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Note to Readers 
 

This section of the document presents some important clarifications which should be kept in mind 

while reading this report and drawing conclusions: 

 

(i) Assessment. Please note that this is an assessment and NOT an evaluation of the intervention. 

 

(ii) Data. The study is based on government reported data, therefore the findings of this assessment 

depend on the quality of the data provided. 

 

(iii) Other interventions. The assessment compares pre- and the post-intervention data in order to 

assess changes in caesarean section (C/S) service provision after the introduction of the mentor. 

This, however, does not take into account the impact of other interventions that may be on-

going in a district. Therefore, the change that has occurred over the period of intervention may 

or may not be attributable to the mentor service. However, such factors have been addressed in 

the sensitivity analysis, where attribution to the mentor intervention has been reduced. 

 

(iv) Exchange rate. Where required, costs were converted into Great Britain Pounds (GBP) using an 

average exchange rate of 1 NPR = 0.0064 GBP1. 

 

(v) Disability Adjusted Life Years (DALYs) Calculation. We have used the Lives Saved Tool (LiST)2 

which is globally used to assess the health outcomes of mother and child health interventions. 

Using the LiST, potential lives saved were calculated for the contribution of the Comprehensive 

Emergency Obstetric and Neonatal Care (CEONC) mentor using baseline and end line data. We 

used Nepal’s default data set for the LiST model for baseline mortality figures as there were no 

district or area specific mortality figures available. The results of the base year and end year 

were calculated using the LiST and DALYs3 were calculated accordingly. It is assumed that the 

maternal and child health interventions improve the maternal newborn and child health status 

therefore these health outcomes have been included in calculating DALYs4. 

 

(vi) Cost effectiveness conclusion. In order to comment on the cost-effectiveness of the 

intervention, we used The Commission on Macroeconomics & Health and the World Health 

Organization’s (WHO’s) recommendations. According to this recommendation, an intervention is 

considered to be very cost-effective if the cost per DALY is less than per capita Gross Domestic 

Product (GDP) or between one and three times per capita GDP respectively. If the cost per DALY 

is more than three times the GDP per capita, then the intervention is regarded as not cost-

effective.  

 

 

                                                           
1
 One year mid-point average rate, cited from www.oanda.com  

2
 Spectrum® version 5.3. 

3
 According to WHO, infant death averted = 33 DALYs saved and adult death averted = 36 DALYs saved. 

4
 WHO, Recommendation 2, 11 indicators of maternal, newborn and child health. 

http://www.who.int/woman_child_accountability/progress_information/recommendation2/en/  

http://www.oanda.com/
http://www.who.int/woman_child_accountability/progress_information/recommendation2/en/
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EXECUTIVE SUMMARY 
 

The second Nepal Health Sector Programme (NHSP-2) aims to expand comprehensive emergency 

obstetric and neonatal Care (CEONC) services to all districts of Nepal by 2020. Accordingly, a study 

was conducted in 2011 by the Family Health Division (FHD) in 18 CEONC districts which found that 

overall CEONC readiness is very low. The CEONC study recommended that hospitals be staffed with a 

team, including doctors able to perform caesarean sections (C/S), an anaesthesia assistant, and an 

operating theatre nurse, all of whom must be continually mentored and supported by senior 

obstetrics and gynaecology (OBGYN) doctors. In this respect, FHD expressed a need for supervision, 

monitoring, and mentoring of CEONC service providers and anaesthesia assistants and the provision 

of guidance to hospital management committees. 

 

With the support of NHSSP’s Technical Assistance Resource Fund (TARF), FHD appointed a senior 

CEONC mentor in June 2013. The purpose of the assignment was to supervise and monitor CEONC 

providers in district hospitals and help create an enabling environment for improvements in the 

functionality and quality of services. 

This case study presents a Value for Money (VfM) assessment of introducing CEONC mentoring 

services during the second phase of the NHSSP. The underlying objective was to offer insights into 

how well inputs provided by the Government of Nepal (GoN) and development partners were being 

transformed into outputs (e.g. number of C/Ss and facility based deliveries) for this intervention. Our 

approach when assessing the VfM was framed by the ‘3E’s approach, i.e. Economy, Efficiency, and 

Effectiveness as well as Cost-Effectiveness. 

The analysis compared pre- and post-intervention data to measure changes over the intervention 

period of one year. Efficiency indicators showed a 57% improvement in the availability of the 

appropriate HR skills-mix at facilities. This represents seven additional days’ availability of the 

relevant staff to provide C/S services per month. The number of months’ availability of C/S services 

in the year also increased from six months to an average of nine months.  

The effectiveness of the intervention was assessed by measuring changes in the number of services 

provided [(i) C/S services, (ii) normal facility based deliveries and (iii) management of complications] 

and analysing whether the Still Birth (SB) rate decreased as a result. All three services showed 

improvements following the introduction of CEONC mentor as follows: C/Ss increased by 43% per 

month (31 more per month); facility based deliveries increased by 28% per month (219 more per 

month) and complications management increased by 17% per month (12 more per month). Critically, 

SBs reduced by 57% - an average drop of six SBs per month.  

The intervention was accordingly found to be highly cost-effective with the cost per DALY averted 

calculated as GBP 51 or eight times lower than Nepal’s current GDP. The cost to benefit ratio was 

calculated at 11.3.  

We also looked at the equity perspective of this intervention and analysed reductions in referrals as 

a result of improved CEONC service availability. This showed that an estimated 2794 referrals were 

reduced as a result of the intervention. Were these services not available in the district then the 

minimum travel cost of referral would be approximately 80% of the monthly average income of an 

unskilled labourer in Nepal. If we take the average travel cost to an adjacent districts to avail the 
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services, then the cost involved would be approximately twice the monthly average income of an 

unskilled labourer. It can therefore be said that due to the decreased number of referrals a 

reduction in out of pocket expenses has resulted.  

In order to check the robustness of our model, we tested the findings using a sensitivity analysis of 

key variables. This showed that the intervention is still highly cost-effective even when highly 

conservative assumptions are taken into account. 

It is likely that if the services continue to be available, their uptake may increase further as a result of 

growing public awareness, thereby further increasing the benefit to cost ratio and decreasing the 

average cost per DALY. 
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SECTION 1 – CONTEXT 

This section provides an overview of the case study’s objectives and the methodology used to carry 

it out and arrive at its VfM conclusions.  

 

1.1. Introduction 

The Government of Nepal (GoN) is committed to improving the health status of its 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) in Nepal, ran from July 2004 

to mid-July 2010. It was very successful and brought about many health improvements. Building on 

these successes, the Ministry of Health and Population (MoHP) and its external development 

partners designed a second phase of the programme (NHSP-2, 2010-2015) which began in mid-July 

2010. NHSP-2’s goal is to improve the health status of the people of Nepal. Its purpose is to improve 

the utilisation of essential health care and other services, especially by women and poor and 

excluded people. Technical assistance to NHSP-2 is being provided from pooled external 

development partner support through the Nepal Health Sector Support Programme (NHSSP) which is 

providing technical assistance and capacity building support to help the MoHP deliver against the 

NHSP-2 Results Framework. 

The National Safe Motherhood Programme is a priority within the GoN’s Health Sector Strategy, 

which works towards meeting the health sector targets set out in the Millennium Development 

Goals (MDGs). The goal for maternal health is to reduce the maternal mortality ratio by three 

quarters between 1990 and 2015.  

1.2. Defining Value for Money (VfM) 

VfM can be viewed from several perspectives. In simple terms, it is the relationship between the 

cost of services and the outcomes resulting from their delivery. The standard definition of VfM 

considers the “3Es”: Economy in use of inputs, Efficiency in converting inputs into outputs, and 

Effectiveness in linking outputs to outcomes and impact as well as also cost effectiveness5. In short, 

VfM is about maximising each of the “3Es” so that there is maximum economy, efficiency, and 

effectiveness for each intervention. 

 

 

 

 

 

 

 

 

 

 

                                                           
5
 DFID’s Approach to Value for Money, DFID, July 2011. 

Economy – the cost of the inputs: are the necessary inputs (e.g. human resource costs, drug 
costs, training costs, repair, and maintenance costs, etc.) being secured at the minimum necessary 
cost? In other words, are you doing things at the right price? 

Efficiency – the ratio of inputs to outputs: the ratio of inputs to outputs; how well are the inputs 

converted into outputs, for example patients treated per nurse per day. Are we managing the 

intervention in the best way to maximise outs? 

Effectiveness – the link between outputs and outcomes: to what extent do the outputs translate 

into the anticipated outcomes? In other words, are you doing the right things at the right price, in 

the right ways?  

 

 

Text Box 1: Defining “3E’s” 
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Figure 1: DFID's 3Es Framework 

  

 

 

 

 

 

 

 

1.3. Case Study Objective 

The underlying objective of the VfM assessment for this case study was to offer an insight into how 

input resources, provided by the GoN and development partners, are successfully being transformed 

into outputs (e.g. number of C/S and facility based deliveries). As we measure how inputs are 

transformed into outputs, we estimate efficiency, and as we measure how outputs are transformed 

into outcomes, we can measure the effectiveness of the CEONC mentor intervention.  

1.4. Brief on Methodology 

Our approach to assessing the cost-effectiveness and VfM for this evaluation was framed by the 

“3E’s” approach described above. A summary of measures used to assess the VfM under the “3E’s” 

framework is presented in Table 1 below. 

Table 1: Measures for VfM Assessment 

VFM elements Potential Measures 

1. Economy – minimising 
costs of inputs  

1.1 Salary of CEONC mentor  
1.2 Time cost of other experts (NHSSP staff, senior CEONC consultant, 
district staff time) 
1.3 Administration and management costs (if any) 
1.4 Costs of travelling and lodging 
1.5 Other costs (e.g. workshops, communication etc.) 

2. Efficiency – comparing 
outputs to  inputs 

2.1 Appropriate skill mix available (15 selected districts) 
2.2 Continuity of HR6 (15 selected districts) 
2.3 CEONC fund utilisation rate (selected number of districts) 
2.4 Continuity of C/S services – number of months with C-Section 
services over 12 months  

3(a). Effectiveness –  
achieving outcomes 

3.1 Number of C/S 
3.2 Number of facility based deliveries 
3.3 Number of complications managed 
3.4 SB rate (fresh) 

3(b). Cost effectiveness 3.5 Benefit to cost ratio7  
3.6 Cost per DALY averted 

4. Equity consideration 4.1 Alternative sites for obtaining C-Section services  

                                                           
6
 (i) number of months with doctors capable of doing C/S available and (ii) number of months with anesthesia 

assistants available 
7
 Using DALYs averted and valuation using GDP per capita of Nepal. 

MDG 4 – child 

mortality 

reduced 
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4.2 Average expenditure for obtaining C-Section from alternative 
sites8 

 

1.4.1 The Logic Model 

A comparison of the potential measures as detailed under Table 1 was made before and after the 

introduction of the CEONC mentor intervention. The figure below shows the logic model used to 

develop the case study and draw conclusions on VfM. 

1.4.2 Timeframe for the study 

In order to assess pre- and post-intervention changes, a period of 12 months before and after the 

intervention was used. The post-mentor intervention period started from the time the first visit was 

made to the district hospital. This meant that every district (hospital) had its own timeline. The 

CEONC mentor intervention started on 15th of June, 2013, therefore data for the pre-intervention 

period were collected for the 12 months starting 13th of June 2012 to the 14th of June, 2013. Similarly 

the cut-off date for post-intervention data was June, 2014.  

1.4.3 District selection 

Fourteen districts (hospitals) were selected from the 28 hospitals visited during the first year of 

implementation. The districts hospitals were selected considering the following factors: geography 

(mountain, hill, Terai), regions (all five regions), the number of visits made during the first year of 

mentoring, and types of hospital (only district level hospitals were included, referral hospitals were 

excluded).  

1.4.4 Data collection and sources 

The study involved the use of extensive data, some of which was collected through visits to the study 

districts. Two distinct sets of data were required for this case study, namely, Dataset 1 which 

contained service statistics and Dataset 2 which contained cost related information. Tables 2 and 3 

below detail the information required for Datasets 1 and 2 with sources of information. One district 

was not included in data analysis due to staff unavailability (the attendance register was not 

available to collect data from). 

                                                           
8
 Transportation money saved by the women/family for getting C-Section service from alternative sites (15 

districts). 

Figure 2: Logic Model 
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Table 2: Dataset 1 requirements 

Potential Measures 
Sources 

Pre-intervention Post-intervention 

Appropriate skill mix  
Facility based 
attendance registers 

Monitoring data and facility 
based attendance registers 

Continuity of HR  
Facility based 
attendance registers 

Monitoring data and facility 
based attendance registers 

Continuity of C-Section services  
Facility based 
maternity register 

Monitoring data and facility 
based maternity registers 

Number of C-Sections  HMIS  HMIS 

Number of facility based deliveries  HMIS HMIS 

Number of complications managed HMIS HMIS 

SB rate – fresh HMIS (register) HMIS (register) 

Alternative sites for obtaining C-Section 
services 

Small facility based 
survey/interview 

Not applicable 

 

Table 3: Dataset 2 requirements 

Potential Measures Possible Sources 

Pre-intervention Post-intervention 

Salary of CEONC mentor Not applicable NHSSP financial records 

Costs of travelling and lodging  Not applicable NHSSP financial records. 

Other related costs Not applicable NHSSP financial records 

CEONC fund utilisation rate  Monitoring data from 
FHD 

Monitoring data from 
FHD 

Average expenditure for obtaining C/S 
services from alternative sites  

From small district level 
survey 

Not applicable 
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SECTION 2 – THE CEONC MENTOR INTERVENTION 
 

This section describes the background to the need for a CEONC mentor and how the intervention 

was implemented. 

 

2.1. Background – Issues  

It is widely accepted that many deaths are a direct consequence of inadequate access to life saving 

emergency obstetric care, particularly CEONC services, as well as low quality of care. Nepal has made 

good progress in increasing facility births, however 42% of maternal deaths still occur in a health 

facility. Achieving the MDG targets for reducing maternal and child deaths therefore depends on 

improving the utilisation and quality of maternity services at all levels of care. This can be achieved 

by ensuring the availability of quality CEONC services at district hospital level and ensuring that 

women in need have access to these services. To deliver core signal functions, CEONC facilities 

require an enabling environment and the right mix of skilled, trained, confident, and competent 

human resources. In addition, effective referral mechanisms, including transport schemes and 

emergency funds, are needed to enable women to access services9.  

NHSP-2 aims to expand CEONC services to 60 out of 75 districts by 2015 and to all districts by 2020. 

Recognising the importance of CEONC and the challenges faced by hospitals, FHD established a 

national CEONC fund in 2008/9 to contract health workers to provide C/S services and to purchase 

specialist equipment and supplies. To date, 64 districts across the country have established CEONC 

services but with functionality fluctuating. The majority of districts provide CEONC services by 

contracting gynaecologists/MDGPs, anaesthesia assistants and advanced Skilled Birth Attendants 

(SBAs). However, a 2011 study conducted by FHD in 18 CEONC districts found that CEONC readiness 

is very low. The average percentage of births delivered by C/S was 0.4% which is low compared to 

the globally expected figure of 5%10. 

The framework for implementation of the Safe Motherhood Programme is the National Safe 

Motherhood and New-born Health Plan 2002-2017 (revised in 2006). The goal is “maternal and 

neonatal health improved” and the purpose is a “sustained increase in utilisation of quality maternal 

health services". NHSP-2, 2010-2015, also emphasises reducing maternal mortality and new-born 

mortality. 

2.2. The CEONC Mentor Intervention 

On-site training and coaching is an accepted strategy to enhance the capacity of health workers 

globally. On-site whole-site infection prevention training is a good example of a successful 

intervention. Population Service International (PSI) has successfully implemented on-site practical 

coaching on intrauterine contraceptive device (IUCD) skills through social franchising with private 

                                                           
9
 Maternal Mortality and Morbidity (MMM) Study 2009; Readiness of CEONC in Nepal 2011; Responding to 

Increased Demand for Institutional Delivery in Referral Hospitals 2012; Situational Analysis and emerging 
Options 2012. 
10

 Devkota et al. (2011) Readiness of Comprehensive Obstetric and Neonatal Emergency Care in Nepal, 

National Health Sector Support Programme and Ministry of Health and Population of Nepal, Kathmandu, 

December 2011. 
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sector practitioners11. The CEONC study also recommended that hospitals be staffed with a team, 

including doctors who can perform C/S services, an anaesthesia assistant and an operating theatre 

nurse, who must be continually mentored and supported by senior OBGYN doctors. In this regard, 

FHD expressed a need for the supervision, monitoring and mentoring of CEONC service providers 

and anaesthesia assistants and for the provision of guidance to hospital management committees. 

With the support of the NHSSP’s TARF fund, FHD appointed a senior CEONC mentor in June 2013. 

The purpose of the assignment was to mentor, supervise, and monitor CEONC providers in district 

hospitals and support efforts to create an enabling environment to improve the functionality and 

quality of services. This included improving management and the appropriate and timey use of the 

CEONC fund and other available resources. The terms of reference of the CEONC mentor scheme 

include:  

 discuss with FHD and NHSSP the planning, implementation, and monitoring of CEONC 

services in district hospitals  

 visit CEONC sites to observe and assess C/S service provision, discuss any gaps and provide 

necessary coaching and support to service providers  

 discuss with service providers and provide guidance and encouragement to improve the 

quality of maternity service to national standards  

 support hospital managers and Hospital Management Committees (HMCs) to improve the 

enabling environment for maternity services 

  prepare a series of reports on the facilities supported and a summative report on lessons 

learned, with recommendations, across facilities for the FHD 

The contributions of the CEONC mentor have expanded from on-site coaching and support to CEONC 

hospitals to advocacy and lobbying at national level to improve staff availability including through 

the informed transfer of appropriate health staff together with national discussions on improving  

human resource production and availability.  

                                                           
11

 Nepal experiences – presentation by PSI at Nepal Family Planning Re-Vitalisation Workshop, 26-27 August 
2011, Godawari resort. 
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SECTION 3 – VALUE FOR MONEY ASSESSMENT  
 

This section provides a detailed analysis of the VfM conclusions and seeks to establish if the 

intervention represents good VfM. It also provides an insight into equity aspects of the intervention 

and results from the sensitivity analysis designed to check the robustness of calculations. 

Conclusions from this section need to be read alongside the note to the readers. 

3.1. Economy  

The costs identified to provide the necessary inputs for the intervention were identified as (i) salary 

of CEONC mentor, (ii) travelling and lodging costs - mainly for the mentor, (iii) time costs of other 

experts (NHSSP staff, senior CEONC consultants, and district staff), (iv) administration and 

management costs, and (v) other costs (workshops, communication etc.). We did not see any change 

in these over the time of the VfM assessment period for the intervention. 

3.2. Efficiency  

In order to analyse how efficiently the inputs were converted into outputs we made a pre- and post-

intervention comparison of selected indicators. The selected indicators are listed and described 

below.  

Table 4: Selected efficiency indicators and explanations 

Indicator Explanation 

Appropriate skill mix 
available 

Four key categories were identified as essential to provide CEONC 
services. If any of these were missing it was taken as ‘appropriate 
skill mix not available’. The categories included: (i) C/S providers, 
(ii) anaesthesia providers, (iii) nursing staff and, (iv) lab staff 

Continuity of human 
resources 

Number of months availability of doctors and anaesthesia 
assistants capable of providing C/S services 

CEONC funds utilisation rate Expenditure as a (%) of allocated funds 

Continuity of C/S services Number of months when C/S services were available over a 
period of 12 months 

 

 

 

 

 

Economy – the cost of the inputs; are the necessary inputs (e.g. human resource costs, drug costs, 
trainings costs, repair and maintenance costs, etc.) being secured at the minimum necessary cost? 
In other words, are you doing things at the right price? 

Efficiency – the ratio of inputs to outputs; how well are the inputs converted into outputs? 
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The availability of an appropriate 

HR skills mix for delivering C/S 

services is essential and, if any of 

the required staff are missing, 

the service cannot be provided. 

For the selected 15 districts, we 

analysed pre- and post-

intervention data on the 

availability of an appropriate 

skills mix. The analysis showed 

that the availability of an 

appropriate skills mix had 

increased by 57%. When 

translated into the average number of days per month, this comes to seven additional days’ 

availability of the relevant staff.  

The continuity of HR also showed an improvement over the assessment period, where the full time 

equivalent (FTE) availability of 

doctors and anaesthetist 

improved from six months to ten 

months. This represents an 

improvement of 67% over the 

case study period. Similarly, the 

continuity of C/S service 

availability also improved. During 

the pre-intervention period, the 

service was available for an 

average period of six months but 

increased by 58% improving the 

average availability to nine 

months per year. This effectively means that availability of C/S services increased by three months 

over a period of 12 months. 

 

3.3. Effectiveness  

For assessing how effective the intervention has been, we measured the increase in the number of 

services delivered and whether there was any decrease in the SB rate. The services for which uptake 

was analysed included were: (i) C/S services, (ii) facility based deliveries and (iii) complications 

managed. 

In the study districts, the number of C/Ss carried out per month in facilities increased by 44%. Before 

the intervention, the average number of C/Ss performed per facility per month was 72. This 

Effectiveness – the link between outputs and outcomes; to what extent do the outputs translate 
into the anticipated outcomes? In other words, are you doing the right things at the right price, in 
the right ways? 

Figure 3: Availability of appropriate 'skills-mix' 

Figure 4: Availability of C/S services 

13 

20 

Average number of days availability of 'appropriate skill mix' to
deliver C/S services

Pre Post

6 

9 

Number of months with C/S services available

Pre Post
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Figure 5: Uptake of services 

increased to 103 during the post intervention period i.e. an additional 32 C/Ss per month. Normal 

deliveries and complications managed also increased during the post intervention period by 28% and 

18% respectively. However, the increase was not as high as for the C/S services.  

 

Improved CEONC services also led to a decrease in SBs in facilities. The reduction was 59% compared 

with the pre-intervention period. The average number of SBs in the study districts reduced from 11 

per month to five per month – a reduction of six SBs per month.  

3.4. Cost-Effectiveness  

Cost-effectiveness analysis goes beyond cost-efficiency to measure costs against programme 

outcome and impacts (rather than just outputs). This method gets to the heart of VfM allowing for a 

rational choice between programme options based on the relative cost of achieving desired social 

and economic results. For this evaluation, we analysed two dimensions to assess the cost-

effectiveness of the intervention: (i) cost per DALY averted and, (ii) benefit to cost ratio.  

 

The cost per DALY averted was 

calculated at GBP 51. This 

intervention can be said to be  

very cost effective since the cost 

per DALY averted is lower than 

the GDP of Nepal. The 

Commission on Macroeconomics 

& Health and the World Health 

Organization (WHO) recommends 

that an intervention is considered 

to be very cost-effective if the 

ratio does not exceed the GDP per 

capita of the country. The GDP for Nepal is eight times higher as compared to the cost per DALY for 

the intervention.  

 

£430 

£51 

GDP per Capita

Cost per DALY averted

Figure 6: Cost per DALY (£) 

72 

793 

65 103 

1013 

76 

C/S services per month - average Facility based normal deliveries
per month - average

Complications managed per
month - average

Pre Post
219 more normal 

deliveries (28%) 

12 more complications 

managed (17%) 
31 more C/S (43%) 
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The benefits were identified using three key indicators: (i) monetising DALYs saved using GDP per 

capita for Nepal, (ii) travel costs saved by the patient and (iii) cost of time saved by the patient- 

income foregone (using the minimum wage rate per hour of Nepal). Based on these assumptions, 

the savings calculated are shown in the Table 5 below. 

 
Table 5: Benefits 

Benefits GBP 

DALYs - monetised 928,091  

Travel cost saving 275,809  

Time cost saved 19,010  

Total 1,222,910  

 

The total cost of the mentor programme for the corresponding period including management 

overheads12 amounted to GBP 107,53513. This shows a cost to benefit ratio of 11.3 i.e. a return of 

GBP 11.30 for every GBP 1 invested. 

3.5. Equity considerations 

A key objective of public health services is to reduce the amount of private out of pocket 

expenditure incurred by the population in accessing health services. GoN has through different 

initiatives over time also reaffirmed its commitment to this objective. In order to assess whether any 

reduction in out of pocket expenditure to obtain C/S services resulted in the intervention districts  

we asked people about alternative sites to access C/S services if the existing site was not functional 

and what the likely travel costs were. The average travel cost paid by the user was GBP 99 (GBP 38 – 

GBP 252). 

As a result of the intervention, it is estimated that 2794 referrals were avoided in the assessment 

districts through the required service being available. This led to significant savings in transportation 

costs which, in many cases were high, and as a corresponding reduction in out of pocket 

expenditure.  

                                                           
12

 Estimated at 30% of the total cost.  
13

 It was not possible to exactly match the costs with the relevant period so some of these costs are slightly 
overstated. 

Average monthly 
income of unskilled 

labour 

Figure 7: Travel cost to obtain C/S services from alternative sites 
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3.6. Sensitivity analysis 

The cost effectiveness analysis carried out in this case study depends upon the accuracy of data 

provided regarding costs and user statistics and regarding the assumption of attribution. In order to 

check the robustness of our model we tested our findings by carrying out a sensitivity analysis 

around the variables that could potentially change the findings. The purpose of a sensitivity analysis 

is to see which variables can change the cost effectiveness of both management models under 

evaluation. We developed two tests as described below. 

Table 6: Parameters for sensitivity tests 

Test Details  Impact on 

Test 1 – adjusting 
DALYs saved 

- 50% decrease in DALYs saved Benefits valued and 
cost benefit ratio 

Test 2 – adjusting 
benefits 

- Excluding the benefits from monetising the 
DALYs and including only savings resulted 
from transportation costs.  

Benefits valued and 
cost benefit ratio 

 

The results of the tests suggest that the investment made in the intervention is still good VfM. 

Detailed results are shown in the table below.  

Table 7: Results of sensitivity analysis 

Details Base Test 1 Test 2 

Cost benefit ratio £11.37 £ 7.06 £ 2.74 

Cost per DALY averted £ 51 £ 103 n/a 
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SECTION 4 – CONCLUSION  
 

The intervention has been subjected to rigorous quantitative assessment using: (i) benefit to cost 

ratio and (ii) cost per DALY averted. In addition, sensitivity tests using decreased DALYs and no DALYs 

were applied to further check the robustness of the variables used in the analysis. Results of each of 

the above indicate that the intervention represents a good VfM investment having sustainable 

results. To summarise, the results suggest that: 

(i) The intervention remains highly cost-effective even under the conservative assumptions 

used in the sensitivity analysis.  

 

(ii) In the analysis, the costs included are only for the mentor programme as explained under 

section 3.1. However, we did a separate analysis where service delivery costs for the 

additional uptake of services was also included. The results suggest that the intervention is 

still very cost-effective and produces a benefit to cost ratio of > 2.8. 

 

(iii) It is likely that if the services continue to be provided that the uptake will further increase as 

a result of increase public awareness on service availability, further increasing the benefit to 

cost ratio and decreasing the cost per DALY. 

 

(iv) As the benefit to cost ratio is quite high, for improved mentoring services, GoN may consider 

increasing the number of mentors with dedicated districts assigned to focus on. This could 

further improve the uptake and quality of services delivered.  

 

(v) The study clearly shows that a significant cost was involved in accessing the alternative C/S 

sites. This cost may have resulted in either the women not accessing the service or resulting 

in a catastrophic payment14. If the assumption stands true the reduction in referrals out may 

have resulted in either the women being able to access the service (decreasing the chances 

of death and disability) or being able to avoid a ‘catastrophic payment’. This amongst others 

is a major achievement of the intervention. 

 

 

 

 

                                                           
14

 When people have to pay fees or co-payments for health care, the amount can be so high in relation to 
income that it results in “financial catastrophe” for the individual or the household. Such high expenditure can 
mean that people have to cut down on necessities such as food and clothing, or are unable to pay for their 
children's education. 


