized planning and improved service delivery based on earlier 

lessons learned and on current earthquake recovery efforts that have been led at the district and 

local levels. 

5. Sound evidence for decision making and planning and operations — Good progress was 

achieved in health sector monitoring and evaluation during the NHSP-2 period. Over the last few 

decades, Nepal’s health system has changed dramatically. Demographic and changing disease 

patterns have had a profound impact on the epidemiological situation and health seeking 
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behaviour. New opportunities and challenges are emerging. To address these, different surveys, 

studies and areas of research are being conducted to provide further evidence for decision making 

in light of the limited resources and earlier recommended priority setting.  

The recent rationalisation of surveys, the production of a survey plan, and NHSS (2015–2020) 

having an integral results framework and a comprehensive set of indicators are further 

underpinning these efforts.  

There are further positive signs in areas such as demand side financing, technical advice and 

research feeding in to the design and implementation of essential health care services, quality of 

care initiatives, reducing overcrowding, reaching remote communities, and family planning pilots 

amongst others and also in system development and mainstreaming gender and social inclusion. 

But more needs doing to institutionalize and build upon these developments.  

6. Wider application of MIS — There has been good progress in developing and implementing 

MoH’s information systems. These include the digital library, HIIS, HMIS, eAWPB, TABUCS, and 

HURDIS. Inter-linkages between the different MISs is enhancing the efficiency of the organizations 

in planning and monitoring. Further expansion and upgrading of these systems is necessary to 

reap the benefits of information technology. The draft e-health strategy, once finalised will benefit 

all stakeholders by making relevant information more available. 

7. Need for a comprehensive health financing strategy — There have been substantial 

improvements in financial management within MoH during NHSP-2, and several long standing 

initiatives on demand-side financing have had very positive impacts. It is now necessary to 

strengthen and consolidate these achievements. NHSP-2’s mid-term review emphasized the need 

for an all-encompassing national health financing strategy to identify and prioritize the funds 

required to deliver universal health coverage, including social protection and the provision of free 

services and to ‘capture’ more resources. A more strategic approach is needed given that the 

current approach is less than comprehensive, and the need to capture more resources and 

prioritize planned expenditures over NHSS (2015-2020) and beyond. 

8. Importance of human resource management — With the amended Health Service Act (2013) in 

place, the recruitment of all levels of health professionals has been expedited in an inclusive way. 

However, the critical issue of human resources and incentives to attract and retain essential 

personnel needs rethinking to ensure that the appropriate skills and experience are available 

across the sector and in remote and less accessible locations. There also need to be specific 

agreements for developing and retaining other specialized cadres such as on procurement and 

infrastructure.  

To also ensure continuity of support and services, progress needs to be made on locally agreed 

multi-year fixed term and performance-based specialized staff contracts. The human resources for 

health strategy should be reviewed in the changed context to ensure proper planning in this 

sector. 

9. Need to have basic but flexible packages of health care services — NHSP-2’s mid-term review 

called for a more integrated package of services at district level. The lessons appear to be that 

such a package needs to be flexibly applied and agreed at district level to take account of differing 

needs than a one size fits all approach. 
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Considerable work has been done on planning and budgeting within MoH and at the district level 

under collaborative frameworks. Lessons have been learned from such initiatives as emergency 

obstetric care and family planning support to address the needs of remoter areas and to establish 

systems and services to meet communities’ and patients’ needs. These and other initiatives are 

good platforms to build on during the next five years.  

The post-earthquake response within districts points to the important role of district health teams 

in coordinating, planning and managing the start-up of services and reconstruction efforts. Related 

lessons should inform future work on planning and implementing a package of locally required 

services and flexible budgets and the necessary decision making authority. Adequate authority 

needs to be delegated to district and local levels for this to happen. 

A greater focus is also needed on improving the quality of health service delivery, on reaching the 

less-reached and links with demand side initiatives under GESI support. Governance 

improvements should simultaneously be connected to improve accountability and performance. 

10. Changing burden of disease patterns — Other emerging issues to address are non-

communicable diseases, suicides, aging and accidents either on the roads, in the home and at 

work. In 2015 a scoping study on the current burden of disease was conducted, and MoH plans to 

conduct further research and correlate the findings in support of the new strategy to further 

define and address evolving service needs. 

11. Innovations — There is a need to build on and institutionalise the far-sighted schemes 

introduced by MoH that have improved services and facilities. These include the Aama 

Programme, which has dramatically scaled up access to critical services, the introduction of CEONC 

funds for greater functionality and to expand service provision, funds for referral hospitals to 

reduce overcrowding, schemes to strengthen strategically situated birthing centres and funds for 

addressing hospital management and for quality improvement. 

12. Need for better disaster preparedness — Nepal remains prone to many types of natural 

disasters including earthquakes. There is the need to ensure preparations are in place for future 

disasters learning from the events of April and May 2015 and the subsequent responses. Several 

new initiatives have resulted from the 2015 earthquakes including the introduction of community 

and facility based services such as ophthalmology, mental health treatment, post disaster 

psychosocial counselling, physical rehabilitation and community care. 

The NHSS (2015–2020) recognizes this and MoH is accumulating evidence on these lessons, which 

will be reviewed and discussed to ensure adequate planning and learning occurs to develop 

greater disaster resilience and preparedness and availability of critical services. 
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9 KEY RECOMMENDATIONS 

This section lays out in tabular form the strategic directions and expenditure priorities for the 

2016-17 AWPB and beyond as described in each of the preceding papers. It potentially serves as a 

discussion pointer for deliberations at the March 2016 JAR. 

9.1 Progress against NHSP-2 Outcome Indicators 

a) Complete preparation of a compendium of indicators for each NHSS indicator to define them 

and their use, disaggregation, source(s) of information, and the rationale and logic for setting 

each milestone and target.  

b) Improve coordination and collaboration between the NDHS and the NMICS to meet the data 

needs of the country for specific time periods.  

c) MoH and the Nepal Health Research Council (NHRC) to work more closely on the design and 

implementation of other surveys, if needed, to meet the country’s data needs.  

d) MoH to take forward the feasible recommendations of the burden of disease study to 

strengthen surveys, routine information systems and surveillance to generate the country 

specific data needed to compute burden of disease estimates for the country. There also 

needs to be improved collaboration and coordination with other agencies, such as the Nepal 

Police for data on suicide and the Road Department for data on road traffic accidents.  

e) MoH to proactively strengthen and/or establish and institutionalise a sound information 

system for the effective monitoring of NHSS (2015-20). For example, there needs to be a 

sound information system to track production, employment and deployment of the health 

work force working closely with professional councils and academic institutions.  

f) MoH to work closely with health academic institutions to design academic courses as per the 

needs of the country. This will reduce the resources needed for on the job training by better 

linking skills development to national needs.  

g) Integration of MISs — There needs to be a more integrated approach to information 

management especially through the better integration of MIS systems. This would see 

information systems interacting with each other to provide an enabling environment for 

better health information governance. 

h) Amalgamate reviews — Some of the recommendations from the mid-term reviews of NHSP-1 

and NHSP-2 are still valid and the implementation of NHSS (2015-20) should ensure that these 

are addressed including amalgamating annual reviews and the Joint Annual Reviews (JAR).  

9.2 Public Financial Management 

a) TABUCS rolled out to all cost centres  

There are a number of issues that need to be addressed in the short term as follows: 

 ensure the full functioning of the various TABUCS modules and to use its findings in local 

planning processes. 

 ensure security measures are in place and make sure that all cost centres have a designated 

computer assigned for TABUCS.  

 The audit committee and public financial management committee should hold more regular 

meetings and make discussions and decisions on TABUCS.  
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 Continuous technical input is required to make TABUCS error free and to motivate users to 

enter data so that TABUCS can become fully functional in all of the cost centres across the 

country.  

b. Need for more output-based decision making 

 MoH to adopt more output-based decision-making and make more effective use of available 

resources through decentralised needs-based planning, budgeting and implementation.  

 An organisational review of the structure and functioning of MoH and its entities is also 

recommended. 

c. Budgeting-planning coordination 

 The budget preparation process is currently insufficiently coordinated with the planning 

process. The use of expenditure status data while preparing the following year’s budget 

would improve the absorption capacity. MoH’s and DoHS’s Finance Section should be more 

involved in budget preparation and progress monitoring.  

d. More budget with timely budget approval  

 MoH to develop and implement a National Health Financing Strategy to identify and prioritise 

the funds required to deliver universal health coverage. The delayed approval of most annual 

budgets has been the major challenge for the proper execution of health budgets. This delay 

has also contributed to some cost centres violating the financial rules and regulations for 

procurement. This results in a lower absorptive capacity and weakens the negotiating 

capacity with the MoF. Adherence to a budget calendar should be introduced and 

implemented.  

e. Capital expenditure 

 MoH to improve its planning, budgeting, and spending capacity. Most importantly, it needs to 

improve on capital expenditure, especially to fund the upgrading of all of its Sub-Health Posts 

(SHPs) to health posts. MoH is advised to strengthen and institutionalise its purchasing 

function.  

f. Local revenue and expenditure  

 There is currently no national mechanism to capture local revenues and expenditures that 

occur in health facilities. MoH is advised to build the capacity of hospitals to capture local 

revenues and capture local resources in TABUCS to give a more comprehensive picture of 

income and expenditure. 

g. Ensure the implementation of the audit clearance and internal control guidelines 

 Strong implementation of the audit clearance and internal control guidelines through a 

dedicated entity with a strong monitoring framework is recommended to help organisations 

under MoH to respond to the queries of external development partners’ financial risk 

reviews. 

h. Strengthen the system for PBGAs: 

 MoH is advised to establish a performance-based grant agreement section within MoH 

with staff with accounting, Management Information System (MIS), and hospital 

management expertise 



104 

 It is further recommended to build the MoH, DoHS and health institutions’ capacity in 

performance-based grant management 

 An evaluation of the reasons for delayed contracting and fund release, with 

recommendations for future approaches is also proposed. 

9.3 Technical Assistance 

Issues including the alignment of technical assistance with health sector priorities, the effective 

and efficient deployment of TA, reducing duplication and increasing the use of national resources 

should be considered under NHSS 2015-20 including specifically: 

a) Identifying both the financial and TA needs of the sector.  

b) Expanding the TARF to respond to the unseen programme needs. 

c) Strengthening MoH’s abilities to take address and monitor TA/TC issues. 

d) Improving the distribution of TA across DoHS’s various departments and centres to better 

reflect NHSS 2015-20 priorities and fill gaps. 

e) TA mapping to include the TA/TC inputs from all development partners. 

f) Obtaining prior consent from MoH ahead of making an arrangement for TA.  

g) Increasing the use of national TA. 

9.4 Procurement 

9.4.1 Health infrastructure 

a) Regular training of appropriate officials from all the DHOs and DUDBC Division Offices on 

Web based HIIS and initiate direct updating of the physical and financial progress of 

infrastructure from the districts using HIIS.  

b)  Decentralise the HIIS system to district level and initiate direct updating of the physical 

and financial progress of infrastructure from the districts using HIIS. 

c)  Complete incorporation of details of all the upgraded SHPs into HIIS. 

d)  Publish the infrastructure standard designs and drawings.  

e)  Build capacity of DUDBC staff members in the centre and in the districts, including DHO 

staff, in planning health infrastructure, including training staff members to use the 

standard designs and guidelines. 

f)  Develop typical sanitary and electrical drawings for the standard designs published.  

g)  Give immediate attention to projects that have remained incomplete for more than five 

years.  

h)  Monitor the implementation of the land selection criteria for new health facility 

construction. 

i)  Add a standard equipment list for each room in the standard designs in HIIS. 

j)  Commission Health Facilities after construction work is over. 

9.4.2 Reconstruction and recovery infrastructure work 

a) Provide technical backstopping and support for health facility construction across agencies 

in coordination with the MoH, JICA, USAID, KOICA, KFW, Nyaya Health, and other NGOs 

and INGOs. 
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9.4.3 Procurement of goods and services 

a)  Speed up the preparation of comprehensive annual procurement plans 

b)  Increase the number of appropriately skilled staff trained in procurement posted to LMD 

c)  Reduce the frequency of transfers of skilled staff away from LMD  

d) Further improve levels of transparency in the procurement processes.  

e) Advance the procurement reform process by:  

 Elevating LMD within MoH’s structure and giving it the full authority to oversee 

procurement in the health sector 

 Creating positions for professional procurement experts with clear ToR for the 

restructured LMD 

 Clearly defining the scope of LMD’s work  

f) Improve supply-chain management to put in place an effective partnership mechanism 

g)  Institutionalise the internal control system to reduce fiduciary risks in procurement 

h)  Implement the Framework Agreement to facilitate a regular, uninterrupted supply of 

essential drugs to the districts. 

9.5 Partnership Arrangements 
a) As per the aspirations of the NHSS (2015-20), both GoN and EDPs should maintain efforts 

to strengthen Nepal’s health SWAp to better align funding and technical support with 

strategy priorities. Government’s leadership in program design, implementation and 

monitoring is equally essential if the gains seen in health outcomes and health systems 

strengthening under NHSP-2 are to be maintained.  

b) The mechanisms used to develop and help strengthen effective partnerships such as the 

JAR, JCM and various technical working groups should be maintained and further 

developed.  

c) Some NHSS sector funding is likely to come through new types of partnerships with a 

number of EDPs opting for disbursement linked indicator milestones. is recommended 

that existing approaches to partnership be developed to accommodate these new working 

partnerships.  

d) A study to examine the likely implications of federalism on the health sector including 

funding and operational partnerships is recommended to identify appropriate modalities 

for partnerships under a decentralized political structure.  

9.6 GESI 

a. Policy level 

 Ensure that all newly formulated, revised, updated and amended policies integrate equity and 

GESI concerns.  

b. GESI institutional structure 

 The Public Health Administration and Monitoring and Evaluation Division (current GESI home) 

should be strengthened to work as an effective GESI Secretariat and to ensure the GESI 

Committee, GESI TWGs and HFOMCs are fully functional. The skills of members need to be 

strengthened.  
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 Support from external development partners should be sought to support the integration of 

GESI in health at the district level, including strengthening GESI TWGs.  

c. Capacity strengthening 

 District supervisors and health facility in-charges from the remaining 44 districts should be 

trained on integrating GESI into service delivery.  

 Continue implementing GESI integration in NHTC’s health personnel induction training.  

d. Integration of GESI in AWPBs and annual business plans 

 The integration of GESI into MoH’s AWPBs and business plans should be continued. GESI 

technical working groups at all levels should ensure that GESI is well addressed in all relevant 

plans and programmes. 

 MoH’s business plan format now has a separate section for GESI-related activities. This 

practice needs to be made a part of regular government planning. Advocacy for the National 

Planning Commission to use this format needs taking forward.  

e. OCMCs 

 Complete the integrated guidelines for addressing GBV for approval by the Cabinet and then 

operationalise. 

 Strengthen OCMCs by providing continuous back-stopping support and improving 

collaboration and coordination with other government sectors, external development partners 

and civil society. 

 Implement action plan submitted to OPMCM to roll out of OCMCs and GBV clinical protocol. 

f. SSUs 

 Replicate the SSU model in other referral hospitals; SSU capacity enhancement to expand its 

role to coordinate with other hospital based social protection programs including nutrition, 

geriatric, mental health; and standardising the benefits packages to target groups as proposed 

SSU road map earmarking budgeting for free or partially free services based on the local 

realities of hospitals. 

 Roll out and support use of the new web based SSU management information system 

developed and approved by MoH to help improve transparency of patients being served by 

SSUs.  

g. Social auditing 

 Strengthen the capacity of DHOs, DPHOs and social auditors to carry out social audits. 

 Streamline the social audit process and guidelines as recommended by social audit evaluation. 

 Improve the system for hiring NGOs to ensure quality facilitation and impact. 

 Monitor and evaluate implementation of social audit action plans and improve district and 

central responses. 

 Design and test how health social audits can be harmonised with local government social 

audits.  

h. Supervision and monitoring 

 Support implementation of the revised HMIS indicators and promote the use of disaggregated 

data and evidence during planning, programming and monitoring. 
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i. Local governance, social accountability and social mobilisation 

 Work with MoFALD to (i) integrate health into its social mobilisation programmes, (ii) 

strengthen social accountability to improve the quality and transparency of health services, 

and (iii) implement the Local Health Governance Strengthening Operational Guidelines to 

improve responsiveness and governance of health services. This will see health periodic plans 

developed and implemented using a flexible fund provided by MoH, local body block grants 

from MoFALD and local resources.  

j. Behaviour change 

 Strengthen behaviour change communication programmes to improve the health practices of 

poor and excluded populations, including adolescents, and prevent gender-based violence. 
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Appendix 1: Progress Report on Governance and Accountability Action Plan 2014/15 

Background 

Good governance has remained a priority of the Government of Nepal. Several initiatives have 

been taken to make service delivery more transparent and accountable. Due importance has been 

given to health governance and accountability by MoH. NHSP-2 called for prioritizing governance 

and accountability to achieve results and impacts. It explained that putting a system in place and 

injecting resources for health may not achieve desired results if governance and accountability are 

not properly addressed. The Governance and Accountability Action Plan (GAAP), which is Annex 2 

of NHSP-2 (2010-2015), is the major document guiding implementation. It foresees client-centred 

and accountable health services that focus primarily on poor and excluded people. Over the period 

of NHSP 2, MoH has shown a firm commitment to NHSP-2’s action plan, the reports of which have 

been presented at JAR annual meetings. 

The government's commitment to health governance and accountability is also shown in the new 

National Health Policy (2014). It aims to protect the many achievements made so far and address 

current and emerging challenges through accountable and efficient management and the optimal 

use of available means and resources. It also aims to implement a work plan to make health 

service delivery transparent, accountable, and responsive. 

In NHSP 2, the GAAP had identified different thematic areas with key activities and key indicators. 

The progress reports submitted annually show improvements. Several measures taken to improve 

activities are mentioned in these reports. Good progress can be noticed in financial management, 

human resources management, strengthening M&E and the institutionalization of GESI. Also, 

there has been progress in different aspects of procurement and areas such as transparency.  

The objective of this report is to share the progress made against the GAAP in fiscal year 2014/15 

in terms of health governance and accountability. It also includes the current status of relevant 

activities. The progress is given in the following table.  
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Governance and Accountability Action Plan — Progress to end of 2014/15 

Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

1. SECTOR GOVERNANCE/ENABLING ENVIRONMENT 

1.1 Move towards 
output-based 
budgeting by 
revising AWPB 
through MTEF 

 Output-based budgeting to start 

from FY2010/11 

 Pooled funding partners to provide 

indicative commitments by January 

31 of each year 

 Output based budget 

prepared from FY2010/11 

 As a move towards output based budgeting, performance based grant to seven health institutions is 

continued. Last year, MoH had revised the performance based grant agreement monitoring frame work 

,which provides generic performance objectives and outputs along with 12 indicators. 

 Transactional Accounting and Budget Control System (TABUCS), rolled out across the country in 2014 ,and 

is merged to e-AWPB, thus making budget more realistic and output based. 

 On-going multi -year funding commitment from health SWAp pool partners. 

1.2 
Implementation 
of transparency 
and disclosure 
measures5 

 Ensure regular and timely public 

disclosure activities through MoHP 

and DoHS website ensuring regular 

updates, radio/TV, newspapers & 

HFMCs of program budgets, 

contracts, procurement and 

activities 

 Report on disclosure procedures 

implemented in the annual progress 

report 

 There is sufficient flow of 

information at the local level 

to stakeholders on budgets 

available and used, activities 

planned and undertaken. 

 Coverage of public 

disclosure systems and 

instruments used 

 Website is active 

 MoH’s website is being regularly updated. Health related legislation, the e-AWPB, reports and other relevant 

materials have been uploaded. The website also houses new publications, procurement and other notices. It 

has links with other MISs including HIIS, TABUCS and HURDIS, and with DoHS divisions’ websites. 

 Departments under the ministry have maintained their websites and try to keep them regularly updated. 

 LMD, through its website discloses all procurement related information including consolidated procurement 

plan. Completed 1060 specifications for medical equipment, hospital furniture and cold chain equipment and 

quality assured internationally. Already uploaded in the specification bank in LMD website 

www.dohslmd.gov.np. Similarly, completed 472 specifications and validated 70 free essential drugs which is 

also uploaded in LMD’s website. 

 Information officers are designated in the ministry and three departments under it. Their names and contact 

numbers are displayed publicly. They are responsible to furnish the information as envisaged in Right to 

Information Act. 

2. STAKEHOLDER 

2.1 Ensuring 

periodic 

Performance Audit 

 Identification of key aspects to be 

covered in the Performance Audit of 

the NHSPII Implementation Plan by 

MoHP/DoHS with close 

coordination with the pooled 

partners and OAG 

 Timely advance discussions on how 

the performance audit can 

supplement regular on-going 

process 

 Public and social audits to feed into 

performance audits 

 

 

Identification of key issues in 

relations to performance of 

districts and thematic areas 

against the programs’ overall 

goals and objectives 

 OAG is undertaking performance audit (on basic health delivery, free medical treatment, health 

infrastructure, health information, and effectiveness evaluation) of health institutions of Dhanusha, Kaski, 

Palpa, Jumla and Kailali districts and also of BP Koirala Memorial Cancer Hospital in Chitwan. 

                                                           
 

http://www.dohslmd.gov.np/
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

3. IMPLEMENTATION CAPACITY/INSTITUTIONAL CAPACITY 

3.1 Ensuring 

adequate capacity 

development of 

institutions and 

human resources 

strengthening to 

effectively 

implement NHSP2 

implementation 

plan 

 Annual work plans and budgets 

to incorporate capacity 

development initiatives for 

different levels of staff 

 Adequate plans, budgets and 

activities to be provided for each 

year in line with the needs of 

key institution and bodies and 

staff at central, district and local 

levels 

 Coverage of key activities, 

in line with the sequence 

of NHSPII planned 

implementation, in the key 

institutions of health and 

other multi-sectoral bodies 

foreseen for NHSPII e.g. 

nutrition and HIV/AIDS 

 Adequate budget is being provided for the capacity development of different levels of staff. 

 To build capacity of programme managers and finance officers in financial management, a 

curriculum of the training has been developed.  

 Training of trainers (TOT) has been organised in August 2015, in which 25 trainers had 

participated.  

 An executive level workshop on Public Procurement was conducted on July 2015 to enhance the 

capacity of senior officials of MOH.  

 Implementing training/workshop: To build capacity of programme managers and finance 

officers in financial management, regional workshops held in 3 regions (Western, Central, Far 

West) on October & November 2015 and 186 participated: 

 In Western region, Pokhara    participants 77 

 In centre region, Kathmandu    participants 54 

 In Far West region, Dhangadi    participants 55 

TABUCS training : TABUCS training run in December 2015 for new users (46 participants)  

 MoH has continued the fellowship programme for producing key health professionals including MDGPs, 

radiologists, and anaesthesia assistants.  

 In line with NHSP-2’s implementation plan, in FY 2014/15 (2071/72) NHTC provided 39 types of training to 

3,692 staff of different levels (1114 male 2,578 female).Key activities under it include; health related 

programmes, management training, upgrading training and user maintenance of equipment. Major training 

programmes included: 

a) advanced skilled birth attendant (20 doctors), SBA for 1054 nurses; 

b) temporary family planning methods (implants, IUCD, PPIUCD)-764 

c) safe abortion services (CAC, medical abortion)-471 

d) clinical training skill- 51 

e) user maintenance of different equipment- 31 

f) mid-level practicum (MLP)-97 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

3.2 Ensuring 

adequate number 

and diversity of 

health workforce 

as per norms set 

by MoHP 

 AWPB preparation and 

approvals 

 AWPB to incorporate 

institutional development 

program 

 Implementation of phase 1 of 

health facility block grants in 

underserved districts 

 Implementation of Remote Area 

Allowance (pending Cabinet 

approval) 

 Conduct Organization and 

Management survey 

 Implementation of deployment 

and retention plan 

 Implement strategies for 

recruitment of local staff and to 

increase diversity in health 

workforce 

 Information on short 

supply/surplus of health 

workforce by health 

facilities and/or district 

health offices; and on 

underserved communities 

 Diversity of staff increased 

 With the 2013 amended Health Service Act in place, the recruitment of all levels of health personnel with 

inclusiveness has been expedited. Accordingly, as per the request of the ministry, PSC has published large 

number of vacancies of senior level positions in October, November 2015. These include vacancies only at 

the central level .These advertised posts are in process of filling through different means as per Health 

Service Act (open, promotion). These include; 

 -65 posts for level 11(belonging to 28 different groupings- by promotion based on performance evaluation)) 

 -66 posts for level 11 (to be filled by open , internal competition , and inclusiveness) 

-148 posts for level 9 (belonging to 44 different groupings- by promotion) 

-235 posts for level 9 ( by open, internal and inclusiveness) 

-231 posts for level 8 including 219 positions for medical doctors 

-110 posts for level 7 belonging to different groupings. 

 The upgrading of remaining 2205 sub health posts to health posts has been completed. 

 As per the recommendation of O&M survey, 13 health institutions have been upgraded. And one new PHC 

created. 2 health posts have been upgraded to PHC, 4 HPs to 15 bed hospitals, 1 HP to 25 bed hospital, 

2PHCs to 15 bed hospital, Four 15 bed hospitals to 50 bed hospital, and establishment of one new PHC. 

The new positions for these health facilities have been registered at Department of Civil Records after the 

approval of the cabinet.  

 Approval have been received in principle to conduct O&M survey for other 46 institutions. Further process on 

it is in progress.  

 DOHS has also completed some 50 O&M surveys, the reports of which are under consideration at different 

stages  

3.3 Redeployment 

of health workforce 
 Identification of number of 

health workforce to be 

redeployed within 

VDC/municipality and district 

 Transfer of health workers from 

health facilities with surplus 

health workers to facilities with 

short supply 

 Percent of health facilities 

with a surplus vs. 

percentage with a deficit 

 To address the shortage of medical workforce, different levels of health workers were employed on contract 

basis, thus filling gap in needy areas. Those employed under contract basis were; 

 

Medical officers of 8 level-41, Ortho surgeon-5, Staff nurses-109, Lab tech(7tth level-1, 5th level-7), Physio 

therapist (7 level-1, 5th level-2), Bio med tech. 5th level-2. 

3.4 Improving 

quality of health 

services 

 Establish a system for review of 

quality health services by 

January 31, 2011 

 Improvement and expansion of 

physical infrastructure 

(HP/SHPs and strengthening 

district hospitals) 

 Annual review of quality of 

drugs, equipment and 

facilities and social audits 

are conducted 

 Number of facilities 

meeting adequate 

standards 

 Hospital Management Strengthening Program has been published in October 2015. This aims to identify the 

gaps in minimum service standards of district hospitals. 

 The standard designs and guidelines for health facilities in Nepal have been developed .Similarly, a draft of 

typical standard architectural design and costing for regional laboratory buildings for five regions have been 

prepared and submitted to NPHL, DOHS. 

 Criterion has been developed using GIS data from HIIS for upgrading different health facilities to higher level 

facility Through this tool, prioritisation list has been prepared to avoid any undesired selections and focusses 

on underserved areas where population threshold meets the criterion and is not yet served by any higher 

level of facilities.  
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

3.5 Strengthening 

quality assurance 

and M&E 

 Scale up disaggregated data 

collection system through HMIS 

 Link other sectors in HMIS e.g. 

with vital registration 

 Quarterly publication of health 

statistics and analysis 

 Update & prepare new 

guidelines & protocols for PHC 

system 

 Carry out annual facility surveys 

 Disaggregated data and 

analysis is available. 

 HMIS report is published 

quarterly. 

 Facility survey conducted 

annually 

 Revised HMIS introduced across the country in 2071/72 (2014/15) including for collection and reporting of 

disaggregated data by health facility/VDC/municipality; caste ethnicity. 

 DHOs and DPHOs enter the health facility-wise reports into the web based HMIS database.  

 DoHS’s annual report is published each year showing progress on programme interventions against HMIS 

indicators. Annual report for fiscal year 2014/15 is being prepared. Programme divisions and centres have 

access to HMIS data server for review of monthly progress of their programmes. Programme divisions and 

centres can generate HMIS monthly statistical reports for programme monitoring purposes.  

 HMIS Section completed GIS based health facility mapping in all 75 districts. This helps in analysis of HMIS 

data using GIS. 

 Revised HMIS has adopted the District Health Information System-2 (DHIS-2) a free open source software, 

very useful public health analytical tool. The software has been customized and will be rolled out in 2015/16. 

 Ministry has developed a unified coding system for use by health institutions so that data from different MISs 

can be linked and compared. It is in the process of endorsement. This will help institute functional linkages 

between health information systems. 

 The first Nepal Health Facility Survey, which assesses service availability, readiness, quality and client & 

provider satisfaction, was carried out in 2015. It is designed to harmonize annual service tracking surveys of 

MoH and global standard surveys including Service Availability and Readiness Assessments (SARA) and 

Service Provision Assessments (SPA) .Preliminary report expected March and final report July 2016. 

4. FINANCIAL MANAGEMENT 

4.1 Adequate and 

timely financial 

management at 

central, district and 

health facility level 

 Timely preparation and 

submission of trimesterly FM 

reports covering all program 

activities and all districts 

 Establish a computerized 

system for accounting and 

reporting at MoHP and DHOs 

with networking facilities 

between them 

 Trimesterly reports of 

adequate quality and 

coverage submitted for 

smooth disbursement of 

funds to the program 

 Explore use of an 

integrated computerized 

system to link physical 

and financial progress 

 Substantial improvements in timely preparation and submission of FMRs.  

 In 2014/15, FMR 1 prepared on 28 Nov (within 12 days after trimester, before time line) & submitted;  

 FMR 2 prepared on 24 March 2015 (within 10 days after trimester, before timeline) and submitted; 

 FMR 3 prepared on 10 August 2015 (within 25 days after trimester, before timeline) and submitted;  

 Unaudited Financial statements for 2014/15 submitted to EDPs through World Bank on 28 December 2015 

(within 6 months of end of FY 

 Audited Financial statements for 2013/14 have been submitted to EDPs through World Bank in 28 August, 

2015 while World Bank extended timeline up to 30 September 2015 due to earthquake effect. 

 For current FY 2015/16, First FMR was submitted in 13 January 2016. 

 The implementation of TABUCS across the country, training of all cost centre staff and establishment of 

TABUCS implementation unit at MoH strengthened financial networking between central and field offices.  

 82.5% of all total expenditures was captured through TABUCS in FY 2014/15 and 64.61% were captured in 

the first trimester of current FY 2015/16, through this system. 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

4.2 Timely fund 

release to health 

facilities 

 Provide adequate and timely 

support to districts to submit 

AWPB 

 Put in place a clear system of 

norms and procedures for 

appraisal of plans and 

approvals of budgets 

 Fix deadlines for key budget 

decisions e.g. list of health 

facilities selected for new 

activities and block grants by 

the DoHS and DHO to be 

included in AWPB 

 Implement a fund-flow tracking 

system developed in software 

 Number districts 

undertaking stakeholder 

consultations for plan 

preparation and budget 

approval 

 Share of annual budget 

released in first trimester 

by DoHS 

 Share of health facilities 

getting grants within 1 

month after FY beginning  

 Implementation of fund 

flow tracking system 

 At least 85% absorption 

rate of committed funds 

for the health sector 

 The absorption rate for FY 2014/15 is 73.18%. 

 Norms and standards set by MOF and NPC are followed in approval of budgets and appraisal of plans. 

 The ministry is developing a procedural manual for the preparation of budget and programmes in the health 

sector.  

 TABUCS processes expenditures and payments. The system covers all expenditures made at spending 

units/ cost centre level and programme- based, activity, output based and budget head based budgets, So, 

its application will strengthen fund flow tracking system. 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

4.3 Improve the 

quality of asset 

management 

 Regular updating of inventory of 

all assets under its use by talking 

physical count and reconciling 

results with records 

 Improve inventory software for 

non-consumable fixed assets 

and strengthen LIMS 

 Formulate policy for discarding 

obsolete equipment 

 Creation of Physical Assets 

Management Unit (building & 

equipment) in Management 

Division with adequate staff  

 Introduction of Public-Private 

Partnerships in contracting out 

district level monitoring of the 

quality of procured drugs and 

medical equipment. 

 District level capacity enhanced 

to comply with quality assurance 

of health services 

 Providing adequate funds for 

maintenance in AWPB 

Updated asset inventory report 

submitted on an annual basis 

during the JAR 

 

 

 

 

Staff position 

created/reallocated and filled 

 

 

 

 

 

 

Verification of amount line 

budget item in AWPB 

 O&M survey conducted to upgrade PAM unit into separate section. The proposed section will have 19 staffs, 

mainly technical persons including Bio medical engineers, Architectural engineers. The report of the survey 

is under consideration. 

 The Management Division has initiated to roll out contracting medical equipment repair and maintenance to 

the private sector in all five regions of the country. 

 A civil engineer is being hired by the Management Division to work in its Physical Asset Management Unit. 

 Several guidelines have been developed on asset management including for biomedical equipment and the 

disposal of expired drugs. A comprehensive asset management policy will be instrumental to address issues 

related with it. 

 Due emphasis has been given to provide adequate funds for maintenance in AWPB. 

4.4 Update 

Financial 

Regulations for 

Hospitals and for 

Management 

Committees 

 Update Financial Regulations 

for Hospitals 

 Update Financial Regulations 

for Management Committees 

 Acceptable Financial 

Regulations prepared for 

Hospitals and 

Management Committees 

 Hospital Financial Regulations were drafted in 2012/13, which is still under consideration by the ministry. 

4.5 Operating 

Procedure made 

transparent for 

Non-state 

Partners/NGOs 

 Prepare Act/Regulations for 

Non-state Partners/NGOs 

 A separate working 

modality developed for 

Non-state partners/NGOs 

involved in the health 

sector. 

 A draft of State-Non state partnership policy for health sector was prepared in 2012/13 and was sent for 

MOF’s response. It has been agreed in last year’s JAR (2015) to revise the policy in line with National Health 

Policy 2014. 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

4.6 Adequate 

Funds ensured for 

operation and 

maintenance of 

medical equipment 

and hospital 

buildings 

 Include at least 2% of budget for 

Operation and Maintenance 

(O&M ) in the annual work 

program and budget for 

operations and maintenance of 

medical equipment and hospital 

buildings 

 Monitor the O&M expenditures 

 At least 2% of budget is 

ensured for O&M in the 

budget. 

 In this FY, budget allocated for total infrastructure work through regular source is NRs.1,800,700,000.00 and 

the budget for repair and maintenance is 48,000,000.00, which is 2.67%. 

 Also , in this FY substantial amount has been allocated for reconstruction of health facilities in earthquake 

affected districts. A total of NRs 6885,568,392.00 has been allocated for this purpose, out of which 

3758,580,315.00 will be spent by GON and the remaining is pledged by MOU partners. 

4.7 Taking prompt 

action on audit 

irregularities  

 Form an audit irregularities 

clearance committee 

 Reduce the irregularities to less 

than 20% every year. 

 Audit irregularities 

reduced to less than 20 

percent. 

 Action Plan developed 

and implemented to rectify 

the weaknesses observed 

by the audits 

  The proportion of audit queries against audited amount in FY 2012/13, was 13.8%, which has been 

decreased to 11.51% in FY 2013/14. 

  45.18% of the cumulative amount of total irregularities had been cleared by the end of FY 2013/14, 

showing progress against 39% in FY 2012/13. 

  To update the old audit queries of 8 years (FY 2060/61-2068/69), audit queries records copied from 

OAG (81 books). These audit query data entry is being done with full description in TABUCS. Verification of 

data is in progress. 

  To improve the management of audit queries and other financial management issues, efforts are 

underway for institutional strengthening. Accordingly, human resource recruited for managing audit queries 

(recording, clearing, coordinating with OAG and field offices and other managerial activities.  

 .Reward & Penalized system : MoH has introduced reward & penalized system in audit clearance 

• MoH has rewarded those cost centres who met the excellent clearance of audit queries target; 

• Similarly who failed to meet the clearance of audit queries target asked to submit the clarifications. . 

 MoH’s audit committee, which was formed in 2012, is functional and taking the lead in developing relevant 

guidelines, responding to audit queries, enhancing the capacity of concerned officials. MoH endorsed the 

Audit Clearance Guidelines & Internal Control Guidelines in 2014. 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

5. PROCUREMENT 

5.1 Procurement at 

central and district 

level  

 Prepare consolidated annual 

procurement plans 

 Training for strengthening 

procurement capacity at central 

and district levels 

 Engage procurement support 

for NHSPII implementation 

 Revise procurement policy and 

guidelines for MoHP 

 Revise logistics management 

policy and guidelines 

 Sound quality assurance (QA) 

system including pre- and post-

shipment in place at centre and 

district level to monitor quality of 

procured drugs  

 Local capacity enhanced at 

district level for QA 

 Standards and procedures 

in place for procurement 

best practices 

 Districts reporting 

difficulties in procurement 

 Monitoring reports on 

procurement 

 Training conducted on 

procurement at least once 

a year for all DHOs and 

cost centres 

 QA is applied as a 

standard operating 

procedure at the centre as 

well as district level 

 More timely preparation of the consolidated annual procurement plan (CAPP) 

 Procurement training for EDR, CDR, FWDR completed. E-bidding training for LMD staff completed. 

 Continued development and promotion of the Technical Specification Bank. 

 Continued development and implementation of Contract Management System. 

 Completed O&M survey to improve and enhance LMD’s organisational structure to include more technical 

procurement positions and ensuring that all positions are filled. 

 Draft SOP for pre and post shipment inspection has been prepared and it is in the process of finalisation. 

5.2 Timely 

availability of 

drugs, equipment 

and supplies 

 Adopt multi-year framework 

contracting for essential drugs, 

commodities and equipment by 

31 Aug 2010 

 Consolidated (including goods, 

works, services for the whole 

ministry regardless of financing 

source) annual procurement 

plan made available to all 

interested parties at cost price 

six months before the beginning 

of the fiscal year on website 

 Amend Drug Act and give Nepal 

Drug Research Lab 

independent status. 

 Introduce e-procurement 

 Percentage of health 

facilities with tracer drug 

stock out 

 Where appropriate, multi-year framework contracting has been introduced for procurement. 

 Draft SBD for the procurement of health sector goods using a framework agreement (NCB) prepared and 2 

day work shop organized to finalize the draft. 

 E-procurement system implemented as planned. PPMO portal used for e-procurement. 
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Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

6. ENVIRONMENT 

6.1 Ensuring 

continued access 

to EHCS for all 

people in the face 

of emergencies, 

crisis & conflict 

situation 

 Develop guidelines for 

immediate response and 

possible activities to deal with 

women & children and the poor 

affected by conflict 

 Provision of annual contingency 

plans and budgets for districts 

incorporating RH and GBV 

issues 

 Ensure that all health facilities 

have and implement a waste 

management plan 

 Emergency contingency 

plan and initiatives to dealt 

with women and children 

in conflict situations 

 The hospital based One Stop Crisis Management Centre( OCMC) operational guidelines were revised and 

approved in 2015 based on feedback from annual reviews and monitoring visits. 

 The gender-based violence(GBV) clinical protocol was developed and approved. The roll out of the protocol 

has been completed in 14 disaster affected districts. 

 A total of 20 OCMCs have been established and strengthened in 20 districts across the country as of 

2015/16 in hospitals to provide integrated support and services to GBV survivors. 

 Medico-legal training was provided to 14 medical officers from OCMC and SSU based hospitals. 

 Social Service Unit (SSU) guidelines (on facilitating provision of free and partially free health services to 

poor, marginalised and GBV survivors from referral hospitals) were revised taking into consideration SSU 

study, workshop and field visits. Revised guidelines were approved in Dec 2014. 

 The updated Health Care Waste Management Guidelines ,which is in consistent with international standards 

was published in October 2015. For health care waste management, budget allocation has been made under 

district strengthening programmes for all district hospitals. 

6.2 Promoting 

clean/solar energy 
 Replacing kerosene energy with 

solar energy 

 Number of health facilities 

with cleaner and safer 

energy sources 

 Replacing kerosene energy with solar energy in health facilities is in increasing trend. -NPR 9 million was 

allocated to health facilities in six districts to install solar power (NPR 1.5 million per district for four districts 

of the Karnali Zone, and Manang and Mustang districts. Some districts including Mustang, Humla are making 

good progress towards it. 

 Health institutions at different parts of the country including hospitals and birthing centres have installed solar 

back up system. Also regional health training centres at Pokhara, Surkhet and Dhankuta also have solar 

back up system. 

 Solar back up system has been made compulsory in post-earthquake construction of health facilities.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



118 

Key Objectives Key Activities Key Indicators Progress to end of 2014/15 

7. SOCIAL/EQUITY ACCESS AND INCLUSION 

7.1 Advancing the 

social inclusion of 

all citizens and 

ensuring 

government is 

more accountable 

 Updating social audit guidelines 

and their distribution to all 

stakeholders 

 Provision of training and budget 

for undertaking social audits as 

per the guidelines 

 Capacity building of local 

HFMCs on GESI application 

 Capacity building of GESI units 

at all levels 

 Dissemination and use of 

community scorecard for social 

audit information 

 Translation of GESI strategy 

into a set of activities with clear 

accountability for results. 

 Districts and health 

facilities undertaking 

social audits as per the 

guidelines and their link to 

the next year planning 

cycle 

 Share/number of health 

facilities completing social 

audit by trimester by 

district 

 Random sample review of 

social audit reports and 

field verification 

 HMIS, independent 

surveys and social audits 

provide intermediate 

evidence of improved 

outcomes for women and 

excluded groups 

 2011 and 2016 DHS 

registers improvements in 

health, nutrition and family 

planning outcomes for 

women and excluded 

groups 

 With AWPB funding, PHCRD is conducted social auditing in 45 districts in 2014/15 covering 802 health 

facilities. In 2015/16 , the number of districts for this activity is 55 covering 1252 health facilities. Health 

facilities undertook social audits according to the guidelines while linking their audits to next year’s VDC and 

DDC planning cycles. This process has enabled many women and people from excluded groups to 

participate in social audits for a more thorough and inclusive process.  

 PHCRD carried out a process evaluation of social auditing in health facilities in 2014 and 2015. The first 

phase(in 2014) covered 10 health facilities in Ilam and Jhapa districts, and the second phase (in 2015) 

covered 20 facilities in Ilam, Jhapa, Palpa and Rupandehi districts.  

 HMIS: The HMIS Section identified 11 of its standard indicators that needed disaggregating by sex, age, 

location and caste/ethnicity. Disaggregated data is being regularly collected on these indicators from FY 

2014/15. 

 GESI institutional structure and capacity building: 

 Up to end of 2014, GESI technical working groups (TWGs) had been formed in all 75 districts and GESI 

focal persons nominated in all 5 regional health directorates (RHDs) and all 75 district health office/district 

public health offices (DHOs/DPHOs). From FY 2012/13 the Population Division’s AWPBs have provided 

budgets to fund biannual (6-monthly) reviews of GESI mainstreaming at the district level. Health for Life and 

the United Nations Population Fund (UNFPA) are providing technical support for GESI capacity building 

where they have district officers. 

 GESI mainstreaming training (based on GESI Operational Guidelines) was initiated for health facility in-

charges and district supervisors in 17 districts in 2014/15. 
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7.2 Health Facility 

Management 

Committees 

(HFMC) are 

established and 

effective 

 Facilitation at the local level to 

ensure that representative 

HFMCs are formed in all health 

facilities and oriented in the 

roles, responsibilities and right 

they hold for health services. 

 Annual progress reports to 

include information on the 

existence and functioning of the 

HFMCs 

 Recruitment of local health 

personnel through HFMC 

 Number/share of health 

facilities with duly formed 

HFMCs by district 

 Since 2013, GESI has been integrated into population training courses to improve the conceptual clarity and 

impact of local health authorities on GESI. The staff of regional health directorates, district health officers, 

district public health officers, GESI focal persons, local development officers and DDC planning officers from 

all 75 districts took part in 2014 and 2015.  

 The subject of GESI and its application (including OCMCs, SSUs, social auditing, and EAP) was integrated 

into NHTC-run induction training for newly appointed doctors and health. In addition, GESI training was 

provided to upgraded health staff.  

HFOMC curriculum revision from GESI perspective: 

 In 2014, staff from NHTC, RHTC, DPHO/DHOs and health facilities participated in a master ToT on the 

revised curriculum for HFOMCs to test the new GESI-integrated curriculum. Resulting feedback was 

incorporated in the curriculum at a national workshop. The HFOMC package was updated including GESI 

elements, also based on feedback from training conducted in Suaahara and H4L districts. The NHTC has 

endorsed the final revised updated HFOMC curriculum HFOMC curriculum revision from GESI perspective: 

HFOMC Basic Training Package:  

 Together with Suaahara and GPM, Health for Life helped prepare a pilot study introducing the updated 

HFOMC basic packages. Following the pilot, H4L was also actively involved in discussions and workshops 

with NHTC and other Divisions and Centres to their feedback and concurrence on the newly revised HFOMC 

basic packages. 

HFOMC revitalization and training package: 

 In collaboration with NHTC, Regional Health Training Centres, and Suaahara, the H4L team prepared an 

updated HFOMC revitalization and training package, based on NHTC’s capacity building packages (e.g. 

manual, curriculum, teaching aids, guides, etc.), to include GESI, disaster preparedness planning, local 

planning, resource mobilization at the local level, good governance, and roles and responsibilities of 

HFOMCs and other stakeholders. Moreover, H4L provided technical support to NHTC to adopt the new 

HFOMC additions to the HFOMC capacity building packages (all modules). H4L also provided technical and 

financial support to NHTC for drafting, editing and printing the updated HFOMC revitalization package 

(manuals for facilitators and participants along with teaching aids).  

 H4L supported District (Public) Health Offices (D(P)HOs).to revitalized Health Facility Operation and 

Management Committees and were oriented on their roles and responsibilities including GESI and disaster 

preparedness during these revitalization workshops. 

 


