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This assessment was undertaken by Dr Sarah Barnett (International Consultant, Options), Ajit 
Pradhan (M&E Strategic Adviser, NHSSP) and Pradeep Poudel (M&E Implementation Adviser, 
NHSSP), with technical oversight from Dr Louise Hulton (International Consultant, Options). During 
the assessment the international consultants visited Nepal (in September and November 2010) and 
the M&E Advisers made a field visit to Parsa (one of the HSIS pilot districts). The Capacity 
Assessment Tool was used as a guide during meetings with key informants (see Annex 1 for a list of 
key informants). MoHP feedback has been received at a meeting on 20th December 2010 and 
addressed in this report. 
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Executive Summary 

 
Background  
 
Sources of health sector information include Management Information Systems (MIS), disease 
surveillance, vital registration, census, sentinel reporting, surveys, rapid assessments, and research. 
There are nine different MIS located within the health sector. The Health Sector Information System 
(HSIS) National Strategy proposes linking together the different MIS using a uniform coding system; 
including the other public, private and NGO sectors; and generating disaggregated information to 
enable local evidence based planning. This assessment focuses heavily on HMIS, and HMIS within the 
proposed HSIS, as the team felt this area stood out as requiring a comprehensive description of the 
current situation and urgent attention. However, this is only one component of a large programme 
of Monitoring and Evaluation (M&E) within the health sector, and other key sources of health 
information that NHSSP will focus on include facility and household surveys. 
 
Institutional Challenges and Opportunities 
 
Currently M&E activities and the nine routine MIS are located in various departments, divisions and 
centres throughout the health sector.  There is scope to improve sector wide support in M&E, and 
communication between those engaged in M&E activities in different sections, and between those 
working in M&E at the central and district levels. The MIS section, whose role is to coordinate with 
the different divisions to implement HSIS, is located low down the organogram, hampering its 
effectiveness. 
 
As recommended in the HSIS strategy, the establishment of a National Health Information Centre 
(NHIC) would assist the overall strengthening of monitoring and evaluation functions in the health 
system. However, this is unlikely to be decided before a decision is taken regarding the federal 
structure. If established, the structure of the centre needs discussion by the relevant government 
divisions. This assessment proposes that sector wide support for M&E would benefit from sections 
covering: Management Information System (MIS) and Geographical Information System (GIS); 
Research and Demography; and Epidemiology and Biostatistics. The establishment of the centre, and 
its semi-autonomous nature, would remove many of the barriers that currently create problems for 
those working in M&E, such as conditions for government outsourcing and lack of budgetary control. 
These institutional barriers have caused difficulties in implementation of M&E strategies, such as the 
piloting of HSIS. The centre would also provide broader M&E support across the health sector. 
 
The role of the Regional Health Directorates (RHD) includes technical and administrative support to 
the districts within their regions. In reality, however, RHDs are restricted by budgetary constraints, 
as programme funding goes directly to districts. We hope that long term technical support 
embedded within the RHDs would help to revitalise their supportive role to districts and improve 
local area planning.   
 
There is a need to improve communication and coordination of activities among External 
Development partners (EDP), as well as between EDPs and the government, to ensure rational use of 
resources. EDP evidence strategies have not been harmonised effectively, leading to duplication and 
overlap. Despite the wealth of evidence and relatively large investments, opportunities have been 
missed due to lack of coordination. Hence we propose revitalising an Evaluation and Research Sub-
Committee and Fund to bring EDPs and the government together for this purpose, in particular to 
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address the lack of resources and donor support for HMIS, as funding and support often goes to 
research studies and vertical programmes rather than strengthening the routine MIS. 
 
Strategic Focus of TA 
 
Technical Assistance (TA) will support the routine MIS to produce timely and accurate data that are 
collected and analysed to measure progress against the NHSP-2 Results Framework. During NHSP-1, 
it proved difficult to evaluate achievement of targets because representative statistics were not 
always available for indicators of the results framework. Where evidence is needed and does not 
exist, a programme of M&E, to complement the routine MIS data, will be delivered through NHSP-2 
and the Results Framework will be reviewed with the government at the outset to ensure the 
indicators are collected and can be effectively monitored. 
 
There is some confusion as to what HSIS is and what is currently being piloted. The proposed 
integrated HSIS simply means linking different MIS using a uniform coding system and ensuring they 
all feed into a District Health Information Bank (DHIB). The different divisions implementing the 
various MIS will retain control of their systems and thus the quality of systems currently operating 
well will not be affected by having the same coding system as a less strong system. Currently only a 
revised HMIS and the limited DHIB are being piloted in three districts under HSIS. No uniform coding 
system has been developed or piloted, and no other MIS have been piloted. The proposed changes 
to HMIS within HSIS are changes that would need to be pushed forward, irrespective of HSIS, as the 
current HMIS does not fully meet the information needs of different stakeholders, or the 
disaggregation required for the Results Framework. The benefits of the proposed new HMIS include: 
generation of indicators automatically at various levels, including the facility level; information 
disaggregated by caste/ethnicity; inclusion of other public and non-public facilities; and data entered 
at the district level in the DHIB. All of this would create a more efficient system and provide a better 
opportunity for local area evidence based planning. 
 
The wider programme of M&E will largely focus on health facility and household surveys related to 
the evaluation of free care and the Aama programme. However, we will support maximum use of all 
data collection opportunities to gather additional health information. Non-government health 
facilities can also be included in facility surveys as reporting by non-public facilities is not routine or 
comprehensive, and these surveys can be conducted in coordination with complementary 
household surveys. Household surveys provide valuable information on non-users as well as users. 
Surveys need to be well coordinated, to maximise use by managers, policy makers and EDPs. 
Agreements need to be reached with EDPs that support research in the health sector regarding what 
data are collected, data collection methodology, and the timing of data collection so that reports are 
synchronised with beginning, mid-term and end of NHSP-2. 

 
In addition, operations research and impact analysis will be undertaken to enable evidence based 
decision making and planning in a roll out of innovative approaches to improving health outcomes 
and improving access, including an evaluation of the rural ultrasound programme, and strengthening 
referral networks. 
 
We suggest that monitoring and evaluation activities should be decentralised and designed to 
strengthen the capacity of lower levels of government to analyse and use information for planning, 
budgeting and achieving their targets. HMIS could be more effectively used as a monitoring tool for 
local governments and districts and not only as a record keeping and reporting system of the DoHS. 
We will support the design of monitoring and evaluation activities which pay attention to collecting 
data that enable analysis by target groups and caste or ethnicity, to facilitate measurement of the 
NHSP-2 objective to reduce cultural and economic barriers to accessing health care services.  
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Proposed Technical Focus of TA  
 
The government strategies and guidelines related to M&E within the health sector are of a high 
standard, but difficulties have sometimes arisen during implementation. Piloting of the revised HMIS 
and DHIB for HSIS has been extended due to implementation problems, and more TA is needed to 
support the piloting of this essentially sound concept. Lack of understanding among government and 
some donors as to why piloting has been problematic has led many to lose faith in the HSIS concept, 
which has affected both financial and technical support. A key issue is the software, which is not 
user-friendly; indicators are not being accurately generated; data are not disaggregated; and virus 
protection is inadequate.  
 
HSIS piloting needs to be extended beyond the planned date of February 2011, with greater 
technical input. The revised HMIS tools and indicators used would benefit from minor adjustments - 
there is no indicator on caesarean section rate, for example, although this is included in the tool; 
HMIS tools contain questions related to other MIS; and financial questions are deterring private 
facilities from returning any data. There is a need to agree on consistent approaches to measuring 
caste/ ethnicity and poverty across M&E within the health sector to enable accurate comparisons. 
Most urgently, a reliable database that correctly generates indicators at the various levels is 
required. In the longer term, TA will be needed to ensure a uniform coding system is employed 
across the different MIS, to enable comparison of data.  
 
Use of routine data at local and district levels is minimal because the focus is on aggregation for 
central Government. TA is required to create a system that automatically generates indicators at all 
levels, and ensures data are fed back to Ilaka level review meetings to support local area planning. 
 
Within the wider programme of M&E, advisers will support activities to generate evidence not 
available from routine MIS, using surveys, research and rapid assessments. This will include the 
commissioning and contracting of research and evaluation as required; and technical support 
regarding the design, analysis, interpretation of data and report writing. They will focus on quality 
control and ensure that data are fed back to lower levels. 
 
Proposed Capacity Development Strategy 
 
A monitoring and evaluation plan needs to be developed and reviewed on a regular basis as part of 
annual programme implementation, reflecting the various policies and strategies linked to M&E. The 
broader programme of M&E will reflect this plan. 

 
The ilaka level monthly review meetings are vital to local level planning. DHIBs need to feed back 
facility level indicators to the ilaka level for these meetings and also report indicators at all levels to 
the RHD. A discussion is needed as to whether the DHIB would be more appropriately positioned 
within the DDC (in line with the HSIS strategy) rather than the D/PHO (as piloted). One proposed 
longer term strategy is to centralise all M&E activities across all sectors at the district level within the 
District Information Centre in the DDC, including the recently approved Population Information 
Desk. This would help to pool resources (for example, on computer maintenance, virus protection, IT 
support, computers, data entry) and assist with local area planning. 
 
The Revitalisation of Primary Health Care Division has free care under its remit, so this is where the 
focus of monitoring support for free care will lie institutionally. The Revitalisation of PHC Division will 
need support for monitoring as it is a new division with few staff members. Essential Health Care 
Services (EHCS) will need support for analysis of district and area level data to inform a process of 
area prioritisation.  
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The small number of M&E staff at the central level, especially within the MIS section, limits their 
scope to travel to districts and hence effective links have not been established between the central 
level and regional and district levels. Many M&E staff at the regional and district levels lack capacity 
and motivation. M&E support will be provided at the regional level to build the capacity of those in 
the Regional Health Directorates and at district levels. 
 
Proposed Technical Assistance 
 
A series of one day workshops related to HMIS/HSIS would be a critical platform to build ownership, 
solve problems and develop realistic plans to address some of the key areas identified in this report 
for attention. We propose an initial workshop on  “The role of the Health Management Information 
System (HMIS) and the District Health Information Bank (DHIB) within the Health Sector Information 
System (HSIS)”. We hope this will enable a better understanding of the current situation, address any 
misunderstandings about the concept of HSIS, and facilitate agreement and commitment regarding 
the next steps. The workshop can review any changes needed to the concept of HSIS and how to 
address key obstacles to effective implementation. This would be followed up by a series of more in-
depth one-day workshops. Suggestions include: tools and indicators in HMIS; database requirements 
in HMIS; the role and functioning of the DHIB; and uniform coding systems. The first two are related 
to the HMIS component of HSIS, whereas the latter two would involve all MIS within the health 
sector. 
 
Embedded long term positions are proposed within the MoHP (M&E Strategic Adviser) and DoHS 
(M&E Implementation Adviser). Additional monitoring and evaluation support to the five regional 
health directorates is envisaged with a view to developing regional capacity and ensuring the 
practical implementation of new, updated or revised ways of working.  The long term posts will be 
supported by non-embedded, ongoing short term TA which will ensure continuity of expertise and 
focus for monitoring and evaluation.  

 
The M&E Strategic Adviser, embedded in the MoHP, will be responsible for supporting the 
establishment and functioning of the NHIC and supporting the provision of sector wide support in 
M&E, working to increase the understanding and importance given to M&E within the MoHP and 
ensure that evidence informs policy. The adviser will facilitate linkages to support the piloting and 
implementation of individual M&E strategies, and between different M&E strategies, such as the 
HSIS National Strategy and the Population Perspective Plan. S/he will facilitate the revitalisation of a 
research sub-committee to bring EDPs and the government together to enable better coordination 
of EDP monitoring efforts and optimal support to broader monitoring and evaluation of NHSP-2. The 
initial proposed government counterpart to this adviser would be the Chief, Public Health 
Administration, Monitoring and Evaluation Division, MoHP.  
  
The M&E Implementation Adviser, initially embedded in DoHS, linking with the MIS Section and the 
Demography Section, will support the central, regional and district teams in implementing robust 
routine MIS and successful piloting and scaling up. The adviser will ensure NHSP-2 is informed by 
timely and accurate evidence and, where evidence is needed and does not exist, will support 
activities to generate that evidence, such as surveys, research and rapid assessments. This will 
include the commissioning and contracting of research and evaluation as required, working in 
collaboration with the Health Financing Team to ensure robust monitoring of free care and related 
incentives; and technical support regarding the design, analysis, interpretation of data and report 
writing. The proposed initial government counterparts would be Chief of the MIS section, Chief of 
the Demography Section, and Chief of the Population Division/MoHP. The process for embedding TA 
will be discussed with Government. 
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The rationale for providing regional monitoring and evaluation support to the RHDs is their current 
limited M&E capacity compared with the role they are expected to play, and the fact that, if 
functioning optimally, they can significantly reduce the work burden of central level staff. The HSIS 
national strategy calls for RHDs to act as the point for receiving reports from districts, and then to 
compile, interpret and provide feedback to districts. The Regional Assessment will provide 
recommendations on working modalities for TA.  It is proposed that the technical focus of the TA will 
be to support the RHD to ensure regular, correct and timely reporting from facilities and districts; 
provide support to regional level trainings related to M&E; support the preparation of the quarterly 
and annual reports of RHD; and support studies conducted by MoHP, DoHS and RHD. The TA will 
facilitate the establishment and functioning of the District Health Information Committee (DHIC) 
which will act as a governing body for the District Health Information Bank (DHIB). Additionally, the 
TA will support the district health office/ district public health office staff and medical recorders and 
health facility staff on M&E within their region.  
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1. Sources of Health Sector Information 

 
What are the sources of monitoring and evaluation information in the health sector? 
Sources of health sector information in Nepal include Management Information Systems (MIS), 
disease surveillance, vital registration, census, sentinel reporting, surveys, rapid assessments and 
research (Figure 1). Sources of health sector information during NHSP-1 included the Population 
Census, Nepal Demographic Health Survey (NDHS), Nepal Living Standard Survey (NLSS), trimester 
health facility surveys and annual household survey on free care, and the Maternal Mortality and 
Morbidity (MMM) Study. Annex 2 lists Monitoring and Evaluation (M&E) activities supported by 
SSMP and HSR-SP during NHSP-1. The MIS within the health sector include the Health Management 
Information System (HMIS); Logistical Management Information System (LMIS); Financial 
Management Information System (FMIS); Health Infrastructure Information System (HIIS); Human 
Resource Information System (HuRIS); Training Information Management System (TIMS); Ayurveda 
Reporting System (ARS); and Drug Information Network (DIN). The Health Sector Information System 
(HSIS) proposes to incorporate all these MIS, except for DIN. As the Department of Drug 
Administration (DDA) does not have offices in the districts, the DIN will continue with its current 
system at central level as an interlinked component of the national health information system. 
Recently GTZ supported the development of an additional MIS software - Planning and Management 
of Assets in Health Care System (PLAMAHS), and the plan is for this to also form part of HSIS.  
 
Figure 1: Sources of Health Sector Information in Nepal  
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Where are the Management Information Systems located within the health sector?  
Of the eight MIS already established within the health sector, HuRIS is located within the Human 
Resource and Financial Management Division in the MoHP; DIN in the Department of Drugs; and ARS 
in the Department of Ayurveda (Figure 2). Four are located within the Department of Health Services 
(DoHS): HMIS within the Management Information System (MIS) Section in the Management 
Division; HIIS within the Building Construction Maintenance Unit in the Management Division; LMIS 
within the Logistic Management Division; TIMS within the National Health Training Centre (NHTC) 
(Figure 3). FMIS was developed by the Finance Comptroller General's Office. In the past MoHP had 
limited direct access to the budget release and expenditure (by line item). However, this year's 
Annual Work Plan and Budget includes developing a FMIS in MoHP and DoHS and linking it with the 
district health offices and hospitals. The first stage of HSIS is currently being piloted by the MIS 
Section of Management Division, DoHS. It has been proposed that PLAMAHS would be located 
within the Management Division, although logically it may be more appropriate in the LMD.  
 
 
Figure 2: Location of MIS within the Ministry of Health  
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Figure 3: Location of MIS within the Department of Health Services  
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What is the capacity of the MIS section to implement HSIS? 
The first stage of HSIS is currently being piloted by the MIS Section, in Management Division, DoHS. 
At the central level the MIS section currently has two officers, two statistical assistants and three 
computer operators. There is an urgent need for new officers with skills that include IT, database 
design, GIS. The current Chief of HMIS Section only joined in December 2009 and the Statistical 
Officer joined in January 2008 and neither has a health background. However, they are technically 
competent, interested in health and have good potential for capacity development. 
 
What is the Health Sector Information System National Strategy? 
The Health Sector Information System (HSIS) National Strategy aims to:  
 

1. Combine the existing MIS into one integrated information system (Figure 4). 
2. Provide comprehensive information from all health facilities  
3. Generate disaggregated information (small area monitoring and ethnicity / caste). 
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Figure 4: The routine health management information systems that will feed into HSIS 
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What does ‘an integrated approach’ mean within HSIS? 
There are widespread differences in understanding of what an integrated approach means. A 
common misconception is that means creating one overall data collection system, leading many to 
question how achievable HSIS is and fostering concerns that systems currently operating well (such 
as HMIS) will be hindered by those that are less strong. However, integration should not result in any 
reduction in the accuracy of the HMIS monthly data. 
 
The concept of HSIS simply refers to the creation of a District Health Information Bank (DHIB) that all 
the different routine health information systems feed into, and which has a uniform coding system 
across the different systems, thus enabling data from these systems to be linked. If implemented 
correctly a uniform coding system should not affect the quality of any individual MIS. 
 
What does ‘a comprehensive system’ mean within HSIS? 
HSIS aims to collect data from all health facilities – public, ‘other’1 public, private and NGO sector. 
The MoHP has developed the Health Facility Management Directives for private facilities, which 
clearly state the requirement for them to report to the MoHP, although this has never been 
enforced. Non-public facilities need to be regulated, and under-reporting by some central level 
hospitals needs to be addressed. 
 
What does ‘disaggregation’ mean within HSIS? 
HSIS will produce data disaggregated by: 

• Facility, ilaka and district levels 
• Caste / ethnicity; however, it should be noted that the groupings used in the piloting are not 

those recommended by Lynn Bennett’s work, and this review would recommend that the 

                                                 
1
 ‘Other’ public include teaching hospitals, army hospitals, and police hospitals.  
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groups used in M&E throughout the health sector are consistent and revised to reflect her 
seven group classification (see Annex 3). 

 
It is commonly believed that HSIS will disaggregate by wealth, but this is not the case, and it would 
be a very ambitious task given the complexity of recording poverty at the facility level. Currently use 
of routine data at local and district levels in HMIS is minimal because the focus is on aggregation for 
the central Government. 
 
 What is the District Health Information Bank? 
A key component of the HSIS strategy is the establishment of a DHIB in each district that all MIS feed 
into (Figure 5). If all systems use a uniform coding system; feed into the DHIB;  collect data from all 
types of health facilities; disaggregate by caste/ ethnicity; and automatically generate indicators at 
facility, ilaka and district levels, this would support local level evidence based planning. 
 
Figure 5: The District Health Information Bank (DHIB)  
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What is the process of data collection within the existing HMIS?  
The process for data collection within the existing HMIS is shown in Figure 6. 
 
FCHVs are volunteers who provide services at the ward level, and maintain a pictorial HMIS 27 FCHV 
register. Each month they are visited by the VHW or MCHW (to re-supply family planning 
commodities and other drugs) who collects the register. 
 
VHWs / MCHWs:  VHWs / MCHWs conduct outreach and EPI clinics. The VHWs / MCHWs submit a 
HMIS 31 VHW / MCHW Reporting Form monthly to their assigned health facility (either a sub-health, 
health post or PHCC). This collates data from the FCHV registers and their outreach services. 
 
Sub-health Posts and Non Ilaka Health Posts: Sub-health post and non-ilaka health posts compile a 
HMIS 32 PHC/HP/SHP Reporting Form and submit it on a monthly basis to the ilaka health post or 
ilaka PHCC. This collates data from the facility, VHW / MCHW reporting forms and FCHVs registers.  
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Ilaka Health Posts and PHCs: The Ilaka HP and PHCs compile a HMIS 32 PHC/HP/SHP Reporting Form 
and submit it on a monthly basis to the District Public Health Office (D/PHO). This collates data from 
the facility, any SHPs and non-Ilaka HPs under that facility.  
 
District Hospitals: District hospitals submit HMIS 34 Hospital Based Reporting Form to the D/PHO 
every month.  
 
Zonal, Sub-regional, Regional and National level hospitals: These hospitals should submit HMIS 34 
Hospital Based Reporting Form to the D/PHO every month. However, in reality most submit reports 
directly to the HMIS Section. Some hospitals enter data electronically, but as there is no uniform 
system developed for this, databases vary. 
 
D/PHO: Compiles all the reports received from health facilities and submits the HMIS 33a District 
Reporting Form to the regional Health Directorate and the MIS Section each month. 
 
MIS Section: Enters the monthly reports received from the D/PHOs and hospitals into an electronic 
HMIS database that can be accessed via the internet and LAN. The internet access is restricted and 
needs a password to access the HMIS data. The MIS Section provides monthly compiled data to all 
programme divisions and centres for monitoring purposes. 
 
Figure 6: The process of data collection in existing HMIS 
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What is the process of data collection within the revised HMIS piloted within HSIS? 
The process for data collection for the revised HMIS piloted within HSIS is shown in Figure 7. 

 
FCHVs: Remains as before 
 
VHWs / MCHWs:  Remains as before 
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Sub-health Post, Health Post and Primary Health Care Centre: Compile a report that includes their 
work  and community level work of VHW, MCHW and FCHVs, and submit it on a monthly basis to the 
DHIB. They also collect information from NGO and private clinics working in their area. 
 
District Hospitals: Submit a reporting form to the DHIB every month.  
 
Zonal, Sub-regional, Regional and National level hospitals: Should submit reports to the DHIB every 
month.  
 
Other public hospitals: Should submit reports to the DHIB every month.  
 
Non public hospitals: Should submit reports to the DHIB every month.  
 
District Health Information Bank (DHIB): The DHIB is located in the D/PHO in the piloting, although 
the strategy document states it should sit in the DDC. The DHIB enters the data received from all 
facilities (public, private and NGO) and the software generates indicators at all levels (facility, ilaka, 
district) for monitoring purposes. 
 
Management Information System Section: The MIS Section is linked with a computerised database to 
the DHIBs. The MIS Section provides monthly compiled data to all programme divisions and centres 
for monitoring purposes. 
 
 
Figure 7: The process of data collection in the revised HMIS piloted within HSIS 
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What are the main differences between the existing HMIS and the HMIS piloted for HSIS? 
• Under the existing HMIS data is entered in Kathmandu. Under the piloted system all facilities 

report direct to DHIB and data is entered in the district. 
• Under the existing HMIS facility level data is not available. Under the piloted system 

indicators should be automatically generated at all levels (facility, ilaka, district, 
regional/federal, national). 

• Under the existing HMIS data is not disaggregated by caste / ethnicity. Under the piloted 
system it should be. 

• Under the existing HMIS data are not collected from other public and non public facilities. 
Under the piloted system other public and non public facilities should be included. 

• The tools for the two systems are slightly different and there are fewer indicators in the 
piloted system than the existing HMIS. The HMIS being piloted within HSIS is designed to 
generate just 83 core indicators compared to around 255 indicators in the existing HMIS. 
Although HMIS is designed to generate far more indicators, it is not designed to produce 
indicators disaggregated by caste or at the facility level. The list of indicators would benefit 
from a review as we have noticed that important indicators have been excluded, for 
example the caesarean section rate (although this variable is included in the data collection 
tool).  

• The piloted system includes annual reporting based on place of residence. 
 
What are the benefits of the proposed HMIS within HSIS compared to the existing HSIS?  

 The HMIS piloted within HSIS was developed as the current system does not fully meet the 
information demands of different stakeholders, or the disaggregation required for the 
Results Framework. 

 There is a need for evidence based local area planning, which requires data at facility/ ilaka/ 
district levels.  

 The various MIS have no uniform coding and hence no means of linking them for local level 
planning. Currently there is limited communication between those responsible for different 
systems.  

 There are gaps in the current reporting system, as data are not reported for all health 
facilities. The HSIS aims to make it comprehensive across the whole health sector by 
including other public sector, private and NGO.  

 Aside from the uniform coding system linking the different systems together, the differences 
between the systems are changes that are needed to improve HMIS anyway. 

 This assessment does not think the concept being piloted is too ambitious, but  
implementation has so far not achieved the full potential. A phased approach can be used 
(strengthening different MIS sequentially, first focusing on public and then expanding to 
other and non-public). Each MIS can still retain control over what information they collect 
and how they collect it, all that is required is that they conform to a uniform coding system.  

 
What has been piloted to date in HSIS? 

• Piloting has taken place in three districts (Parsa, Rupandehi and Lalitpur)  
• The only MIS included in the piloting is HMIS, which replaced the existing HMIS in these 

districts when piloting began. None of the other systems have been affected. 
• No uniform coding system has been developed / piloted. 
• The DHIB is being piloted. 

 
Although the piloting of HSIS is commonly talked about, in reality it is currently just piloting of a 
revised HMIS, plus the DHIB. Questions related to other systems are included in the pilot tool, but 
are not necessary and have led some to think integrated means one tool/ system. 
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Why has piloting not been wholly successful to date?  
Our assessment suggests that piloting has been subject to implementation difficulties, as listed 
below, but the concept itself is sound: 
  
IT 

• The software is not sufficiently user friendly and there are some technical flaws. This causes 
difficulties with data entry, auto-generation of indicators, feeding back to facilities and 
linking to the central server in Kathmandu.  

• The IT company used to develop the software does not have the required capacity for the 
task. This links to issues related to the process for outsourcing through FA funds.  

• Virus protection has not been effectively employed.  
• More IT support is needed. 
• The software problems have been identified but not addressed in the extended piloting.  
• The belief that revising the tools and training will solve the problems needs to be countered.  

 
Staffing 

• There is insufficient support from senior officials at central level. 
• In one of the HSIS pilot districts the chief of the D/PHO was transferred after receiving HSIS 

training / orientation, and no one else in the D/PHO received orientation. 
• Staff capacity for this work needs to be built and supported. 
• There is a shortage of staff. At least one permanent data analysis official and data entry 

position needs to be created in each district.  
 
Tools 

• The LMD is responsible for tendering and reviewing items outsourced for printing. However, 
insufficient coordination between the MIS Section and the LMD contributed to significant 
delays (around six months) in printing and distributing tools to the pilot districts. 

• The tools need revision and would benefit from technical support (examples include FCHVs 
having difficulty reporting from CB-IMCI register; the PHC-ORC register not capturing how 
many people are served; lack of clarity about where to use registers, such as those for 
nutrition and ARI; no requirement for recording dropout rates for EPI; no provision for 
reporting TT2 and provision of reporting of DPT3 only). 

• The existing HMIS closed tally sheet is not included in the pilot tools, despite being simple 
and programmatically useful. 

• The Personal Health Profile (PHP) card is often lost by patients, and many providers issue a 
new card each time, which represents a waste of resources. We would recommend 
removing the PHP card from HSIS. 

• The monthly reporting tool for private and NGO facilities requests expenditure and income 
information, which is reported by D/PHO staff as one reason for private and NGO facilities 
not submitting reports. 

• Questions from other MIS have been included into the HMIS tool unnecessarily. 
• Aama programme monitoring is not integrated into the piloting or the existing HMIS.  

 
Indicators 

• The HMIS Section provided the software company with relevant numerator and 
denominator information in order to generate indicators, but the database has not been 
designed to do this automatically.  

 
 
 



 18 

Disaggregation 
• Pilot districts have not been able to generate data by caste, due to the system design, 

technical support is needed to ensure the system generates this effectively. 
• The MIS section developed an annual reporting system for monitoring social inclusion 

indicators (ethnicity and caste disaggregated). However, instead of reducing the burden, as 
planned, the annual reporting increases the workload at the end of the year. Monthly 
reporting would help spread the workload, and would have the additional advantage of 
enabling more regular monitoring. 

 
High level hospitals 

 There is a need to ensure high level hospitals report directly to the DHIB and not to 
Kathmandu, as is commonly the (incorrect) practice in HMIS. It is the responsibility of the 
Curative Service Division in the MoHP to enforce this.  

 
Other public and non public facilities 

• Many private facilities and NGOs are not reporting. It is the responsibility of the Curative 
Service Division in the MoHP to enforce this and ensure full understanding of the 
importance of compliance.  

• The monthly reporting tool for non-public facilities requests expenditure and income 
information, which is reported to deter these agencies from submitting the report.  

 
Concept  
Overall we are very supportive of the concept of the proposed HMIS within HSIS, and most of the 
differences are changes we would recommend HMIS moves towards, irrespective of HSIS. 
Participants from an ilaka review meeting said the HSIS is a good system, and not a difficult concept, 
allowing monitoring of activities by an individual facility. They liked the idea of the DHIB as 
information would be available in one place. There are just a few changes to the concept that we 
feel warrant further discussion: 

• There is no ilaka level in the HSIS concept. Currently the ilaka level facilities are responsible 
for collating data from the lower level facilities and hold review meetings every month under 
HMIS. We do not feel there is a need for them to continue to have a role in the upward 
process of data reporting. However, it would be beneficial for the DHIB to feed back the 
indicators to the ilaka level and for them to continue to hold their review meetings. With the 
availability of facility level indicators this should strengthen their review meetings.   

• The HSIS Strategy document states that the RHD should receive information in a prescribed 
format on a monthly basis from DHIB; compile; interpret; and decide action to be taken for 
monitoring, supervision and evaluation purposes. RHD should support the district for 
operationalisation of HSIS; and coordinate with NHIC and DHIB. However, the RHD have not 
been involved in the piloting. 

• The location of the DHIB should be discussed, whether it is more beneficial to house it in the 
D/PHO or within the DDC. 

• The position of the MIS section within the organogram will cause difficulties when HSIS 
progresses to try to link all systems across the whole of the MoHP using uniform coding. We 
propose the section would be more suitably placed with the proposed National Health 
Information Centre (NHIC). 

 
What has been the timeframe for HSIS to date? 
The HSIS national strategy document was prepared in 2005. A UNFPA funded consultant shared the 
draft national strategy with MoHP, DoHS, I/NGOs and EDPs in January 2005, a technical 
brainstorming meeting was chaired by the Assistant Minister in August 2005. A technical working 
committee decided to form a small working group to refine the strategy in September 2005. 
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However, there was then a long gap before the database was developed in 2008, training of trainers 
conducted in November 2008, and training of facility staff in December 2008 and March 2009. HSIS 
software training for DPHO staff in Parsa district was in March 2009. Forms began circulating in 
February 2009, but not in sufficient numbers, and pilot districts have still not received a complete 
set of tools.  
 
Piloting in the three districts began in March 2009 and has been reviewed once in each district 
between February and March 2010. There was a HSIS review meeting for all districts in Dhulikhel in 
March 2010. Some tools were revised based on feedback from this meeting. A HSIS software 
assessment is planned. Piloting was originally due to end in February 2010, however, the HSIS 
working group recommended extending, which was approved by the NHIPC in September 2010. 
Piloting is now due to end in February 2011 and the NHIPC have said there will be an external 
evaluation at the end of the extended piloting to assess how to proceed. UNFPA ended funding and 
technical support in December 2009.  
 
The long delay between approval and starting the pilot might have been reduced by more active 
leadership and the prompt formation of NHIPC, with processes to develop understanding of the 
concept  and consensus on the approach, greater technical and donor support and the formation of 
a project management unit for piloting.  
 
What is currently happening with HMIS? 
Although an improved HMIS is being piloted as part of the HSIS pilot in the three districts, other, 
different, measures are being undertaken to improve HMIS in the remaining 72 districts. There is an 
urgent need for agreement regarding the way forward, to ensure consistency and avoid wasting 
resources. 

- the tools have recently been redesigned for the remaining 72 districts 
- the current HMIS software does not incorporate revisions made in the tools 
- a contract for developing a new database for the remaining 72 districts has recently been 

outsourced, and the end product is awaited 
- HMIS staff are conducting HMIS software training in some districts 
- HMIS staff are conducting STATA and GIS training in various districts  

 
What is the suggested way forward to improve the piloting of HSIS? 
A series of workshops 
A series of one day workshops related to HMIS/HSIS would be a platform to build ownership, and 
develop realistic plans to address some of the key areas identified in this report. We propose an 
initial workshop on: “The role of the Health Management Information System (HMIS) and the District 
Health Information Bank (DHIB) within the Health Sector Information System (HSIS)”. We suggest the 
following participants would be invited, including government and donor representatives – Public 
Administration, Monitoring and Evaluation Division, MoHP (2); Population Division, MoHP (2); PPICD, 
MoHP (2); Management Division, DoHS (HMIS) (8); Family Health Division, DoHS (2); Child Health 
Division, DoHS (2); Logistic Management Division, DoHS (LMIS) (2); Epidemiology and Disease 
Control Division, DoHS (1); PHC Revitalisation Division, DoHS (2); National Health Training Centre / 
Training Information Management System (TIMS) (1); Financial Management Information System  
(FMIS) (2); Health Infrastructure Information System (HIIS) (2); Planning and Management of Assets 
in Health Care System (PLAMAHS) (2); Human Resource Information System (HuRIS) (2); Ayurveda 
Reporting System (ARS) (1); Drug Information Network (DIN) (1); UNFPA (2); USAID (2); UNICEF (2); 
WHO (2); GTZ (2); NFHP-2 (2); DFID (2); NHSSP (8). The aim would be to enable a better 
understanding of the current situation, develop ownership of the concept of HSIS, and agreement 
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and commitment regarding the future. The workshop could review any changes needed to the 
concept and implementation.  
 
This would be followed up by a series of one-day more in-depth technical workshops for relevant 
persons. Examples of areas to be covered include tools and indicators for the HMIS component; 
database requirements for the HMIS component; the DHIB; and uniform coding systems. The first 
two examples would just be related to the HMIS, whereas the latter two would involve all 
components of HSIS. 
 
A phased approach to HSIS 
One example of a phased approach would be: 

Stage 1: Pilot a revised, improved HMIS and DHIB. Once successful this can be scaled up 
across the districts. Districts may choose to first focus on establishing a strong system for the 
public facilities, before expanding to ‘other’ public and private/NGO. 
Stage 2: Create a uniform coding system 
Stage 3: Pilot the uniform coding system using two of the MIS systems 
Stage 4: Start using uniform coding for other systems (ideally each would be independently 
improved prior to adopting uniform coding, although individual MIS would still retain control 
to edit and improve as necessary after adopting uniform coding).  

 
A new database 
There is clearly a need for a new database to be developed. Current restrictions on outsourcing 
through FA funding make it difficult to obtain a high quality product. This could be helped by 
working with procurement advisers, who could help develop terms of reference and criteria to 
effectively exclude the least capable firms.  
 
Technical support 
Technical support is needed to evaluate the concept; review and finalise tools; select indicators; 
ensure indicator numerators and denominators are correct; design the database; ensure adequate 
virus protection; provide training / orientation; reporting, and utilise data effectively.  
 
Extended piloting 
Piloting is due to end at the end of February 2011. However, realistically piloting is needed when the 
new database is ready, and hence would need to be extended beyond February 2011. 
 
 Aside from MIS, what other aspects of M&E do we propose NHSSP TA focus on? 
Additional M&E activities could potentially be managed by the Evaluation and Research Sub-
Committee and Fund (if established). This committee would consist of the government, EDPs and 
NHSSP, who could jointly manage the fund. From NHSSP, the M&E team would be responsible for 
coordinating this. 
 
Surveys 
Additional health facility and household surveys will be needed to supplement the routine MIS data. 
The programme will undertake numerous surveys related to the evaluation of free care and the 
Aama programme, and make maximum use of these opportunities to collect additional information. 
The M&E team will oversee the surveys and ensure evaluations are undertaken in the most efficient 
way possible. They will work closely with the Health Financing Advisers, in particular the Free Health 
Care Adviser. More detail on proposed surveys can be found in the Scoping of Public Expenditure 
Tracking and M&E of Free Care in Nepal report. Proposed surveys include:  

- A Facility Survey (further discussion is needed as to whether this should be conducted once or 
twice a year) 
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- A Household Survey (once every two years, with the next one in 2012) 
- A Facility Costing Survey (in Year 1) 

Notes:  
- The Household Survey will combine the previous RTI Household (HH) survey (conducted in 

2010) and the SSMP HH survey (conducted in 2008 and 2010).     
- The rapid assessment is being merged into the household and facility surveys, so there is no 

need for a separate activity. 
- The fee reimbursement will be merged with the facility survey, so there is no need for a 

separate activity. 
- The facility Costing Survey is a new activity 

 
Early activity will be needed to confirm the timing and optimal methodological approaches for the 
various surveys.  
  
Health facility surveys will continue to collect data on utilisation by patient characteristics, to report 
on their satisfaction and on the availability of care providers and essential drugs, preparedness of 
facilities to provide EHCS, implementation of incentive programmes, and allocation of funds. These 
surveys have been undertaken each trimester. In future, they should be conducted less frequently in 
coordination with complementary household surveys. Non-government health facilities can also be 
included in facility surveys as reporting by non public facilities is not routine or comprehensive. 
 
Household surveys should continue to monitor health seeking behaviour of women aged 15-49 by 
wealth quintile, caste or ethnicity and education, to assess health seeking behaviour, financial and 
non-financial barriers to essential health care in the public and non-public sector, use of services and 
incentives, and reduction in out-of-pocket costs for health care. Household surveys provide valuable 
information on non-users as well as users, thereby informing programme managers, policy makers 
and EDPs.  
 
Summary of Surveys to be Undertaken 

Survey Frequency By whom 

Facility Survey 
(including exit interviews and community 
cross-verification) 

Once/twice a year HEFU/Revitalising PHC Division, 
supported by NHSSP 

Household survey  Every two years  
(next one in 2012) 

NHSSP 

Facility costing study One-off, in 2011 HEFU/Financing unit, with 
NHSSP support 

Social Audit Once a year NHSSP with local NGOs 

 
Surveys need to be well coordinated, to maximise their use by managers, policy makers and EDPs. 
Agreements should be reached with EDPs that support monitoring and evaluation and survey 
research in the health sector regarding the data to be collected, design and methods of collection, 
and timing of reports for synchronisation with the beginning, mid-term and end of NHSP-2. 
 
Annual social audits will be mandatory at each health institution. Health Facility Management 
Committees will assume responsibility for auditing the performance of their institutions. By the end 
of NHSP-2, 25% of district facilities are expected to have conducted social audits. 
 
The Revitalisation of Primary Health Care Division has the remit for free care, hence will be the 
institution responsible for monitoring support for free care. The OPD utilisation figures, which reflect 
the charging per OPD, have increased since free care was introduced, suggesting possible 
manipulation of data, so that the increase in financial incentives may be compromising the quality of 
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monitoring data. As a new division with a small staff, the Revitalisation of PHC Division will need a 
good deal of support for monitoring. 
 
There is a need for policy research and special studies to support routine monitoring and evaluation 
and inform the development of policies and programmes based on evidence. 
 
Operational Research 
The implementation of NHSP-2 involves piloting and scaling up innovative approaches. NHSSP will 
support this process through a programme of operations research, working closely with the wider 
EDP community to leverage support as necessary and coordinate efforts to ensure strategically 
important impact analysis and operations research are conducted to support GoN evidence based 
decision making and planning. These are likely to include: 
 
Evaluation of components of remote area pilots including rural ultrasound, telemedicine and 
misoprostol 
The rural ultrasound programme is an example of an innovative approach with the potential to 
improve access among underserved communities. This is a core part of the remote area work and 
will initially be a pilot exercise. Nurses need to be trained to perform ultrasound scans, but as no 
suitable training currently exists at NHTC and the radiologist professional association is reluctant to 
train nurses, we will initially need to carry out this training through short term TA. Hopefully 
evaluation will then provide the evidence needed to show that nurses are capable of performing 
ultrasound and encourage the radiologists association to support this initiative.  
 
Strengthening referral networks 
Developing capacity to strengthen referral networks is a core component of the EHCS programme.  It 
is envisaged that a pilot scheme in three types of area will be part of the referral strategy. Strong 
operations research will be critical to inform the design of scale up.  
 
Area prioritisation plan 
The M&E team will need to support EHCS in their efforts to prioritise context specific inputs to 
support effective targeting within a proposed area planning exercise. M&E support will ensure 
collation of existing data and further analysis where necessary, to support this process.  
 
Mismatch assessment 
We will identify all current duplication of MIS (such as TB, IMCI), compare MIS data with vertical 
programme data, identify differences and understand why these have occurred. We can learn from 
successful vertical programmes, and apply findings to MIS. We can also learn from MIS that are 
working well (such as LMIS) and apply this learning to where there are challenges (such as HuRIS). 
We can also identify information systems outside of MoHP and again learn from good examples in 
areas such as education and agriculture. We will prepare a plan for coordination of health data 
collection activities to ensure data standard, uniformity and avoidance of duplication. 
 
Monitoring and Evaluation Plan 
The M&E team will work closely with government counterparts and colleagues across NHSSP to 
develop and implement a monitoring and evaluation plan which forms part of annual programme 
implementation. Training curricula, guidelines and manuals will be developed to support M&E 
activities carried out below federal level, to help ensure uniformity and quality. 
 
Results framework 
During NHSP-1, it proved difficult to evaluate achievement of targets because representative 
statistics were not always available for indicators of the results framework. It will be important to 
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ensure data are collected and analysed to measure progress against the NHSP-2 results framework. 
See Annex 4 for suggested revisions to the framework to make it easier to monitor progress. 
Technical support to NHSP-2 evaluation will be an important focus of NHSSP TA to M&E.  
 
Local Area Evidence Based Planning 
Monitoring and evaluation activities need to be decentralised and designed to strengthen the 
capacity of Government below federal level to analyse and use information for planning and 
budgeting against targets. Technical support for this would ideally be available through M&E 
advisers embedded at regional level. Use of routine data at local and district levels is minimal 
because the focus is on aggregation for the central Government, and surveys are often conducted to 
suit special interests. HMIS needs to be more effectively used as a monitoring tool for local 
governments and districts, and not only as a recording and reporting system for the DoHS. When the 
Government decentralises authority to provinces and districts, the use of disaggregated data to plan 
and budget will become even more important. The wealth of data collected by the HMIS could and 
should be made available more regularly and used for management at all levels of the system. When 
designing monitoring and evaluation activities, attention must be paid to collecting data that allow 
for analysis by target groups, wealth, and caste or ethnicity because the second objective of NHSP-2 
is to reduce cultural and economic barriers to accessing health care services and harmful cultural 
practices in partnership with non-state actors.  
 
 

2. Institutional Assessment  

 
Policies Strategies and Guidelines   
The Government strategies and guidelines related to M&E are of a high standard. The main barriers 
relate to interpretation and implementation issues. There is a need for funding, political leadership, 
attention to detail and more technical support for implementation. Short, simple briefing sheets 
summarising the large strategy documents may promote understanding of concepts. 
 
Health Sector Information System (HSIS) 
The government developed the HSIS National Strategy to link different MIS (except DIN) in the 
health sector into a comprehensive and integrated system using a uniform coding system. Data will 
be included from other public, private and NGO facilities, and disaggregated information generated 
(facility level and by ethnicity/ caste). The current HSIS pilot in three districts has been extended due 
to technical issues (see above for more information). As part of the HSIS strategy, data will be 
entered at district level in the newly created District Health Information Banks (DHIB) (so far only 
established in the three pilot districts), analysed and fed back down to facilities, as well as to MoHP, 
DoHS and the five RHDs. The National Health Information Policy Committee (NHIPC) proposed in the 
strategy has been formed and a few meetings held. However, the National Health Information 
Centre (NHIC), proposed in MoHP to manage comprehensive health sector information, has not yet 
been formed. The establishment of this semi-autonomous centre would remove many barriers 
currently facing those working in M&E and facilitate the provision of sector wide support. 
 
Social inclusion monitoring 
UNICEF provided funding, but not technical support, to pilot social inclusion monitoring in ten 
districts (Jhapa, Sunsari, Dhanusha, Kavre, Bhaktapur, Nawalparasi, Kaski, Banke, Surkhet and 
Kailali). The funding was for recording, compilation and analysis of 19 indicators by caste/ethnicity, 
but does not include disaggregation by wealth. Planning and training was completed in 2008/09 and 
the one-year pilot in 2009/10. However, reporting compliance has not been high: Jhapa has not sent 
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any reports, and those collected from some other districts are not complete; and data has not been 
analysed. There is no system of review or feedback from the central level to the districts. Staff in the 
MIS section were not given responsibility to oversee this task. There has been no formal reporting to 
UNICEF and no formal meeting with UNICEF to review the pilot. There are no plans for scaling up as 
this depends on a review of the results. Implementation of he pilot has been hampered by 
insufficient staff training and central level technical support.  
 
GIS based health atlas 
A Geographical Information System (GIS) based health atlas has been implemented in 27 districts 
with funding from UNICEF (UNFPA funding has now ceased). The atlas includes health facilities, key 
services available, distribution of diseases by eradication target, and endemic areas. With WHO 
funding it is planned to scale this up across all districts. The potential to expand this to cover all EHCS 
and outcomes could be reviewed.  
 
Population Perspective Plan 
This strategy proposes the creation of a Population Information Desk in each district.  
 
The above strategies and guidelines have been developed by different divisions within the MoHP. 
However, there is currently no coordination between these divisions for implementation.  
 
The positioning of the DHIB (HSIS strategy within MIS section) and the Population Information Desk 
(Population Perspective Plan within the Population Division) within the District Development 
Committee (DDC) would strengthen M&E at district level. However, currently the DHIB is being 
piloted within the D/PHO, although it is chaired by the DDC (Figure 8). There is no agreed location 
for the PID at district level, although it is linked to the Population Division in the MoHP and the 
MoLD, both of whom would prefer it to be located in the DDC. It would make sense to house all 
institutions involved in district level data entry and analysis (from all sectors) within the DDC, 
including the 35 Central Bureau of Statistics district offices (Figure 9). This would enable pooling of 
resources, for example in IT support, data entry and analysis, and would enable better local level 
evidence based planning. This strategy is supported by the Population Division within the MoHP.  
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Figure 8: Current positioning of M&E at District level 
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Figure 9: Proposed plan for M&E at district level  
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Barriers within the institutional environment  
The main barriers for M&E within the current institutional environment are in the following areas: 
 
Perceptions of M&E 
The importance of M&E for effective implementation is often not appreciated within MoHP. The 
commitment of D/PHOs to M&E varies, with some very supportive and others posing significant 
obstacles. Similarly, committed focal persons for programmes such as family planning, safe 
motherhood, TB, can enhance M&E considerably, but the reverse can be true if they do not 
appreciate its value. Those working in M&E can feel ignored, unappreciated and unsupported, only 
to be contacted when data is required. If senior staff do not appreciate the importance of M&E, their 
decision making will reflect this and may not provide the support needed for effective M&E. The 
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Population Division have proposed leaving the MoHP and establishing an independent Ministry of 
Population. Common misconceptions about what M&E entails ars reflected in the misleading titles 
of some units, given their roles (such as Monitoring, Evaluation and Quality Control), and there is a 
common perception that M&E is merely checklist supervision.   

 
Links between central level and regions/ districts 
Currently there are insufficient staff at central level staff to enable the required travel to regions and 
districts, which limits the potential for meaningful interaction between central and district level 
staff. Ideally hospitals need to be linked to the district, regional and central level via the internet. 
Web based data entry systems have been designed but require more computers, computer 
maintenance, virus protection, reliable electricity and internet access. Thus the dependence on 
telephones for communication and data sharing continues. Where medical recorders are in post at 
hospitals they are usually need more training and equipment. Below hospital level there is no 
allocated computer person.  
 
DoHS influence over hospitals 
Within the current organisational structure, hospitals are directly responsible to the MoHP. 
However, district level statistics come under the DoHS, to whom hospitals should report medical 
records, although the DoHS has no influence over funding allocation to hospitals.  
 
External communication 
Strengthening MoHP links with other agencies, such as between the Central Bureau of Statistics 
(CBS) and the Population Division of MoHP, could enhance the capacity of MoHP to carry out M&E 
activities. The major role of CBS is to carry out national level surveys including Population Census, 
Living Standard Survey, Labour Force Survey, Multiple Indicator Cluster Survey, and Agriculture 
Survey; it therefore has the expertise to support the MoHP in conducting large scale surveys like the 
Nepal Demographic Health Survey (NDHS). At the district level better communication could 
strengthen data collection activities.  
 
Political environment 
Frequent changes in government sometimes result in the transfer of senior staff. New staff may be 
less familiar with health related M&E issues and take time to orient themselves. It has been 
suggested that some staff at these levels should be specialised in M&E, with specific job titles, skills 
and job descriptions that detail the required skills, which may help reduce the incidence of irrational 
transfers. 
 
Barriers within the organisational structure, management and working environment 

 
Current organogram at central level   
The current organisational structure does not support optimum implementation of emerging M&E 
activities, but any changes would need Cabinet approval, which is unlikely to happen before 
clarification of the federal structure.  
 
The HSIS is currently housed within MIS Section of Management Division, DoHS, but requires 
integration of seven MIS located in the Ministry, other divisions in the DoHS, and in two other 
departments. Their position within the organogram makes it difficult for the MIS Section to 
coordinate HSIS effectively. It has been proposed that MIS section should move to the 
Administration and Finance Section within the DoHS, to give them more scope to coordinate with 
different divisions, and the file is pending in the Ministry. It is not clear at which level and when it 
was agreed and why it has been delayed. There has been discussion within the Ministry about 
creating a separate division to look after MIS within the MoHP. It is also true that some titles are 
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misleading with regard to the M&E role. For example within Management Division Monitoring 
Evaluation and Quality Control in fact only carries out checklist supervision of the MIS Section. 
Epidemiology and Disease Control Division does not include any posts for epidemiologists. 
 
The division of roles between the Demography Section in FHD/DoHS and the Population Division in 
the Ministry is not clear. In recent years responsibility for large scale surveys, such as NDHS, has 
shifted from the FHD Demography Section to the MoHP Population Division. The Demography 
Section in FHD/DoHS is now confined to implementation of Maternal and Perinatal Death Auditing 
(MPDR) in selected hospitals, EOC monitoring and small scale surveys related to reproductive health 
issues. There is no sector wide support within health for monitoring and evaluation, qualitative and 
quantitative research methodology, questionnaire design, analysis, epidemiology, database design, 
geographical information systems (GIS). Formation of the planned NHIC is being held back until 
piloting of HSIS has been successful, but successful piloting depends upon better coordination 
between divisions, and hence the role of NHIC. Again, any changes to the organogram would need to 
be approved by the Cabinet, and this is unlikely before clarification of the federal structure. 
 
M&E staff at regional and district levels   
Various staff work on M&E activities at these levels, linked to different ministries and divisions: 
 
Regional Health Directorate (RHD): The RHDs should provide technical and administrative support 
to the districts in their regions. However, with very limited financial, human and logistical resources, 
they are not in a strong position to do this.  
The District Development Committee (DDC): In theory the DDC should be the main governing body 
of the devolved government. The DDC has the power to spend resources as it sees best, and is 
responsible for local budget allocations. However, since it is meant to be headed by elected 
personnel, and no elections have taken place for the last ten years, its position is weakened. There 
are two types of staff: five or six core positions paid for by the central government, and other 
positions decided and paid for locally. The DDC has an Information Section headed by a statistician 
and is linked to the Ministry of Local Development at the central level.  
MIS Section: The MIS Section has one Regional Statistical Officer per region, based in the RHD; one 
Statistical Assistant /Officer based at the D/PHO and one Medical Recorder per hospital. Computer 
and M&E personnel at facilities below hospital level are generally not available.  
Central Bureau of Statistics (CBS): The CBS has a District Statistical Office in 35 of the 75 districts. At 
district level the number of CBS staff (supervisors and enumerators) ranges from five to 13 
depending upon the size of the district. These district staff carry out the national surveys, prepare 
the district profiles independently, by reviewing the secondary data available.  
Statistical Coordination Committee (SCC): A SCC has been formed in 35 districts, chaired by the 
Local Development Officer. The funding comes from Government, and there are four divisions for: 
Economic Statistics, Social Statistics, National Accounts and Coordination and Standardisation. The 
district branches of CBS should ideally coordinate with this committee, but currently do not.  

 
Management 
Strong leadership is needed to increase understanding and appreciation of the importance of M&E 
among senior staff and support high quality M&E work and donor commitment. Currently there 
appears to be greater appreciation of the value of M&E among mid-level managers. 
 
Private and NGO sector compliance with reporting requirements 
The private sector is growing rapidly, with little regulation. The current system allows private or NGO 
facilities to bypass the MoHP when they obtain permission to operate, which means that once  
cleared, these facilities do not feel constrained to comply with MoHP requirements. In particular, 
obtaining data from non-public facilities can be problematic.  
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Infrastructure 
As already noted a multitude of infrastructure problems hamper M&E work at central, regional and 
district levels, including: faulty computers/ lack of maintenance, unreliable internet connection and 
electricity supply, insufficient vehicles.  
 
 
Financial Barriers 
Funding for routine MIS and donor preference for research and vertical systems 
Routine MIS has insufficient financial support at central, regional and district levels to produce high 
quality data and analysis. HMIS has been in place since 1994, and until recently received continuous 
financial and technical support from UNFPA (and some other EDPs, including SSMP). However, since 
UNFPA financial and technical support ended, there have been no plans for renewal. Until recently 
(before pool funding) there was a strong donor preference for funding and technically supporting 
research activities rather than routine MIS. Furthermore, the research that is undertaken tends to 
reflect donor preferences, rather than the government priorities.  
 
Control over/ decentralisation of budget  
Restrictions placed on how funds are spent can hamper successful implementation. Lines may be cut 
from proposed budgets without extensive discussion or understanding of the importance of 
different components. This can have significant effects on the ability to collect high quality data.  At 
facilities, the lack of specific budget headings protecting money for M&E activities was also 
highlighted as a problem.  
 
Government outsourcing  
Experiences of government divisions in outsourcing surveys and databases are mixed, often linked to 
whether outsourcing is FA funded or donor funded. Donor funded outsourcing seems to have been 
more successful, as there is greater flexibility in choice of a suitable company. It is also true that 
some competent companies may be reluctant to submit a proposal for FA funding, knowing that 
lower costs are paramount in the selection process. Time constraints for spending FA money may 
also lead to work being rushed, therefore compromising quality, and possibly the reputation of the 
company.  
 
 

3. Technical Assessment  

 
Capacity 
 
Central level  
There are currently two officers, two statistical assistants and three computer operators in the MIS 
section of DoHS. The section would benefit from additional officers with a variety of complementary 
skills, such as specialists in IT, database design and GIS. The current Chief of HMIS Section only joined 
in December 2009 and the Statistical Officer in January 2008 and neither had previous experience in 
health. However, their technical competence and motivation means they have good potential for 
capacity absorption. Other MIS, positioned in various parts of the Ministry and DoHS, often have no 
qualified staff to manage the systems. There is an urgent need for a central body offering sector 
wide M&E support and linking the various MIS. The current demographers in the FHD and 
Population Division are competent but there is a need for a Senior Researcher post. Skills in 
qualitative research are particularly limited.  
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Regional and district levels 
The MIS picture is more concerning at regional and district levels. There is provision for one 
Statistical Officer post per region; but three of the five posts are currently vacant. There is also one 
Statistical Officer/ Assistant post per district, but those who are in post feel unsupported and need 
additional capacity building in M&E. There are also insufficient numbers of staff at central level to 
travel to the regions and districts to provide this support. Each DDC has a District Information and 
Documentation Centre (DIDC), with adequate capacity, which could be valuable for local level 
planning. 
 
Hospitals  
Each hospital has a post for one Medical Recorder under government funding. Some of the bigger 
zonal hospitals have more, recruited by the Hospital Development Committee and paid for through 
unallocated funds. Many medical recorders at hospitals lack adequate training. 
 
PHCCs 
There is no allocated post responsible for M&E activities at facilities below the hospital level. 
Auxiliary health workers or health assistants are usually responsible for reporting and would benefit 
from further orientation and training.  
 
Staffing 
 
Recruitment 
The creation of a new government post is a lengthy process. Requests for new positions are sent to 
the Ministry of General Administration and must be approved by the Cabinet. After approval, 
recruitment is initiated by the Public Service Commission, an autonomous government body which 
selects a candidate for the government to appoint. It is  common for staff to go for further education 
without resigning from their post, which precludes recruitment of a replacement. Because of the 
lengthy recruitment process, staff are often recruited on long term contracts, rather than permanent 
positions. Donors have different recruitment restrictions and procedures, and there is a need to 
understand these processes.   
 
Transfer  
Staff transfers may benefit some government sectors, over others, for example people with a good 
statistical background are often transferred to the Central Bureau of Statistics, so that M&E in other 
sections may suffer. The transfer of senior staff, even those not directly responsible for M&E 
activities, can have implications for activities if their replacements do not have a clear understanding 
of M&E. The transfer into MoHP of staff with M&E experience from other sectors may mean they 
have little knowledge about health.  
 
Training 
There is no formal plan for capacity building of staff. Training opportunities can be influenced by 
personal connections, so that the most suitable person may not always benefit. 
 
Retention 
There are lucrative external opportunities for those who are competent in IT and database design, 
and retention of these staff on government salaries is difficult. One provision for retaining trained 
staff on government contracts is bonded scholarship, for example, if someone is sponsored for a 
two-year masters programme, they are committed to spending five years in their job afterwards.  
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Diversity of workforce 
M&E has seen very little progress in terms of diversity. The workforce at central level is heavily 
dominated by upper castes and by men.  
 
Technical Assistance 
 
Sustainability 
Although many M&E activities within the health sector have received external TA, sometimes over 
periods of many years, support to the whole routine MIS has been limited. Systems that have 
received from substantive external inputs are stronger as a result, supporting the case for more 
external TA for all routine MIS. There is a need for greater quality assurance to ensure all M&E work 
within the health sector meets professional standards. Currently there is no long term sustainable 
plan for building sector wide capacity in M&E.  
 
Database design 
Outsourcing of database design has not always run smoothly, for example there have been problems 
with the HSIS pilot. Greater external technical support is needed to ensure databases are user-
friendly and meet programme needs. 
 
Support to MIS Section  
Since the ending of UNFPA funded long term technical support to the MIS section, there has been a 
gap in technical support for HMIS. Currently there are no further plans for TA in this area other than 
under NHSSP. This must therefore be a priority for the new programme. 
 
Central Bureau of Statistics (CBS) 
The CBS stand out in their capacity to conduct large scale surveys, supported by extensive TA in the 
form of external consultants provided by ADB, WB, ILO, UNIFEM, UNFPA, Danida.  
 
 

4. Capacity Development Strategy  

 
This capacity assessment proposes M&E support to assist MoHP to:   
 

1. Strengthen routine health information systems to collect, analyse and use disaggregated 
data to assess progress in reaching the target groups 

 
2. Conduct assessments to assess effectiveness of free health care and Aama Programme and 

related elements of service quality and access  
 

3. Design and conduct operational research in relevant areas and disseminate findings to 
inform policy and implementation 

 
4. Support systems to enable effective reporting against NHSP-2 priorities 
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5. Risk Assessment and Risk Mitigation Strategy 

Leadership and the current organogram 
Strong leadership is needed to strengthen M&E within the health sector, based on clear 
understanding of its importance. Progress can depend on individuals in post, and their willingness 
facilitate necessary changes. By orientating key players and increasing their understanding of M&E, 
it is hoped that NHSSP M&E advisers can be a positive influence. If the existing organogram remains, 
we need to acknowledge it will hinder the integration of different MIS across the health sector and 
sector wide support in M&E, and design ways of working with this. The lack of a central group 
supporting the sector on key technical issues, such as database design and management, survey 
design, and research methodology, will act to perpetuate the need for external TA, and affect the 
long term sustainability.  
 
Acceptability 
Government staff may not accept the embedded TA and be unwilling to work alongside them (see 
Annex 6 for information on embedded TA). From the outset we need to be clear about the roles of 
the embedded TA and the broad purpose of NHSSP. We need to build rapport, understand the 
problems faced by government staff and support their needs, working together to assess what is 
realistic and help to achieve it. We also need to establish clarity about expectations. The proposed 
M&E Strategic Adviser has strong established relationships based on mutual respect, and is well 
placed for an embedded TA position. The proposed M&E Implementation Adviser has worked closely 
with the DoHS and also has good relations and understanding.  
 
Vertical Programmes 
There is a need to integrate all vertical programmes into routine government MIS. The resources 
currently supporting vertical programmes could be better used to strengthen the government 
system, rather than duplicating data collection. However, programmes need to be assured of the 
availability of accurate, timely and comprehensive data before they remove their duplicate systems. 
The IMCI section, for example, understand the importance of integration, and are very willing to 
move towards this in the future, but they need to be able to trust the quality of the national system. 
The M&E advisers will encourage new initiatives such as those in nutrition and HIV/AIDS to join MIS. 
 
Responding to programme needs 
There are concerns that those responsible for collecting routine MIS data do not understand or 
respond to programme needs. Without proper understanding, staff may feel that a programme’s 
requirements are too detailed and burdensome. If, however, they fail to respond appropriately, 
programmes may be driven to create vertical systems. 
 
Lack of staff  
The limited number of permanent positions in health M&E (many staff are on long term contracts) 
makes it even more important to strengthen the capacity of those in post at all levels. 
 
Lack of funding and funding priorities 
Many of the current problems require funding, which will mean working closely with the 
government to convince them to invest in critical M&E activities. 
 
Political Change  
Frequent changes in senior positions can hamper the smooth implementation of activities. This 
reality needs to be acknowledged, and additional time allocated to orient new staff or even prevent 
transfer of key individuals.  



 32 

6. Recommendations  

 
Greater Technical Support 
A good deal of technical support is needed for M&E, including qualitative and quantitative research 
methodology, tool design, analysis, epidemiology, database design and GIS. In order to address the 
numerous issues identified in this capacity assessment we propose placing three different types of 
long term TA (see Annex 6):  

 M&E Strategic Adviser embedded in the MoHP, to facilitate the establishment and functioning of 
sector wide support in M&E. The Adviser will strive to increase the understanding and 
importance given to M&E within the MoHP, including discussion of the restrictions imposed by 
the current organogram and facilitation of linkages among those working in M&E in health.  

 M&E Implementation Adviser embedded in DoHS providing technical support to ensure 
successful piloting and smooth implementation of HSIS.  

 One Regional M&E Adviser embedded in each of the five RHDs to support the RHDs to improve 
accurate and timely reporting within the districts and support local area planning.  

 
Additional short term TA will be needed to provide technical oversight to the embedded TA, and 
support the design of a user friendly reliable database to automatically generate indicators as 
required, and assist in the development of a uniform coding system. In 2011 Nepal will include MMR 
in the national census for the first time. The methodology is complex, involving the use of life tables, 
and will require substantial national and international TA. 
 
Balanced Donor Support 
There is a need for greater donor support for routine MIS. To date donors have offered substantial 
technical and financial support for research, but often on an “as needed” basis for individual 
assignments,  especially vertical programmes, rather than long term for the system. With the 
proposed creation of NHIC, it is hoped that all health sector research will go through this unit, and 
any external technical input will strengthen the capacity of a central body of government employees, 
rather than working only with the relevant unit. Donors need to make a long term commitment to 
ensuring the quality of the routine MIS is improved. The M&E Strategic Adviser will be responsible 
for advocating for greater support in strengthening routine MIS. 
 
Re-vitalisation of an Evaluation Research Sub-Committee and Fund 
The health sector has a wealth of evidence available, but there is frequent overlap, and 
opportunities  are sometimes missed due to lack of effective communication and coordination of 
activities among EDPs, and between EDPs and government. This needs to be addressed to improve 
understanding and ensure rational use of resources. Hence we propose revitalising the Evaluation 
Research Sub-Committee and Fund to bring EDPs and the government together, facilitated by the 
M&E Strategic Adviser. This Committee could be a mechanism for managing and funding additional 
studies.  
 
M&E orientation and planning  
Senior members of the MoHP could benefit from orientation in M&E, to increase their 
understanding and recognition of its importance, and ensure it receives sufficient funding and 
support. The HSIS is an area of particular need, as is support for proposed changes to the 
organogram. It would also be beneficial for a comprehensive M&E plan to be developed, 
implemented and reviewed on a regular basis as part of annual programme implementation. The 
M&E Strategic Adviser will be responsible for improving government understanding and 
commitment to M&E, facilitating discussions in how to take this forward, in the form of workshops, 
orientation, sharing, exposure visits, and learning opportunities.  



 33 

 
Review of organogram and sector wide support for M&E at central level 
M&E activities and routine MIS units are located in various different departments and divisions in 
the health sector, with little communication between them, thus limiting the potential for 
coordinated sector wide support in M&E. The MIS Section is expected to coordinate the different 
divisions to implement HSIS, but suffers from its position relatively low down the organogram. EDPs 
have stressed the importance of moving HMIS/HSIS to MoHP, and the HSIS strategy recommends 
the establishment of  the NHIC to support overall strengthening of M&E functions in the health 
system. However, it is understood that this must await decisions on the federal structure. The 
structure of the centre will need to be discussed by the relevant government divisions, but this 
assessment proposes three sections within the centre: Management Information System and 
Geographical Information System Section (MIS & GIS Division); Research and Demography Section; 
and Epidemiology and Biostatistics Section (Figure 10). The establishment of this centre, and its 
semi-autonomous nature, would remove many of the current barriers in M&E, such as restrictions in 
government outsourcing and lack of budgetary control. We suggest the MIS & GIS Division would 
also house a medical officer; the demographers from both the Demography Section, DoHS, and 
those in the Population Division, be moved to the Demography and Research Methodology Division. 
A new post providing substantial expertise in research methodology could be created to head this 
division. Initially these units would require extensive external TA, but over time this should be 
reduced as capacity increases. The Epidemiology and Biostatistics Division should have strong links 
to the Disease Control Division and ensure the required epidemiological support is given. The 
benefits of NHIC as a semi-autonomous centre within the MoHP include: 

- Greater ability to influence decision making and quicker decisions as they report directly to 
the Secretary  

- Greater financial control as a result of having their own finance section 
- Being viewed positively by donors for the above reasons.  

 
The M&E Strategic Adviser would be responsible for facilitating NHIPC meetings, while the M&E 
Implementation Adviser will support the government in implementing any decisions made during 
these meetings. Both advisers will hopefully strengthen the NHIPC to take the lead on effective 
implementation of HSIS strategy. 
 
Figure 10: Proposed Organogram for the National Health Information Centre (NHIC) 
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Greater Regional Support 
The role of the RHDs should include offering technical and administrative support to districts, but 
this is currently restricted by their limited operational funds, and the fact that programme funding 
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goes directly to districts. The capacity of RHDs needs to be strengthened to enable them to oversee 
M&E activities and to play a strong role in local area planning. The NHSSP embedded regional M&E 
Advisers will support regional, district and facility staff in all M&E activities (production of quality 
data, compilation, interpretation, reporting and local area planning) and facilitate increased 
communication between districts and RHDs; and RHDs and DoHS. The Local Health Governance 
Support Programme (LHGSP), supported by GTZ and NFHP in four districts, should be reviewed as a 
potential basis for further regional strengthening. The recommendations highlighted in the MoHP 
restructuring study also need to be reviewed to better understand the mandated roles at all levels. 
The capacity of regional staff to play a significant M&E role needs to be assessed. 
 
Skill enhancement 
Staff working in M&E, especially below central level, frequently have insufficient logistical support, 
which impacts on data quality and staff morale and retention. NHSSP will support the capacity 
building of M&E staff through a series of workshops, orientation, sharing, exposure visits, and 
learning opportunities. This will be coordinated by the M&E Implementation Adviser, with support 
from the Regional M&E Advisers, with the aim of build the longer term capacity of government staff.  
 
Better implementation of M&E strategies and guidelines 
The M&E related strategies and guidelines developed within the health sector are often of a high 
standard, but misunderstandings and implementation difficulties can lead to a loss of faith in the 
concepts. Adequate funding, political leadership and technical support are essential to ensure 
effective implementation of strategies and guidelines. The M&E Implementation Adviser will support 
the government in identifying bottlenecks, making recommendations and rectifying any issues 
identified. 
 
Series of workshops on HMIS/ HSIS 
The existing confusion about what HSIS is and what is currently being piloted (not the whole HSIS, 
just a revised HMIS and DHIB) needs to be addressed through a series of one-day workshops related 
to HMIS/HSIS. This will be a critical platform for building ownership, solving problems and 
developing realistic plans to address some of the key areas identified in this report as needing 
attention. We propose an initial workshop on: “The role of the Health Management Information 
System (HMIS) and the District Health Information Bank (DHIB) within the Health Sector Information 
System (HSIS)”. This would promote better understanding and agreement and commitment 
regarding the future. The workshop would review any changes needed to the concept and how to 
address key obstacles to effective implementation. We propose this be followed up by a series of 
more in-depth one-day workshops. Suggestions include: tools and indicators; database 
requirements; the DHIB; uniform coding systems. The first two relate to the HMIS component of 
HSIS, whereas the latter two would involve all MIS components of HSIS, and hence different 
participants would be invited. 
 
Effective Piloting and Scaling up of HSIS  
The piloting of HSIS (HMIS and DHIB components) has been extended until February, although some 
of the problems identified have not yet been rectified. We recommend immediate attention to the 
known problems and further extension of piloting. One of the main concerns is the database. NHSSP 
will provide short term TA to design a database that is user friendly and meets the requirements of 
HSIS, generating indicators at all levels automatically. The short term TA will also ensure provision of 
adequate anti-virus software. The M&E Implementation Adviser and Regional M&E Advisers will 
ensure all those who need to use the system are trained and the information generated feeds into 
local evidence based planning. The Implementation Adviser will facilitate a review of the tools and 
indicators and provide the necessary support to ensure any issues are addressed before 
recommending the scaling up of HSIS. 



 35 

 
Refrain from changes to HMIS in non-pilot districts 
While the revised HMIS was being piloted in three districts, changes were also made to the HMIS in 
the non-pilot districts. Tools have been revised and a new database outsourced, which is a potential 
waste of resources. There is a need for agreement and consistency regarding the way forward for 
HMIS. Hopefully the workshops outlined above and facilitated by NHSSP will help. 
 
Ensure routine data are timely and accurate 
The M&E Implementation Adviser will conduct an assessment to identify issues affecting data quality 
and gain a better understanding as to why different sources of the same data frequently differ, 
focusing on all elements of quality control to ensure data received at all levels are accurate. 
 
Review the Results Framework and ensure all necessary information is collected  
The NHSP-2 Results Framework would benefit from a review with the Government to ensure the 
necessary data can be collected and monitored. Within the wider M&E programme, NHSSP M&E 
Advisers will oversee activities to generate the evidence required by the framework, but not 
currently available from routine MIS. The M&E Strategic Adviser will oversee the design and the 
M&E Implementation Adviser will oversee the implementation of these activities; they will work 
closely with the NHSSP health finance team, in particular the Free Care Adviser. Primary data 
collection of additional information will include:  

- A Facility Survey (further discussion is needed as to whether this should be conducted once or 
twice a year) 

- A Household Survey (once every two years, with the next one in 2012) 
- A Facility Costing Survey (in Year 1) 

Notes:  
- The Household Survey will combine the previous RTI HH survey (conducted in 2010) and the 

SSMP HH survey (conducted in 2008 and 2010).     
- The rapid assessment is being merged into the household and facility surveys, so there is no 

need for a separate activity. 
- The fee reimbursement will be merged with the facility survey, so there is no need for a 

separate activity. 
- The facility Costing Survey is a new activity 

Early action should confirm the timing and optimal methodological approaches for surveys.  
 
Effective use of data and evidence based decision making  
Currently the routine MIS focus is on collecting aggregated data at central level, and minimal 
information is available for local area planning. Systems need to be designed to ensure data are used 
effectively and fed into both higher level decision making and local level planning. The proposed 
HSIS concept removes these obstacles as the system should be designed to automatically generate 
indicators at all levels, including facility level, with creation of a DHIB in each district. It also ensures 
data are fed back to Ilaka level review meetings to support local area planning. The M&E 
Implementation Adviser, supported by the Regional M&E Advisers will provide support to ensure 
data are fed back to lower levels effectively and decisions informed by evidence. The M&E advisers 
will also support operation research activities on topics such as referral strategies and area 
prioritisation planning. 
 
Effective outsourcing of FA funds 
Government outsourcing using FA funds does not always deliver the desired results, as previously 
noted. A review of the process and rules relating to FA funding to ensure resources are not wasted 
outsourcing to companies  that do not deliver desired results would be beneficial. The M&E Strategic 
Adviser can support this process  to identify problems and communicate difficulties. 
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Greater clarity regarding the role of the ilaka and RHD levels 
The concept of HSIS could benefit from further discussion with regard to ensuring DHIBs feed back 
facility level indicators to the ilaka level for their monthly review meetings; ensuring DHIBs report 
indicators to the RHD; and discussion as to whether the DHIB would be more appropriately 
positioned within the DDC (as in the HSIS strategy) rather than the D/PHO (as being piloted). One 
proposed longer term strategy is to centralise all M&E activities across all sectors at the district level 
within the District Information Centre in the DDC, including the recently approved Population 
Information Desk. This would help to pool resources (for example, for computer maintenance, virus 
protection, IT support, computers, data entry) and assist with local area planning. 
 
Power to control budgets 
Many divisions and sections need more power to control their own budgets, as they are best placed 
to know how to allocate funds. Currently, decisions are often made by those who do not have a full 
understanding of M&E and the implications of their budgetary decisions. 
 
Facility Level Budget 
When a budget is allocated to hospitals, specific sub-headings need to protect funds for the Medical 
Records Section. This would help to reduce the problems associated with hospitals being allocated a 
budget from the MoHP, but they need to report their medical records to the DoHS, despite the DoHS 
having no influence on funding allocation.  
 
Enforcement of the requirement for other public and non-public health facilities to report data 
Currently most other public and non-public facilities do not report data. Enforcement of the Health 
Facility Management Directives and regulation of these the facilities is needed. From NHSSSP the 
M&E Implementation Adviser will support the development of guidelines to facilitate this. 
 



 37 

Annex 1: Meetings held during Capacity Assessment  
 
Kathmandu 
  

Name Designation Organization 

Mr Pawan K Ghimire Chief HMIS, Management Division 

Dr Sharad Sharma Chief Demography Section, FHD 

Mr Sita Ram Ghimire Statistical Officer National Tuberculosis Center 

Mr Dilli Adhikari Statistical Officer National Centre for AIDS & STD Control 

Mr Achyut Lamichhane Sr. PHA PHC Revitalization Division 

Mr Pranaya Upadhyaya Sr. PHA Epidemiology & Disease Control Division 

Mr Parsuram Shrestha Sr. PHA Child Health Division 

Mr Padam Raj Bhatta Joint Secretary/Chief Population Division, MoHP 

Mr Ramchandra Khanal* Officer Population Division, MoHP 

Mr Heem S. Shakya Team Leader/Logistics NFHP-2 

Dr Rudra Shuwal Director Central Bureau of Statistics  

Mr Krishna Bdr Karki Under Secretary  HuRIS, MoHP 

Mr Yadu Nath Poudel Officer HuRIS, MoHP 

Mr Sabin K Sharma Data Entry Officer HuRIS, MoHP 

Mr Ganga Raj Aryal Focal Person, TIMS National  Health Training Centre   

Dr Padam Bdr Chand Chief Monitoring and Evaluation Division, MoHP 

Dr. MG Sherpa Chief Logistics Management Division 
Note: * Mr Khanal was former D/PHO, Rupandehi, one of the HSIS piloting districts, and now he is posted at Population Division, MoHP.  
 
Parsa district:  
  

Name Designation Organization 
Mr Arun Mahato District Public Health 

Officer 
District Public Health Office, Parsa 

Mr Umashankar Yadav Statistical Officer District Public Health Office, Parsa 
Mr Prem Chandra Jaiswal HA/Public Health 

Assistant 
District Public Health Office, Parsa 

Ms Seema Patel Computer Operator District Public Health Office, Parsa 
 PHCC and SHP staff PHCCs and SHPs, Parsa 
Note: We also met In-charges of 6 SHPs under the Bageshwori PHCC and one local staff each from Plan and NFHP during their review meeting. 
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Annex 2: Monitoring and Evaluation support provided under the 
first National Health Sector Programme (NHSP I) 

 
The NHSP-I log-frame output eight stated that “a comprehensive and integrated management 
information system for the whole health sector is designed and implemented at all levels”. This has 
not been achieved, but a HSIS strategy was developed with STTA from UNFPA. UNFPA also provided 
LTTA and STTA for tool design, manuals and staff training. Data entry and database software were 
developed and setup at the central level and three pilot districts using UNFPA funding.     
 
As seen in the list below, most of the focus on M&E within NHSP I was on independent evaluation 
studies rather than strengthening the routine health information systems. There is an urgent need to 
ensure the routine systems are not neglected in the future. More details about the studies related to 
monitoring and evaluating Aama and free care are contained in the report on Scoping of Public 
Expenditure Tracking and M&E of Free Care in Nepal (Sophie Witter & Devi Prasai). 
 
Studies linked to M&E of Aama and free care during NHSP-1: 

 NFHP mid-term survey: Mini DHS 

 Facility study  

 Household survey 

 Four inter-related studies on free care: 
1. Costs of scaling up options 
2. Operation of free care at DHs 
3. Operation at HP/SHPs 
4. Interaction of providers and communities  

 Rapid assessment of free care and payments per patient 

 SDIP/Aama household survey 

 Process evaluation tools, SDIP 

 Social Audit 

 Aama monitoring 

 Rapid Assessments 

 Fee Reimbursement Study 
 
Other M&E support given during NHSP-1: 

 Emergency Obstetric Care (EOC) Morbidity Monitoring Data 

 Maternal and Perinatal Death Review (MPDR) 

 Safe Motherhood and Newborn Health Atlas of Nepal 

 DoHS annual report 

 HSIS piloting 

 Target population revision 

 NDHS 2006 

 Improvements in Maternal Health in Nepal: Further analysis of the 2006 NDHS 

 Maternal Mortality and Morbidity (MMM) study 2008/09 

 EAP evaluation 

 Supported the commissioning govt FA funded studies 

 Supported design of 2011 Census to generate MMR 
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Annex 3: Caste/ethnicity groupings recommended by Lynn Bennett 

 
 

 Main Caste/Ethnic Groups (7)  Caste/Ethnic Groups with Regional Divisions (11) and Social Groups (103) 

C
as

te
 

1. Brahaman/Chhetri   1.1 Hill Brahman 

 Hill Brahman  

 1.2 Hill Chhetri  

 Chhetri, Thakuri, Sanyasi  

 1.3 Tarai/Madhesi Brahman/Chhetri 

 Madhesi Brahman, Nurang, Rajput, Kayastha  

2. Tarai/Madhesi Other Castes   2.1 Tarai/Madhesi Other Castes 

 

Kewat, Mallah, Lohar, Nuniya, Kahar, Lodha, Rajbhar, Bing, Mali, Kamar, Dhuniya, 
Yadav, Teli, Koiri, Kurmi, Sonar, Baniya, Kalwar, Thakur/Hazam, Kanu, Sudhi, Kumhar, 
Haluwai , Badhai, Barai, Bhediyar/ Gaderi 

3. Dalits 3.1 Hill Dalit  

 Kami, Damai/Dholi, Sarki, Badi, Gaine, Unidentified Dalits  

 3.2 Tarai/Madhesi Dalit  

 Chamar/Harijan, Musahar, Dushad/Paswan, Tatma, Khatwe, Dhobi,  

 Baantar, Chidimar, Dom, Halkhor  

A
di

va
si

 / 
Ja

na
ja

tis
 

4. Newar  4 Newar  

 Newar  

5. Janajati  5.1 Hill/Mountain Janajati  

 

Tamang, Kumal, Sunuwar, Majhi, Danuwar, Thami/Thangmi, Darai, Bhote, 
Baramu/Bramhu, Pahari, Kusunda, Raji, Raute, Chepang/Praja, Hayu, Magar, 
Chyantal, Rai, Sherpa, Bhujel/Gharti, Yakha, Thakali, Limbu, Lepcha, Bhote, Byansi, 
Jirel, Hyalmo, Walung, Gurung, Dura 

 5.2. Tarai Janajati  

 
Tharu, Jhangad, Dhanuk, Rajbanshi, Gangai, Santhal/Satar, Dhimal, Tajpuriya, Meche, 
Koche, Kisan, Munda, Kusbadiya/Patharkata, Unidentified Adibasi / Janajati 

O
th

er
s 

6. Muslim 6 Muslim  

 Madhesi Muslim, Churoute (Hill Muslim)  

7. Other  7 Other  

 Marwari, Bangali, Jain, Punjabi/Sikh, Unidentified Others  
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Annex 4: Proposed changes for the NHSP-2 Results Framework  

 
We have assessed the NHSP-2 Results Framework in regard to: 

 Whether we feel any minor changes to indicators would be beneficial for monitoring 
purposes  

 Whether any indicators would benefit from being split into multiple indicators. 

 Whether any changes to the source of the different indicators are necessary 

 Identifying the best source where multiple sources exist. 

 For each indicator we have identified whether it is included in HMIS (even if not available in 
the stated disaggregated form) and in HSIS. 

 
Indicators 
We propose splitting the following indicators into multiple indicators for ease of monitoring: 
 Existing Indicator Proposed Indicator 

 TB case detection and success rates (%)  TB case detection (%)  

 TB success rate (%) 

A16 % of pregnant women attending at least one 
antenatal consultation during first trimester OR 
at least 4 visits during pregnancy 

 % of pregnant women attending at least one antenatal 
consultation during first trimester 

 % of pregnant women attending at least 4 antenatal 
visits during pregnancy 

A19 
 

% coverage of IDU, MSM, and FSW 
populations with prevention services increased 
from 76%, 54%, and 65% in 2009 to 80%, 60% 
and 70% respectively 

 % coverage of IDU populations with prevention 
services 

 % coverage of MSM populations with prevention 
services  

 % coverage of FSW populations with prevention 
services  

C2* % of hospitals that have at least 2 ob/gyns, 2 
anaesthesiologists, 10 staff nurses and blood 
service, including Voluntary Sterilization Care 
(VSC) 

 % of hospitals that have at least 2 ob/gyns, 2 
anaesthesiologists and 10 staff nurses 

 % of hospitals that have blood service 

 % of hospitals that have Voluntary Sterilization Care 
(VSC) 

C11 One health facility per 3,000 -5,000 population  Number of health facilities per 5000 population;  

 Number of HPS per 5000 population;  

 Number of PHCCs per 50,000 population;  

 Number of District hospital beds per 5000. 

Note: * C2: They might be looking for the proportion of hospitals with the combination of all three components but 
we are not sure why these components would be linked     

 
In addition the following indicators would benefit from the following changes: 
 Existing Indicator Proposed Indicator 

 Adolescent Fertility Rate 15-19 years per 1000 
women   

Adolescent Fertility Rate (Births per 1000 women 
aged 15-19 years)  

A3 % of women who took iron tablets or syrup during the 
pregnancy of their last birth 

% of pregnant women receiving iron tablet /syrup 
(then it would be appropriate for HMIS/HSIS) 

A18 % of diarrhoea cases among under -5 children treated 
with zinc (and ORS) 

% of diarrhoea cases among under-5 children 
treated with zinc and ORS 

B2 % of women who took iron tablets or syrup during the 
pregnancy of their last birth for women who are poor 
(lowest and second wealth quintiles) and excluded 
caste (Dalit) 

% of pregnant women from disadvantaged  
caste/ethnicity receiving iron tablet /syrup - then 
appropriate for HSIS 
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The following indicators have been written as targets instead of indicators, and hence we propose 
re-wording as indicators: 

 Existing indicator (Target) Proposed Indicator 

B4 Utilisation of essential health care services 
(outpatient, inpatient, especially deliveries, and 
emergency) by targeted groups, and disadvantaged 
castes and ethnicities at least proportionate to their 
populations by 2016  

% of disadvantaged caste / ethnicity utilising 
essential health care services (outpatient, 
inpatient, especially deliveries, and emergency) 

C1 Availability of post -abortion family planning services 
in facilities increased  

% of facilities with post-abortion family planning 
services 

C5 Zinc supplementation for treatment of diarrhoea 
cases available at district facilities  

% of diarrhoea cases at facilities receiving zinc 
supplementation 

C6 At least 90% of households with at least 1 long lasting 
insecticide treated bed net per 2 residents in all high -
risk districts and areas by 2 016 

% of households with at least 1 long lasting 
insecticide treated bed net per 2 residents in all 
high -risk districts and areas 

C7 At least 80% of children under 5 years who slept 
under a long lasting insecticide treated bed net the 
previous night  

% of children under 5 years who slept under a 
long lasting insecticide treated bed net the 
previous night 

C8 At least 86% of the MoHP budget is spent by 2016  % of the MoHP budget that has been spent 

C9 At least 75% of the MoHP budget has been allocated 
to EHCS by 2016  

% of the MoHP budget that has been allocated to 
EHCS by 2016 

C17 A comprehensive health care finance strategy will be 
app roved by 2012 MoHP and MoF approval   

Approval of a comprehensive health care finance 
strategy by  MoHP and MoF approval 

C18 5,000 SBAs by 2012 and an additional 7,000 by 2016  Number of SBAs  

 
 
Source of information 
 
We have made changes to the source of information for the following indicators: 

Indicator Existing source Revised source 

 Maternal Mortality Ratio DHS 2011, DHS 2015 Census 2011, DHS 
2015 

 TB case detection and success rates (%) HMIS HMIS, Vertical TB 
programme 

 Malaria annual parasite incidence (API) per 1,000 HMIS HMIS,  

 CPR (modern methods) DHS DHS, HMIS (but DHS 
best) 

 Adolescent Fertility Rate 15-19 years per 1000 
women 

DHS 2011, 2015 DHS 2011, 2015, 
Census 2011 (but 
DHS best) 

 Under-five Mortality Rate DHS 2011, 2015 DHS 2011, 2015, 
Census 2011 (but 
DHS best) 

 Infant Mortality Rate DHS 2011, 2015 DHS 2011, 2015, 
Census 2011 (but 
DHS best) 

 TB case detection and success rates (%) HMIS HMIS, Vertical TB 
programme 

A1 % of children under 12 months of age immunized 
against DPT 3 (PENTA) and measles (or fully 
immunized per HMIS scale up) disaggregated by 
all wealth quintiles and castes/ethnicities 

HMIS, DHS HMIS, DHS, HSIS 
will disaggregate by 
caste/ethnicity 

A2 Contraceptive prevalence rate (modern methods) 
(disaggregated by method, age, caste/ethnicity, 
wealth and region) 

HMIS, DHS HMIS, DHS, HSIS 
will disaggregate by 
caste/ethnicity 

A7 Malaria annual parasite incidence (API) per 1,000 HMIS HMIS, Vertical TB 
programme 

A8 % knowledge of safe abortion sites  HH survey  HH survey, DHS 
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2011, 2015 

A9 % knowledge of safe abortion legalisation  
HH survey HH survey, DHS 

2011, 2015 

A10 Abortion complications 
HH survey HH survey, DHS 

2011, 2015 

A17 % Vitamin A coverage maintained for children 
aged 6 -59 months 

HMIS HMIS, DHS 2011, 
DHS 2015 

A18 % of diarrhoea cases among under -5 children 
treated with zinc (and ORS) 

DHS 2011, DHS 2015 DHS 2011, DHS 
2015 HMIS 

 

 
We have identified possible sources for the following indicators where no source is identified in the 
results framework  

Indicator Source identified 

 HIV prevalence among pregnant women aged 15-24 years NCASC Vertical Reporting (PMTCT 
programme reporting). 

A10 Abortion complications DHS 2011, 2015 

C12 % of sub-health posts that have sufficient space per MoHP 
standard 

Annual district health facility survey 

C15 % of actions identified in the governance and accountability 
action plan have been implemented 

? 

 
Availability of information 
 

 Indicator Remarks 

B17 # of cases recorded and treated related to gender –
based violence in health facilities 

Facilities do not record this information so it will 
be difficult to obtain info from annual survey 

 
HSIS 
We have compared the HMIS and HSIS indicators. The only indicator in the Results Framework that 
is included in HMIS, but not HSIS is % of caesarean sections (although it is included in HSIS tools).  
  
Disaggregation 
Some indicators in the Result Framework require disaggregated data. Currently only the DHS 
disaggregate by wealth, caste/ethnicity, and HSIS plan to for caste/ethnicity but not by wealth. In the 
results framework, the terms used for disaggregation are not consistent. The following terms have 
been used: wealth quintiles; wealth; poor (lowest and second wealth quintiles); poor; socially 
excluded groups; caste/ethnicity; excluded castes; excluded castes (Dailts); disadvantaged castes 
and ethnicity; targeted groups. It would be best if terms were clearly defined and then used 
consistently.  
 
Language  
The language used in some of the indicators could be improved.  
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 Proposed changes to indicators in the Results Framework 
 

 Indicator Remarks / Changes Proposed new indicators 

 
Maternal Mortality Ratio Not included in DHS 2011, but is included 

in Census 2011 
 

 Total Fertility Rate    

 
Adolescent Fertility Rate 15-19 years per 1000 women   DHS is best source, (census has but not 

reliable)  
Adolescent Fertility Rate (Births per 1000 women aged 15-19 years)  

 CPR (modern methods) It is also in HMIS, but DHS more reliable  

 
Under-five Mortality Rate It is also in census, but DHS more 

frequent and comparable 
 

 
Infant Mortality Rate It is also in census, but DHS more 

frequent and comparable 
 

 Neonatal Mortality Rate   

 % of underweight children   

 HIV prevalence among pregnant women aged 15-24 years 
Why specific age-range? Don't know 
source - phone 

age? 

 
TB case detection and success rates (%) Split into 2 indicators. Also in vertical TB 

data system,  and more accurate 
TB case detection (%) TB success rate (%) 

 Malaria annual parasite incidence (API) per 1,000 Check if vertical system  

A1 

% of children under 12 months of age immunized against DPT 3 (PENTA) and measles 
(or fully immunized per HMIS scale up) disaggregated by all wealth quintiles and 
castes/ethnicities 

Only DHS disaggregate by wealth, 
caste/ethnicity. Plan for HSIS to do by 
caste/ethncity - not wealth    

A2 
Contraceptive prevalence rate (modern methods) (disaggregated by method, age, 
caste/ethnicity, wealth and region)  

DHS, HMIS disaggregate by method and 
region. DHS and HSIS plan to. Only DHS 
disaggregates by wealth.  

A3 % of women who took iron tablets or syrup during the pregnancy of their last birth 
Could change to make appropriate for 
HMIS/HSIS 

Suggest to change indicator - % of pregnant women receiving iron tablet /syrup - then appropriate 
for HMIS/HSIS 

A4 % of deliveries by SBAs – disaggregated by all wealth quintiles and castes/ethnicities 

Only DHS disaggregate by wealth, 
caste/ethnicity. Plan for HSIS to do by 
caste/ethncity - not wealth    

A5 % of institutional deliveries - disaggregated by all wealth quintiles and castes/ethnicities 

Only DHS disaggregate by wealth, 
caste/ethnicity. Plan for HSIS to do by 
caste/ethncity - not wealth    

A6 % of EOC met need    

A7 % of Caesarean Section  Not HSIS indicator, but HSIS collect data  

A8 % knowledge of safe abortion sites  
Is included in DHS - Why need household 
survey?  

A9 % knowledge of safe abortion legalisation  
Is included in DHS - Why need household 
survey?  

A10 Abortion complications 
Is included in DHS - Why need household 
survey? % of women experiencing abortion complications 

A11 % of women 15-49 with comprehensive knowledge about AIDS    
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A12 % of children with symptoms of ARI treated with antibiotics    

A13 % of underweight children under five years of age    

A14 % of low birth weight (or small) babies    

A15 % of children exclusively breastfed in the first 6 months    

A16 
% of pregnant women attending at least one antenatal consultation during first trimester 
OR at least 4 visits during pregnancy Should be split into two indicators 

% of pregnant women attending at least one antenatal consultation during first trimester; % 
attending at least 4 antenatal visits during pregnancy 

A17 % Vitamin A coverage maintained for children aged 6 -59 months  Also in DHS  

A18 % of diarrhoea cases among under -5 children treated with zinc (and ORS) Also in HMIS. Remove brackets.  % of diarrhoea cases among under -5 children treated with zinc and ORS 

A19 
% coverage of IDU, MSM, and FSW populations with prevention services increased from 
76%, 54%, and 65% in 2009 to 80%, 60% and 70% respectively 

Should be split into three indicators. This 
is  target not indicator  

% coverage of IDU, populations with prevention services; % coverage of MSM populations with 
prevention services; % coverage of FSW populations with prevention services  

A20 
% of households with soap and water at a hand washing station inside or within 10 
paces of latrines   

B1 
Contraceptive prevalence rate (modern methods) for the poor (lowest and second wealth 
quintiles) and excluded castes 

HMIS not disaggregate, HSIS plan to by 
caste. Only DHS - wealth.  

B2 
% of women who took iron tablets or syrup during the pregnancy of their last birth for 
women who are poor (lowest and second wealth quintiles) and excluded caste (Dalit) 

Could change to make appropriate for 
HMIS/HSIS 

Suggest to change indicator - % of pregnant women receiving iron tablet /syrup who are poor and 
excluded caste - then appropriate for HMIS/HSIS 

B3 
% of deliveries by SBAs for lowest and second wealth quintiles by 2015 and excluded 
caste (Dalits) 

HMIS not disaggregate, HSIS plan to by 
caste. Only DHS - wealth.  

B4 

Utilisation of essential health care services (outpatient, inpatient, especially deliveries, 
and emergency) by targeted groups, and disadvantaged castes and ethnicities at least 
proportionate to their populations by 2016 Target not indicator 

% of disadvantaged castes and ethnicities utilising essential health care services (outpatient, 
inpatient, especially deliveries, and emergency)   

B5 
% of clients satisfied with their health care at district facilities among targeted groups, 
and disadvantaged castes and ethnicities by 2016   

B6 
% use of available community -based emergency funds by the poor, and socially 
excluded groups (District with Equity and Access Programme) 

Not clear - do they mean % of 
poor/socially excluded using funds; or % 
of funds used by poor ? 

B7 # of cases recorded and treated related to gender –based violence in health facilities 
do facilities record this? If not will be 
difficult to obtain info from annual survey  

C1 Availability of post -abortion family planning services in facilities increased  Target not indicator % of facilities with post-abortion family planning services  

C2 
% of hospitals that have at least 2 ob/gyns, 2 anaesthesiologists, 10 staff nurses and 
blood service, including Voluntary Sterilization Care (VSC) 

split indicators - don't really understand 
why combined split? 

C3 % of PHCCs that provide BEOC, including SA C and at least 5 FP methods 
split indicators - don't really understand 
why combined  

C4 
% of health posts that operate 24/7, including delivery services and at least 5FP 
methods 

split indicators - don't really understand 
why combined  

C5 Zinc supplementation for treatment of diarrhoea cases available at district facilities Not indicator % of diarrhoea cases at facilities receiving zinc supplementation 



 45 

C6 
At least 90% of households with at least 1 long lasting insecticide treated bed net per 2 
residents in all high -risk districts and areas by 2 016 Target not indicator. Contact Malaria 

% of households with at least 1 long lasting insecticide treated bed net per 2 residents in all high -
risk districts and areas 

C7 
At least 80% of children under 5 years who slept under a long lasting insecticide treated 
bed net the previous night Target not indicator.  

% of children under 5 years who slept under a long lasting insecticide treated bed net the previous 
night 

C8 At least 86% of the MoHP budget is spent by 2016 Target not indicator.  % of the MoHP budget that has been spent 

C9 At least 75% of the MoHP budget has been allocated to EHCS by 2016 Target not indicator.  % of the MoHP budget that has been allocated to EHCS by 2016 

C10 % of filled posts at PHCCs and district hospitals by doctors and staff nurses    

C11 One health facility per 3,000 -5,000 population 
Target not indicator. Split into multiple 
indicators 

Number of health facilities per 5000 population; Number of HPS per 5000 population; Number of 
PHCCs per 50,000 population; Number of District hospital beds per 5000. 

C12 % of sub-health posts that have sufficient space per MoHP standard  Don't know source - we need to check  

C13 
% of district facilities will have no stock outs of tracer drugs/commodities for more than 
one month pe r year by 2016 change english 

% of district facilities with no stock outs of tracer drugs/commodities for more than one month pe r 
year by 2016 

C14 
Number of additional Female Community Health Volunteer s (FCHVs) will have been 
recruited and deployed in the mountain region and remote districts change english 

Number of additional Female Community Health Volunteer s (FCHVs) recruited and deployed in 
the mountain region and remote districts 

C15 
% of actions identified in the governance and accountability action plan have been 
implemented change english % of actions identified in the governance and accountability action plan implemented 

C16 % of district facilities will have been subjected to social audits  change english % of district facilities subjected to social audits  

C17 
A comprehensive health care finance strategy will be app roved by 2012 MoHP and MoF 
approval Target not indicator.  Approval of a comprehensive health care finance strategy by  MoHP and MoF approval 

C18 5,000 SBAs by 2012 and an additional 7,000 by 2016 Target not indicator.  Number of SBAs 
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Annex 5 – Source of information indicators in the Results Framework 
 

 Indicator HMIS 
HMIS 
Form 

Includ
ed in 
HSIS 

DHS 
2011 

DHS 
2015 

Censu
s 2011 

Annua
l hhd 

survey 

Annual 
district 
health 
facility 
survey 

UNAID
S 

survey MICS HuRIS 

Prog. 
Survey

s 
e-

AWPB 
Admin 
record 

Appro
val 

Vertica
l 

syste
m 

Unkno
wn 

 Maternal Mortality Ratio     1 1            

 Total Fertility Rate    1 1             

 

Adolescent Fertility Rate 15-19 years per 1000 women   

   1 1             

 

CPR (modern methods) 

1 

 
(13,14

) 32 1 1 1             

 
Under-five Mortality Rate 

   1 1 1            

 
Infant Mortality Rate 

   1 1 1            

 Neonatal Mortality Rate    1 1             

 % of underweight children    1 1             

 
HIV prevalence among pregnant women aged 15-24 
years                 1 

 

TB case detection and success rates (%) 

1 
(21) 
32 1             1  

 
Malaria annual parasite incidence (API) per 1,000 

1 
(18A,1
9) 32 1               

A1 

% of children under 12 months of age immunized 
against DPT 3 (PENTA) and measles (or fully 
immunized per HMIS scale up) disaggregated by all 
wealth quintiles and castes/ethnicities 1  (5) 32 1 1 1             

A2 

Contraceptive prevalence rate (modern methods) 
(disaggregated by method, age, caste/ethnicity, wealth 
and region)  1 

 
(13,14

) 32 1 1 1             

A3 
% of women who took iron tablets or syrup during the 
pregnancy of their last birth    1 1             

A4 
% of deliveries by SBAs - disaggregated by all wealth 
quintiles and castes/ethnicities 1 

(10) 
32 1 1 1             

A5 
% of institutional deliveries - disaggregated by all 
wealth quintiles and castes/ethnicities  

(10) 
32 1 1 1             

A6 % of EOC met need  1 (10) 1               



 47 

32 

A7 % of Caesarean Section  1 
(10) 
32                

A8 % knowledge of safe abortion sites     1 1  1           

A9 % knowledge of safe abortion legalisation     1 1  1           

A10 Abortion complications    1 1             

A11 
% of women 15-49 with comprehensive knowledge 
about AIDS     1 1             

A12 
% of children with symptoms of ARI treated with 
antibiotics     1 1             

A13 % of underweight children under five years of age     1 1             

A14 % of low birth weight (or small) babies     1 1             

A15 
% of children exclusively breastfed in the first 6 
months     1 1             

A16 

% of pregnant women attending at least one antenatal 
consultation during first trimester OR at least 4 visits 
during pregnancy 1 

(10) 
32  1 1             

A17 
% Vitamin A coverage maintained for children aged 6 -
59 months  1 (7) 32  1 1             

A18 
% of diarrhoea cases among under -5 children treated 
with zinc (and ORS) 1 

(16A) 
32  1 1             

A19 

% coverage of IDU, MSM, and FSW populations with 
prevention services increased from 76%, 54%, and 
65% in 2009 to 80%, 60% and 70% respectively         1         

A20 
% of households with soap and water at a hand 
washing station inside or within 10 paces of latrines    1 1     1        

B1 

Contraceptive prevalence rate (modern methods) for 
the poor (lowest and second wealth quintiles) and 
excluded castes 1 

 
(13,14

) 32  1 1             

B2 

% of women who took iron tablets or syrup during the 
pregnancy of their last birth for women who are poor 
(lowest and second wealth quintiles) and excluded 
caste (Dalit)    1 1             

B3 
% of deliveries by SBAs for lowest and second wealth 
quintiles by 2015 and excluded caste (Dalits) 1 

(10) 
32  1 1             
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B4 

Utilisation of essential health care services (outpatient, 
inpatient, especially deliveries, and emergency) by 
targeted groups, and disadvantaged castes and 
ethnicities at least proportionate to their populations by 
2016 1                 

B5 

% of clients satisfied with their health care at district 
facilities among targeted groups, and disadvantaged 
castes and ethnicities by 2016        1          

B6 

% use of available community -based emergency 
funds by the poor, and socially excluded groups 
(District with Equity and Access Programme)        1          

B7 
# of cases recorded and treated related to gender –
based violence in health facilities        1          

C1 
Availability of post -abortion family planning services in 
facilities increased  1                 

C2 

% of hospitals that have at least 2 ob/gyns, 2 
anaesthesiologists, 10 staff nurses and blood service, 
including Voluntary Sterilization Care (VSC) 1 

33B 
(staff) 
(blood)         1 1      

C3 
% of PHCCs that provide BEOC, including SA C and 
at least 5 FP methods 1           1      

C4 
% of health posts that operate 24/7, including delivery 
services and at least 5FP methods 1                 

C5 
Zinc supplementation for treatment of diarrhoea cases 
available at district facilities 1                 

C6 

At least 90% of households with at least 1 long lasting 
insecticide treated bed net per 2 residents in all high -
risk districts and areas by 2 016            1      

C7 

At least 80% of children under 5 years who slept 
under a long lasting insecticide treated bed net the 
previous night            1      

C8 At least 86% of the MoHP budget is spent by 2016             1     

C9 
At least 75% of the MoHP budget has been allocated 
to EHCS by 2016             1     

C10 
% of filled posts at PHCCs and district hospitals by 
doctors and staff nurses         1          
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C11 One health facility per 3,000 -5,000 population 1             1    

C12 
% of sub-health posts that have sufficient space per 
MoHP standard                  1 

C13 

% of district facilities will have no stock outs of tracer 
drugs/commodities for more than one month pe r year 
by 2016        1          

C14 

Number of additional Female Community Health 
Volunteer s (FCHVs) will have been recruited and 
deployed in the mountain region and remote districts 1          1       

C15 
% of actions identified in the governance and 
accountability action plan have been implemented                  

C16 
% of district facilities will have been subjected to social 
audits         1          

C17 
A comprehensive health care finance strategy will be 
app roved by 2012 MoHP and MoF approval               1   

C18 5,000 SBAs by 2012 and an additional 7,000 by 2016 1          1       

 



 50 

Annex 6 – Embedded Technical Adviser Posts  

Monitoring and Evaluation Strategic Adviser 
_______________________________________________________________________________ 
 
EMPLOYER:  Options Consultancy Services Ltd 
 
REPORTING TO:  Senior Quality Assurance Adviser 
 
DURATION:  31st August 2013 
 
LOCATION: Based in Kathmandu, with travel within Nepal 
 
COUNTERPART: Chief, PPICD, Ministry of Health and Population (MoHP) 
 

Background 
The Government of Nepal is committed to improving the health status of Nepali citizens and has 
made impressive health gains despite conflict and other difficulties. The Nepal Health Sector 
Programme-1 (NHSP-1), the first health Sector-Wide Approach (SWAp), began in July 2004, and 
ended in mid-July 2010. NHSP-1 was a highly successful programme in achieving improvements in 
health outcomes. Building on its successes, the MOHP along with External Development Partners 
have designed the second phase of the Nepal Health Sector Programme named as NHSP-2, a 5 year 
programme, which will be implemented from mid-July 2010. The goal of NHSP-2 is to improve the 
health status of the people of Nepal, especially women, the poor and excluded. The purpose is to 
improve utilisation of essential health care and other services, especially by women, the poor and 
excluded. Options Consultancy Services Ltd (Options) and partners are providing technical support to 
the GoN to implement NHSP-2. 
 

Role Objective 
The role of the M&E Strategic Adviser will focus on facilitating decision-making regarding M&E at the 
higher level within the Ministry. He will strive to raise the importance and understanding of 
M&E, facilitate the provision of sector wide support, ensure necessary evidence is available, and that 
decisions are informed by this evidence. The M&E Strategic Adviser will be embedded in the Ministry 
of Health and Population. The initial proposed government counterpart would be Chief, Pubic Health 
Administration, Monitoring and Evaluation Division, MOHP.  
 

Specific Areas of Responsibility  
The M&E Strategic Adviser will be responsible for: 

 Facilitating discussions regarding a review of the results framework to ensure the necessary data 
can be collected and it can be effectively and accurately monitored; 

 Facilitating discussions regarding the establishment and functioning of the National Health 
Information Centre (NHIC);  

 Overseeing the move towards sector wide support in monitoring and evaluation;  

 Increasing the understanding and importance given to monitoring and evaluation within the 
MOHP by orientating senior staff in M&E;  

 Facilitating discussions regarding the restrictions imposed by the current organogram and 
financial procedures; 

 Advocating for greater donor support in strengthening routine Health Management Information 
Systems (HMIS); 

 Facilitating discussions between the government and donors regarding what research is 
conducted, when and by whom and facilitating the re-vitalisation of the Evaluation Research 
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Sub-Committee and Fund, consisting o the government, donors and NHSP-2 as a mechanism 
through which this could be done; 

 Facilitating discussions in regards to linking management information systems using a uniform 
coding system, and overseeing the development of the uniform coding system to support the 
development and sustenance of an integrated Health Sector Information System (HSIS); 

 Facilitating discussions and planning for workshops to increase the understanding of the current 
situation regarding HMIS and the piloting of HSIS; 

 Facilitating linkages between different monitoring and evaluation strategies, such as the HSIS 
National Strategy and the Population Perspective Plan (Pop Div); 

 Overseeing the dissemination of findings from operational research to inform policy and 
implementation; 

 Ensuring effective use of data and policy level decisions are informed by evidence; 

 Overseeing technical support for the 2011 Census Maternal Mortality Rate calculation; 

 Facilitating discussions regarding the enforcement of the Health Facility Management Directives 
and regulation of non public health facilities to ensure timely and accurate reporting. 

 

Person Specification 

Specification Essential Desirable 

Education and 
training 

 Postgraduate degree in relevant 
subject (e.g. demography, 
anthropology, social science) 

 

Experience  Minimum of fifteen years of 
working in research and/or 
Monitoring and Evaluation 

 Previous experience of working 
with the Nepal Government 

 Previous experience of working 
with the Public Health Sector 

 Experience of working with 
international donor agencies or 
donor – funded projects or 
programmes 

 Previous experience of 
dissemination to varied 
audiences 

 Experience of managing research 
 Experience of using consultants, 

preparing TORs and monitoring 
progress and outputs 

 Capacity building of counterpart 
individuals/teams 

 

 

Skills & abilities  Quantitative and Qualitative 
 Research Skills – including survey 

design, data analysis 

 Report writing skills 
 Good computer skills, including 

MS Word, Excel, Power Point, 
SPSS   
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 Excellent and demonstrable 
written and spoken English and 
Nepali 

 Good organisational skills 
 Good management skills 

Special aptitudes  Excellent interpersonal skills 
 A commitment to participation 

by stakeholders, and the 
promotion of gender equality and 
voice within a Nepali context 

 A sound appreciation of Nepal’s 
development agenda 

 Evidence of being a self-starter 

Interests  An understanding of the issues 
affecting women’s health and 
access to health care in Nepal 

 Familiarity with maternal and 
neonatal health 

 Familiarity of problems 
experienced by socially excluded 

Disposition  Diplomatic - able to work with 
senior government staff 

 Able to work closely in a team 
and independently 

 

Circumstances  Willing to travel within Nepal, 
sometimes at short notice 
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Monitoring and Evaluation Implementation Adviser  

_______________________________________________________________________________ 
 
EMPLOYER:  Options Consultancy Services Ltd 
 
REPORTING TO:  Senior Quality Assurance Adviser 
 
DURATION:  3 years 
 
LOCATION: Based in Kathmandu, with travel within Nepal 
 
COUNTERPART: Director, Management Division, DoHS 
 

Background 
The Government of Nepal is committed to improving the health status of Nepali citizens and has 
made impressive health gains despite conflict and other difficulties. The Nepal Health Sector 
Programme-1 (NHSP-1), the first health Sector-Wide Approach (SWAp), began in July 2004, and 
ended in mid-July 2010. NHSP-1 was a highly successful programme in achieving improvements in 
health outcomes. Building on its successes, the MOHP along with External Development Partners 
have designed the second phase of the Nepal Health Sector Programme named as NHSP-2, a 5 year 
programme, which will be implemented from mid-July 2010. The goal of NHSP-2 is to improve the 
health status of the people of Nepal, especially women, the poor and excluded. The purpose is to 
improve utilisation of essential health care and other services, especially by women, the poor and 
excluded. Options Consultancy Services Ltd (Options) and partners are providing technical support to 
the GoN to implement NHSP-2. 
 

Role Objective 
The role of the M&E Implementation Adviser will focus on quality control, and ensure that data is 
collected in an accurate and timely manner; that it is fed back into the lower levels; and that 
evidence informs policy. Initially the M&E implementation Adviser would largely be embedded in the 
Department of Health Services linking with the Management Information System Section and the 
Demography Section. In the longer term, if proposed changes to the organogram are successful the 
focus would shift to supporting the NHIC, namely those working in Research and Demography, and 
Management Information Systems (MIS) and Geographical Information Systems (GIS). They will 
supervise the regional M&E advisers. The proposed initial government counterparts would be Chief 
of the MIS section, Chief of the Demography Section and Chief of the Population Division/MOHP. 
 

Specific Areas of Responsibility  
The M&E Implementation Adviser will be responsible for: 

 Providing technical support to the central and district teams to implement a robust Health 
Management Information System (HMIS) to ensure timely and accurate data collection and 
reporting; 

 Overseeing the orientation and training of staff (including DHO / DPHO staff, medical recorders 
and health facility staff) in M&E;  

 Providing technical support to the piloting and scale-up of HSIS in the respective regions and the 
establishment and functioning of the District Health Information Bank (DHIB); 

 Organising workshops focusing on increasing understanding of the current situation of HMIS and 
the piloting of HSIS; 

 Undertaking a ‘Mismatch Assessment’ to better inform timely and accurate data collection; 



 54 

 Providing technical support to ensure systems are designed to generate indicators effectively 
and information is routinely fed into both higher level decision-making and local area planning; 

 Ensuring NHSP-2 is informed by the best available evidence and, where this evidence is needed 
and does not exist, ensuring that evidence is generated; 

 Overseeing facility surveys (once or twice a year) and household surveys (once every two years, 
with the next one in 2012) to monitor and evaluate the effectiveness of free care and the Aama 
programme, and make maximum use of all primary data collection opportunities to collect 
additional relevant information. This will include the commissioning and contracting of research 
and evaluation as required; and technical support regarding the design, analysis, interpretation 
of data and report writing (qualitative and quantitative);  

 Designing and overseeing operational research in relevant areas, such as referral strategies; area 
prioritisation plan, etc. 

 
 

Person Specification 

Specification Essential Desirable 

Education and 
training 

 Postgraduate degree in relevant 
subject (e.g. demography, 
anthropology, social science) 

 

Experience  Minimum of ten years working in 
research and/or Monitoring and 
Evaluation 

 Previous experience of working 
with the Nepal Government 

 Previous experience of working 
with the Public Health Sector 

 Experience of working with 
international donor agencies or 
donor – funded projects or 
programmes 

 Previous experience of 
dissemination to varied 
audiences 

 Experience of managing research 

 Capacity building of counterpart 
individuals/teams 

 Experience of using consultants, 
preparing TORs and monitoring 
progress and outputs 

Skills & abilities  Quantitative and Qualitative 
Research Skills – including survey 
design, data analysis 

 Report writing skills 
 Good computer skills, including 

MS Word, Excel, Power Point, 
SPSS   

 Excellent and demonstrable 
written and spoken English and 
Nepali 

 Good organisational skills 
 Good management skills 
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Special aptitudes  Excellent interpersonal skills 
 A commitment to participation 

by stakeholders, and the 
promotion of gender equality and 
voice within a Nepali context 

 A sound appreciation of Nepal’s 
development agenda 

 

 Evidence of being a self-starter 

Interests  An understanding of the issues 
affecting women’s health and 
access to health care in Nepal 

 Familiarity with maternal and 
neonatal health 

 Familiarity of problems 
experienced by socially excluded 

 

Disposition  Able to work closely in a team 
and independently 

 

Circumstances  Willing to travel within Nepal, 
sometimes at short notice 
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Regional Monitoring and Evaluation Advisers 
 
 
EMPLOYER:  Options Consultancy Services Ltd 
 
REPORTING TO:  Monitoring and Evaluation Implementation Adviser  
 
DURATION:  3 years 
 
LOCATION: Based in the Regional Health Directorate, with travel within Nepal 
 
COUNTERPART: Regional Health Directorate 
 
NO. OF POSITIONS:  Five  
 

Background 
The Government of Nepal is committed to improving the health status of Nepali citizens and has 
made impressive health gains despite conflict and other difficulties. The Nepal Health Sector 
Programme-1 (NHSP-1), the first health Sector-Wide Approach (SWAp), began in July 2004, and 
ended in mid-July 2010. NHSP-1 was a highly successful programme in achieving improvements in 
health outcomes. Building on its successes, the MOHP along with External Development Partners 
have designed the second phase of the Nepal Health Sector Programme named as NHSP-2, a 5 year 
programme, which will be implemented from mid-July 2010. The goal of NHSP-2 is to improve the 
health status of the people of Nepal, especially women, the poor and excluded. The purpose is to 
improve utilisation of essential health care and other services, especially by women, the poor and 
excluded. Options Consultancy Services Ltd (Options) and partners are providing technical support to 
the GoN to implement NHSP-2. 
 

Role Objective 
There will be one Regional M&E Adviser in each of the five regions. These advisers will support the 
regional health directorate (RHD) staff in all M&E related work. RHDs should ideally receive reports 
from districts, compile, interpret and provide feedback to districts. However, they are currently 
weak and need to be strengthened in their M&E capacity. If RHDs become more functional it would 
reduce the burden at the central level.  
 

Specific Areas of Responsibility  
The Regional Advisers will be responsible for: 

 Increasing the understanding and importance given to monitoring and evaluation within the 
region through orientating and training staff (including District Health Office / DPHO staff, 
medical recorders and health facility staff) in M&E;  

 Supporting district teams in implementing a robust health management information system 
(HMIS) to ensure timely and accurate data collection and reporting; 

 

 Ensure data are used effectively in local level planning. This includes ensuring data are fed back 
to Ilaka level review meetings and decisions are informed by evidence;  

 Supporting the effective piloting and scale-up of HSIS in the respective regions and the 
establishment and functioning of the District Health Information Bank (DHIB); 

 Supporting the preparation of the quarterly and annual reports of RHD; 

 Supporting studies conducted by MOHP, Department of Health Services and RHD.  

Person Specification 
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Specification Essential Desirable 

Education and 
training 

 Graduate degree in relevant 
subject 

 Postgraduate degree in relevant 
subject (e.g. demography, 
anthropology, social science) 

Experience  Minimum of two years working in 
research and/or Monitoring and 
Evaluation 

 Previous experience of working 
with the Nepal Government 

 Previous experience of working 
with the Public Health Sector 

 Capacity building of counterpart 
individuals/teams 

 Experience of managing research 

Skills & abilities  Quantitative and Qualitative 
Research Skills 

 Report writing skills 

 Good computer skills, including 
MS Word, Excel, Power Point 

 Excellent and demonstrable 
written and spoken English and 
Nepali 

 Good organisational skills 

 Good presentation skills 

 Survey design 

 Data Analysis 

Special aptitudes  Excellent interpersonal skills  Evidence of being a self-starter 

Interests  An understanding of the issues 
affecting women’s health and 
access to health care in Nepal 

 Familiarity with maternal and 
neonatal health 

 Familiarity of problems 
experienced by socially excluded 

Disposition  Able to work closely in a team 
and independently 

 

Circumstances  Willing to be based in one of the 
regions  

 Willing to travel to rural areas of 
Nepal and Kathmandu, 
sometimes at short notice 
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Annex 7 – Revised Work plan  

 
M&E Issues 

 
Inception Phase (Sept-Dec 2010 

 
Within 1 year (Jan 2011-Aug 2011) 

 
Within 3 years (Aug 2011-Aug 2013) 

 
GON Lead/TA Input 

Strengthen existing M&E 
systems 

M&E Capacity Assessment 
 
 
 
 
 

Orientate government staff in M&E  
 
Facilitate HMIS / HSIS Workshops 
 
Facilitate discussions regarding the 
formation of National Health 
Information Centre  
(NHIC) and clarification of role. 
 
Conduct ‘Mismatch Assessment’  
 
Develop plan to strengthen capacity 
in accurate and timely reporting of 
MIS 
 
Provide technical support to HSIS 
piloting and assess plan to scale-up.  
 
Design a new database for extended 
HSIS piloting 
 

Technical support to MMR calculation 
from census 
 
Support establishment of District Health 
Information Banks (DHIBs)  
 
Different MIS linked using uniform 
coding system and feeding into the 
DHIBs.  
 
Real-time connectivity between DHIB’s, 
RHDs and NHIC using web-based 
platform. 
 
Findings fed back from DHIBs to ilaka 
level and facilities to enable local area 
evidence based planning 
 
Training on medical record keeping 
rolled out at district level. 
 
 

MOHP, HSRU, DOHS, RHDs, M&E 
Adviser, Regional M&E Advisers. 

Independent monitoring 
and evaluation and 
effectiveness of free 
health care and Aama 
programme 

Facility Survey Planning 
 
 

Facility Study (1 or 2 per annum) 
 
Facility costing study (2011) 
 
Social audit and social accountability 
(1 per annum) 
 
Results fed into planning and 
programming at all levels. 
 

Facility Study (1 or 2  per annum) 
 
Household Study (2012) 
 
Social audit and social accountability (1 
per annum) 
 
Results fed into planning and 
programming at all levels. 
 

MoHP, DoHS, M&E Advisers, Health 
Finance and Free Care Advisers 
 
 

Operations research  Operations research as required.  Operations research as required M&E Advisers 

 Note the surveys for independent M&E and effectiveness of cash transfers may change to ensure the evaluation is conducted in the most effective way. 
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Annex 8 – TA response   

 

Issues / Gaps Recommendations TA response  (LT / ST) 

A. Institutional issues   

1. Health sector in Nepal has a wealth of evidence and 
relatively large investment compared to other 
resource poor settings. However, frequent overlap 
and missed opportunities due to poor communication 
and coordination of activities between EDPs, and 
between EDPs and government.  

 Revitalise an Evaluation and Research Committee 
and fund to bring EDPs and the government together 
to ensure rational use of resources and provide a 
mechanism to co-ordinate M&E activities through. 

 Facilitate better understanding, communication & 
coordination between EDPs and between EDPs & 
MoHP 

 

2. Donor funding / support often more focused on 
research / vertical programmes than routine MIS. 

 Ensure balanced donor support for routine MIS and 
surveys/research  

 Advocate for greater support in strengthening routine 
MIS 

 

3. Senior government officials would benefit from a 
better understanding of M&E. Low importance of 
M&E. Confusion as to what HSIS is and what is 
currently being piloted under HSIS. 

 Workshops, orientation, sharing, exposure visits, 
learning opportunities 

 Support series of workshops, orientation, sharing, 
exposure visits, learning opportunities 

4. Skill enhancement and poor retention of skilled 
human resource 

 Support capacity building of staff and take measures 
to retain skilled human resources  

 Support capacity building through series of workshops, 
orientation, sharing, exposure visits, learning 
opportunities  

5. M&E activities and MIS are located throughout the 
health sector. The MIS section is expected to co-
ordinate the different divisions to implement HSIS, 
but is located low down the organogram, making co-
ordination difficult. 

 Establishment of the semi-autonomous National 
Health Information Centre (NHIC), as approved in 
the HSIS strategy. 

 

 Facilitate NHIPC meetings & implementation of the 
decisions made 

 Strengthen NHIPC to take lead on effective 
implementation of HSIS strategy/ piloting and scaling 
up 

6. No provision for sector wide support in M&E. Limited 
communication between those engaged in M&E at 
central level, and between central and district levels. 

 We propose the NHIC contains three sections:  
1. Management Information System and Geographical 

Information System Section  
2. Research and Demography Section  
3. Epidemiology and Biostatistics Section 

 Provide technical support to sector wide M&E support 

7. RHD should offer technical and administrative 
support to districts but, given they only receive their 
salaries and programme funding goes directly to 
districts, they are restricted. 

 Strengthen RHDs in M & E activities  5 Regional M&E Advisers embedded in RHD. 
 Support regional, district and facility staff in all M&E 

activities- i.e in producing quality data, compilation, 
interpretation, reporting and local area planning  

 Facilitate increased communication between districts & 
RHD; and RHD & DoHS  
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8. Non public facilities fail to report data  Enforcement of the Health Facility Management 
Directives; and regulate the facilities  

 Support development of guidelines to facilitate 
implementation  

9. Government outsourcing using FA funds not delivering 
desired results 

 Address the process and rules relating to FA funding 
and ensure resources are not outsourcied to 
companies ill-equipped to deliver desired results 

 Support identification and communication of difficulties 
with the FA contracting process 

 
 

Issues / Gaps Recommendations TA response  (LT & ST) 

A. Technical issues   

1. Lack of clear M&E plan   Develop comprehensive M&E plan   Support development of M&E plan and implementation 
as part of annual programme implementation  

2. Strategies and guidelines related to M&E are of a high 
standard, but there is a poor implementation and a 
widespread misunderstanding. 

 Ensure effective funding, political will and 
implementation of the strategies and guidelines 

 Support to identify the bottlenecks and facilitate in 
addressing issues identified 

3. Unsuccessful and extended HSIS piloting:  
 Confusion about what HSIS is  
 Confusion about what is being piloted (i.e. not whole 

HSIS – just revised HMIS & DHIB) 
 Tool design & supply to districts  
 Inadequate and non user friendly database/software  

 Support effective implementation of HSIS piloting 
and scaling up. 

 

 Support series of one day workshops to improve 
understanding of situation and agreement & 
commitment on future direction 

 Facilitate effective implementation:  
 Support review of tools and indicators 
 Develop user friendly and effective database / 

software that automatically generates 
disaggregated indicators at all levels and feed 
into local evidence based planning  

 

4. Conflicting approaches in HMIS in HSIS pilot and non 
pilot districts. Tools revised and database outsourced 
for non pilot districts while piloting still on-going. 

 Need for agreement and consistency regarding the 
way forward to prevent wasting resources & ensuring 
consistency  

 Support a series of one day workshops  
 Support successful piloting of HSIS  
 Support coordinated efforts for improving HMIS  

 

5. Data from routine MIS not always timely and accurate   Ensure quality data generation  Conduct a ‘mismatch assessment’ to identify issues 
affecting data quality  

 Focus on quality control  
 Ensure that data are fed back to lower levels 

6. Routine MIS don’t collect all information required to 
measure NHSP2’s RF  

  Review NHSP2’s RF to ensure the indicators are 
collected and can be effectively monitored. 
 Ensure NHSP2 is informed with all necessary 

information to measure progress as characterized by 
NHSP2’s RF   

 Support the government in reviewing NHSP2’s RF 
 Support additional surveys – e.g. facility surveys, 

household surveys, facility costing survey etc to ensure 
all required evidence is collected to effectively measure 
progress as characterized by NHSP2’s RF  

7. Evidence based decision making and planning in roll   Ensure decisions are evidence based    Support operation research e.g. referral strategies; area 



 61 

out of innovative approaches to improving health 
outcomes and access 

prioritization plan etc.    

8. Focus on aggregation for the central Government and 
minimal Local area planning 

 Extend piloting of HSIS beyond February and focus on 
problems affecting smooth implementation 

  Support a system that automatically generates 
indicators at all levels, including facility level, creation of 
a DHIB in each district, and ensures data are fed back 
to Ilaka level review meetings to support local area 
planning. 

 


