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1. Description of Programme to be Assessed 
 
Since 2009, a cash incentive of 400 Nepalese Rupees (NPR) (US$4.50) has been paid to all 
mothers in Nepal who complete the World-Health-Organization- (WHO-) recommended four 
Antenatal Care (ANC) check-ups during pregnancy.1 The mother is eligible for the payment if 
she completes the four visits, delivers at an institution, and has one Postnatal Care (PNC) 
check-up.2 This ANC incentive scheme (called 4ANC) is in addition to a separate cash 
incentive of NPR 500-1,500 (US$5.50-16.50) paid to mothers to cover the transport costs 
involved in delivering her baby in an institutional setting, called “Aama”.  
 
In 2011, a review of Nepalese health sector Demand-side Financing (DSF) schemes3 found 
that while the 4ANC and Aama schemes served the same client group of pregnant women, 
they had their own separate reporting and accounting procedures, an inefficiency that 
significantly increased total transaction costs.4 The report recommended that administration 
systems should be streamlined, and that the payment mechanisms for the Aama and 4ANC 
payments merged. In other countries these benefits are often combined: for example, in the 
maternal voucher scheme in Bangladesh.5 
 
The results of the 2011 Service Tracking Survey (STS) supported this conclusion, finding 
evidence of confusion amongst health staff and patients about the two different claim 
procedures. It found, for instance, that more than one-third of facilities requested clients 
show their ANC card to obtain the transport (Aama) incentive, although this is not specified 
by the guidelines. This may have resulted from confusion with the guidelines for the 4ANC 
incentive programme. Furthermore, a few facilities (4%) reported that women did not have 
to show any documentation in order to claim their incentive.6 These results highlight that 
not all facilities comply with the Aama guidelines, and that different systems for different 
schemes may cause confusion.  
 
Uptake of the 4ANC payment remains low: in October 2012 (the first date for which 
evidence of 4ANC coverage is available), the six-monthly Aama RA (RA) found that  only 13% 
of women sampled who had delivered in a health facility had received the 4ANC incentive7 
despite the fact that, typically, 50%8 of new mothers have had the recommended minimum 
of four ANC check-ups. 
 
At the start of the Fiscal Year (FY) in July 2012, administration of the two schemes was 
merged, with eligible women now able to claim both the Aama transport incentive and the 
4ANC incentive in a single integrated application upon giving birth at a health facility. 
Beyond the application stage, accounting for the 4ANC and Aama schemes continues to be 
done separately and remains under separate budget headings. This Value for Money (VfM) 
study evaluates the costs and benefits of the merging of the two processes. 
 

                                                        
1
 Specifically at the fourth, sixth, eighth, and ninth months of pregnancy.  

2
 At the time of delivery she should possess a completed ANC card (Family Health Division (FHD), 2010b).  

3
 Adhikari SR, et al. A Review of Demand Side Financing Schemes in the Health Sector in Nepal. NHSSP, June 2011. 

4
 The Aama Programme, for example, was estimated to absorb around nine percent of total programme spend on facility-level 

administration. See Annex 2. 
5
 Adhikari SR, et al. A Review of Demand Side Financing Schemes in the Health Sector in Nepal. NHSSP, June 2011. 

6
 Suvedi, B.K. et al. Service Tracking Survey 2011, Ministry of Health and Population (MoHP), Government of Nepal (GoN).  

7
 ‘When analysed by ecological region, the findings showed that only 2% of the 285 women from the Terai had received the 

4ANC incentive. Out of 344 women residing in hill areas, 15% received the 4ANC incentive while the proportion was 35% out of 
100 women in the mountain region.’ Aama Progress Report, October 2012. 
8
 Health Management Information System (HMIS) 2013, quoted in RA of the Demand Side Financing Schemes: Aama and 4ANC 

Programmes. Seventh RA. MoHP/Health Research and Social Development Forum (HERD)/NHSSP, May 2013. 
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2. Background to Childbirth Incentives in Nepal 
 
The 4ANC scheme arose out of concern that women did not persist with ANC throughout 
their pregnancy. While Nepal has seen a significant increase since 2005 in the proportion of 
pregnant women attending at least one ANC visit, the drop-out rate between the first and 
fourth visits is high: in 2010, more than 40% of women who had had one ANC contact failed 
to have all four. This high level of attrition reduces the likelihood of a facility-based delivery, 
since there is some evidence that ANC visits closer to term are the most important in 
ensuring a facility delivery. The latest Nepal Demographic Health Survey9 (NDHS) confirms 
this: it finds that 58% of women completing four ANC visits deliver in a facility, compared to 
24% of those making only one to three ANC visits.  
 
Recognition of this link prompted the Government of Nepal (GoN) to introduce the 4ANC 
scheme in addition to the existing childbirth incentives. These are summarised in the box 
below. 
 
Box 1: Summary of Nepal Childbirth Cash Transfers and Payments 

 
Although there has been a five-fold rise over the past 15 years in the percentage of women 
making four or more antenatal visits during their pregnancies (from 9% in 1996 to 50% in 
2010),10 the rate of increase has stagnated in recent years: the proportion of women 
completing four ANC visits as a percentage of expected pregnancies was 47% for FY 
2011/12,11 a decline on proportions in previous years, from 48% in 2010/11 and 50% in 
2009/10.12 See Chart 1.  
 

                                                        
9
 NDHS 2011, Table 9.5. MoHP, GoN. 

10
 Quoted in June 2012 RA. 

11
 HMIS 2013, quoted in Rapid Assessment of the Demand Side Financing Schemes: Aama and 4ANC Programmes.  Seventh RA. 

MoHP/HERD/NHSSP. May 2013. 
12

 The June 2012 RA reported that ‘uptake of four or more ANC visits is higher in urban areas (75%) than in rural areas (48%) 
(NDHS, 2011).’ 

Incentives to Mothers: A cash payment to cover the transport costs incurred for a facility-based 
delivery of: NPR 1,500 (US $19) in the mountains, NPR 1,000 (US $13) in the hills and NPR 500 (US 
$7) in the Terai. Introduced in 2005. 
 
Free Institutional Delivery Services: Payments are made to health facilities for the provision of 
obstetric care. For a normal delivery, small health facilities (fewer than 25 beds) receive NPR 
1,000 (US $13); larger facilities (more than 25 beds) receive NPR 1,500 (US $19). For complicated 
deliveries, health facilities receive NPR 3,000 (US $38); for Caesarean Sections (CSs) NPR 7,000 (US 
$88). Introduced in 2009. 
 
Incentives to Health Workers for Home Deliveries: Health workers now receive NPR 100 (US $1.2) 
for every reported birth assisted at home. This scheme is in the process of being phased out 
because it has proved difficult to implement and monitor. 
 
4ANC: NPR 400 (US $4.5) is provided to women on completion of four ANC visits in the fourth, 
sixth, eighth and ninth months of pregnancy. Introduced in 2009. 
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Chart 1: Antenatal Care Visits, Nepal 2005 and 201013 and 2006/7-2011/12 
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they do not value the benefit or believe that it will be available at the facility. It is probable that if women know 

that they will also be guaranteed a free delivery (at the moment only 21 percent are aware of this) then the uptake 

of both free delivery and incentives would be greater. A second issue is the availability of cash once a woman is at 

a facility. Lack of budget for the cash incentive and service bottlenecks in providing free delivery remain important 

supply impediments to the success of the programme (see Section 6).   

 

The ANC4 scheme arose out of concern that women did not persist with ANC throughout their 

pregnancy, but it is still in the early stages of implementation. While there was a significant increase in 

the first ANC visit in 2010 compared to 2005, drop out between the first and fourth visits was high, with 

more than 40 percent of women who received one ANC contact failing to receive all four (Figure 2).  This 

high attrition level is likely to impact on the health of both the woman and unborn baby during 

pregnancy and may further reduce the likelihood of a facility based delivery, since there is some 

evidence that ANC visits closer to delivery are most important in ensuring a facility delivery.  

 
Figure 2:  Antenatal care visits 

 

Source: Annex A, Table 1 

Recognition of this link prompted GoN to introduce the DSF scheme, although it has yet to be evaluated.  

Uterine Prolapse is recognised as a significant public health problem that has not been adequately 

addressed within the health system. A 2006 population based survey found a high incidence of UP with 

one in three women (200,000 out of an estimated 600,000) in immediate need of surgery. The 

 
Source: HMIS 2013 and 4ANC Seventh RA, May 2013. 

 
3. Administrative procedures of Aama and 4ANC 
 
The 2011 Review Of Demand Side Financing Schemes reported that the Aama and 4ANC 
Programmes at that time required completion of at least four forms (Annexes 3, 5, 6 and 10 
of the Aama guidelines) before payment of the incentives to the mothers and the service 
providers. It found that Koshi Zonal Hospital, for example, discharged 20 women a day on 
average, requiring hospital staff to complete at least 80 forms a day. It estimated the 
administrative cost to be between eight and nine percent of spending for both schemes.14 
With recording and reporting formats similar, and the same person arranging the payments 
at facility level, the scope for rationalisation was clear. Importantly, since there is often no 
dedicated administrator or accountant in the health facility to complete the records, the 
staff nurses must perform such tasks, reducing their availability for health duties. Staff 
nurses at the hospital were reported as saying:  
 
“We don’t find any logical reason to fill out two sets of forms for a single woman. Two of us have been 

engaged to fill out the forms and complete the reporting and recording work”.15 
 

Since the start of FY 2012/13 in July 2012, a single integrated form has been submitted for 
both Aama and 4ANC payments at the time of discharge. The only additional description in 
the integrated form is a single tick to indicate whether the woman is claiming for 4ANC. 
Evidence of a completed hospital form for all four ANC visits is still required. Accounting 
instructions for 4ANC have also been revised and formally combined with Aama procedures. 

 

4. Flow of Funds for 4ANC Payments16 
 
The cost of the Aama scheme averages NPR 850 million ($9.5 million, £6 million) a year. The 
GoN contributes one-quarter (NPR 200 million in 2011/12), while donors contribute three-
quarters (NPR 650 million) via a pooled fund. NPR 70 million were allocated for the 4ANC 
incentive for FY 2011/12, which is fully funded by the GoN. In FY 2010/11, 85% of the total 
budget was disbursed. There are currently 1,400 ‘safe’ delivery sites across the country 
approved by the Ministry of Health and Population (MoHP) to receive and disburse Aama 
payments.17  

                                                        
13

 Table taken from: A Review Of Demand Side Financing Schemes In The Health Sector In Nepal. NHSSP, June 2011, using HMIS 
2006 and 2010 data. 
14

 See Annex 2 for estimates. 
15

 A Review Of Demand Side Financing Schemes In The Health Sector In Nepal. NHSSP, June 2011. 
16

 From Aama Round V Assessment, 2010. 
17

 133 are CEOC sites, 144 are BEOC sites, and 1,138 are Birthing Centres. 46 are private facilities. (As of May 2012 – Aama 
Progress Report October 2012.) 
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MoHP estimates the total annual cost of the Aama Programme on the basis of total 
expected deliveries and past trends of institutional deliveries and deliveries attended by 
skilled health personnel. The Department of Health Services (DoHS) allocates these funds to 
the districts on the basis of the estimated number of institutional and home-based deliveries 
attended by skilled health workers. The District (Public) Health Office (D(P)HO) provides 
part-funding in advance to the Health Facility Operation and Management Committee 
(HFOMC) at each health facility in order to facilitate distribution. 
 
The June 2012 RA found that three-quarters (74%) of women who had claimed the 4ANC 
incentive had received it immediately after delivery. Of the 26% who had not, most were 
asked to return later because funds were not available at that time. The same RA found 
examples of ‘inconsistent practices’ in fund disbursement from D(P)HOs to health facilities 
‘resulting in fund deficits at the D(P)HO and health facility level.’ Repeated rounds of 
financial checks as part of the routine RAs have regularly found a modest three to seven 
percent of claims to be ‘inaccurate’. 
 
5. Case Study Methodology 
 
In order to quantify (and monetise, where possible) the impact of the procedural changes, 
we used the following method: 
 

1. Using DFID’s 4Es Value for Money framework, we specified the step-by-step process 
by which incentives were claimed separately, before integration, cross-checking with 
the Aama RA transactions costs survey, 2010; 

2. We also specified the step-by-step process by which incentives are now claimed 
jointly, after integration; 

3. The changes between (1) and (2) were identified. 
4. The monetary value of (3) was estimated using information from the Family Health 

Division (FHD) accounts department, interviews with key staff, and other budget 
data; 

5. Additional theoretical effects on the effectiveness and impact of Aama and 4ANC 
payments as a result of integration were identified using RAs and STSs; 

6. Potential costs and benefits of (5) were estimated, using Aama Financial 
Management records, STSs, NDHSs, etc. 

 
A table summarising the range of potential effects of the integration is included at Annex 1. 
Whether these changes will materialise depends on the extent to which the integration of 
the claims process is accompanied by other financial management reforms. Since it is still 
less than one full year since the integration was initiated, it is likely that not all of them will 
have had chance yet to take effect. 
 
6. Costs 
 
We attempted to identify both GoN and Technical Assistance (TA) costs. Total TA costs for 
integration were available from NHSSP accounts and are shown as budgeted and actual 
outturn in Table 1 below. 
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Table 1: Total NHSSP TA costs for Aama and 4ANC programme integration since August 
2010 (£ sterling) 

Input 
NHSSP Budget 

(£) 

NHSSP Actual 

(£) 

Long-term TA              22,479 22,479 

Short-term TA                250                   250 

Activities                 5,769                   1,979 

Overheads               8,540                4,694 

Total               37,037    29,402 

 Source: NHSSP Programme Accounts 

 
We did not find any significant MoHP, FHD, or district costs or savings involved in the 
integration beyond the health facility level: although accounting instructions for 4ANC have 
now been regularised and made consistent with Aama, 4ANC remains a separate budget line 
and must be accounted for separately, as before. Changes are therefore concentrated at the 
facility level, where time savings accrue to health staff who no longer have to spend time 
completing an additional application form. NHSSP staff have estimated the time taken for 
the application process, based on knowledge gained via the RAs undertaken every six 
months since 2008. The sources and assumptions for these estimates are set out in Table 2 
below.  
 
Table 2: Sources and assumptions for estimating facility-level efficiency changes as a result 
of Aama and 4ANC Integration 

 
 
7. Results 
 
i) Economy: With fewer forms now required, there is a (trivial, but manifest) ‘economy’ 
saving in the cost of procuring the printing and distribution of the separate 4ANC form. We 
do not have MoHP costs for this so we attribute a nominal NPR 5 per form, giving a saving of 
NPR 112,500 (£750/$1,200) per year.  
 
ii) Efficiency: To obtain an annual estimate of efficiency savings, we scaled up the estimates 
set out in Table 2 by actual numbers of women participating in the schemes in 2011/12. See 
Table 3 below. It shows that the total facility-level cost of completing a separate form for the 
4ANC incentive for the current level of applicants that will now be saved is approximately 
NPR 500,000 (£3,500/$5,400) per year.  
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Table 3: Estimated facility-level cost of claims process for 4ANC incentives Nepal, 2011/12 
1. Estimated number of women claiming incentive 22,553 

2. Average time for recording, completing, and filing form (mins) 12 

3. Total time for completing forms (hours) 4,511 

4. Total person-days for recording and reporting (@ 7hrs/day) 644 

5. Per day wage of nurse (NPR) 603 

6. Subtotal of wage cost of form filling (NPR) 388,332 

7. Cost of photocopying (NPR) 5 

8. Subtotal of photocopying (NPR) 112,765 

9. Total operational (facility-level) cost (NPR) 501,097 

 
Mothers’ Waiting Time: The estimates in Table 3 do not include mothers’ time now saved 
waiting for a second form to be completed, or for the substantially greater time spent by the 
25%18 of recipients who have to make at least one return visit to collect their payment. If it is 
assumed that all of these costs on the part of the mother are avoided now the claim process 
is integrated, they could increase the estimated time savings19 by over NPR 405,000 
(£2,800/$4,300) – see Table 4 – raising the total saved to NPR 906,000 (£6,250/$9,600) per 
year. However, if the rate of mothers’ return visits to collect outstanding payments is 
dependent (as is likely20) on issues unaffected by the integration, such as availability of funds 
from the district or ministry, mothers’ time savings would be limited to the initial waiting 
time only: NPR 162,000 (£1,100/$1,700) per year.  
 
Table 4: Estimated time costs for mothers claiming and collecting 4ANC payments 2011/12 

1. Estimated number of women claiming 4ANC incentive 22,553 

2. Mothers’ time costs (see above) 

3. Average time for waiting while form filled (mins) 10 

4. Total waiting time for completing forms (hours) 3,759 

5. Total person-days for recording and reporting 537 

6. Per day wage of mother (assume half of nurse's wage) 302 

7. Subtotal cost of initial waiting time (NPR)     162,174 

8. Subtotal cost for 25% return visits (assume one hour round trip) 242,977 

9. Total mothers’ time costs (NPR) 405,151 
 

iii) Effectiveness: The most significant potential impact of the integration is on uptake. By 
combining the claiming of it with Aama, which is paid to 90%21 of those who are eligible, the 
current low (13%) uptake of the 4ANC incentive could be raised substantially. Seven months 
after the introduction of integration, the May 2013 RA22 found uptake had risen to 16%. 
While these levels are low in absolute terms, the difference between them (23%) is 
significant, and, since the surveys were undertaken after the integration of the claims 

                                                        
18

 ‘Three-quarters (74%) of women who claimed the 4ANC incentive received it immediately after delivery. Of those who did 
not receive the incentive at the time of delivery, most were asked to come later as the fund was not available at that time 
(89%). One-third of these women had received the incentive one to two months after their delivery (35%). More than two-
fifths of the women had received the incentive one week to one month after their delivery (42%). About three in five women 
had gone to receive the incentive once (59%) while two-fifths had gone 2-5 times (41%).’ Aama Progress Report, October 2012. 
19

 Any transport costs incurred by the mother in returning to collect her payment have not been included. 
20

 RA 6 found some evidence that budgets based on information provided by districts (i.e. by implication, the more financially 
competent districts) rather than estimated by FHD were released more quickly. On the other hand, RA 7 reports that ‘service 
providers said that the low use of this [4ANC] incentive was due to the difficulty of meeting the protocol (visits in specified 
months), the lack of funds, lack of awareness of the scheme and no provision for the 4ANC incentive at private facilities.’ Rapid 
Assessment of the Demand Side Financing Schemes: Aama and 4ANC Programmes. Seventh RA. MoHP/HERD/NHSSP, May 
2013. 
21

 Suvedi, B.K. et al. Service Tracking Survey 2011. MoHP, GoN. 
22

 The fieldwork for which was undertaken in February/March 2013. 
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process, they should be capturing its impact on 4ANC uptake.23 If we assume this rate of 
growth in uptake is repeated every year from now on, it will take nine years to reach 100% 
coverage of currently eligible women. Over that time the cost will rise six-fold from an 
estimated NPR 9 million in 2012/13 to NPR 58.5 million in 2021/22.24 See Table 5 below: 
 
Table 5: Estimated annual increase in number and cost of currently eligible women 
claiming 4ANC incentive in Nepal 2012/13-2021/22 
 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

No of women claiming 
4ANC@ +23% per year 

22,553 27,757 34,162 42,046 51,749 63,691 78,389 96,479 118,743 146,145 

Cost of increasing 
4ANC@23% per year 
(NPR mill.) 

9.02 11.10 13.66 16.82 20.70 25.48 31.36 38.59 47.50 58.46 

 
It is feasible that the rate of increase in uptake could in fact occur much more quickly, 
possibly even in a single one-off step change, if the administrative changes are implemented 
comprehensively. The increase in the cost would be the same, but would happen sooner. 
Note that the cost would remain within the reported 2011/12 budget allocation for 4ANC of 
NPR 70 million (see Section 4 on page 3), a fact which raises an important question about 
how the current underspend is being accounted. 
 
Another important question is how cost-effective this extra spending will be. Chart 1 (above) 
shows the proportion of pregnant women completing 4ANC has risen by one-third since 
2007/8, although this has actually stagnated since the incentive was introduced in 2009/10. 
This implies that it is currently having no effect, which is hardly surprising, if only a small 
proportion (about one in seven) of eligible women are receiving it and levels of awareness 
are low: a recent RA25 also found that only one-third of women were aware of the 4ANC 
incentive before they started their ANC visits.26  
 
6. VfM Assessment 
 
Total identified costs for introducing this reform are all one-off costs falling on NHSSP, and 
are estimated to be just under £30,000. 
 
Total savings are estimated to be: 
 

- £750 per year for MOHP in office procurement costs;  
 

- £3,500 per year in facilities’ administrative time; and  
 

- £1,100-£2,800 per year in mothers’ waiting time (depending whether a 
reduction in return visits to collect payment occurs). 

 
This brings total identified annual efficiency savings to £5,350-£7,050 per year, equivalent to 
a rate of return on the cost of introducing the changes of 15-22%.27 This estimate is at the 
lower end of the range of rates of return we found in our previous VfM case studies, but it 
nevertheless demonstrates the significant efficiency improvement that can be gained from a 

                                                        
23

 This will be with a great deal of statistical ‘noise’, however, being small samples, with only two observations and no baseline. 
24

 Assuming no increase in population, proportion of women completing four ANC visits, or in the level of incentive paid.  
25

 Upreti SR, et al: Rapid Assessment of the Demand Side Financing Schemes: Aama Programme and 4ANC, 2012. Kathmandu: 
MoHP/NHSSP/HERD. 
26

 Aama Progress Report October 2012. 
27

 At a discount rate of 3.5%. 
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very minor administrative reform. It also does not include other potential benefits28 we have 
not been able to quantify, such as the health impact of the nursing time released or the 
value of a (modestly) more auditable and transparent administrative system. 
 
The indications for the effectiveness and cost-effectiveness of the 4ANC incentive scheme 
present some challenges. Since its official introduction in 2009, there has been no 
improvement in the proportion of pregnant women going on to complete the recommended 
minimum four ANC visits: it has stood at around 50% for the last three years. This may be 
partly due to the low coverage of the 4ANC to date. However, the evidence that only about 
15% of women who complete four visits actually receive the 4ANC incentive implies that the 
remaining 85% do not require the incentive to do so. If this is indeed the case, it signals a 
potentially high level of allocative inefficiency. If integrating the process by which women 
claim the 4ANC incentive with Aama increases its uptake significantly – including by those 
women who would otherwise not have needed it – the cost-effectiveness of the programme 
may fall. Expanding the coverage of 4ANC will increasingly reach those women who need 
the incentive to complete their four visits, but at the cost of paying the (apparently) large 
proportion of women who do not. This could still represent VfM in absolute terms of lives 
saved, but may be less cost-effective than a more targeted approach. 
 
7. Conclusions and Recommendations 
 
The integration of the claims process for the 4ANC and Aama incentives has been 
worthwhile in terms of economy and efficiency savings for MoHP, facilities, and mothers, 
generating a healthy rate of return in the range of 15-22%. Inclusion of significant time 
savings for the 25% of mothers who currently have to return to the facility to collect their 
payment forms the upper limit of this estimate, though it is possible that factors other than 
the claims process will determine whether that actually happens.  
 
The effectiveness of the change is not yet demonstrated, however. This may be due to: 
 

- The fact that the changes were introduced less than one year ago and have still to be 
rolled out across all the participating facilities.  
 

- Limited survey data on the programme. The RAs on which this report draws are 
intended as light-touch monitoring tools, and are therefore small, sampling districts 
purposively. They are useful at detecting possible emerging issues but their findings 
are not statistically significant and robust conclusions cannot be drawn from them 
alone. It is recommended that NHSSP look into tracking the 4ANC programme and 
uptake in more detail. In the first instance, a 4ANC-specific RA could be 
commissioned, designed to substantiate the initial indications coming out of the 
latest RAs.  
 

- Additional changes may be needed to make the programme more effective. In the 
course of this VfM study we have found evidence that, after four years, the 4ANC 
incentive scheme is still being only very partially implemented and may be in need of 
an overhaul and relaunch. This could go beyond improved public information and 
administrative improvements to include a review of the current principle of 
universal coverage and the potential for targeting. For example, there is some 
evidence (from the October 2012 Aama RA)29 that where 4ANC payments are being 

                                                        
28

 See Annex 1 for a summary of all the potential changes arising the process integration. 
29

 See footnote 7 above. 
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made they are going more frequently to women in the poorer mountain region. It 
may be possible to formalise this in some way. The RAs also suggest that poor 
uptake may the result of other factors, such as the protocol defining the timing of 
ANC visits being interpreted too strictly. These should also be reviewed.  
 

- Finally, there is a MoHP budget reported for the 4ANC programme of NPR 70 million 
per year, while the estimated current level take-up implies a cost of less than NPR 10 
million. This discrepancy should be investigated. 
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Annex 1: Summary of potential changes in 4Es as a result of Aama and 4ANC integration 
 
 
 

CHANGE Economy Efficiency  Effectiveness Equity (Impact) 

Since July 2012: 
1. A single Integrated form is 
submitted for both Aama and 
4ANC at the time of 
discharge. 
The only additional 
description in the integrated 
form is a single tick to 
indicate whether the woman 
is claiming for 4ANC. 
Evidence of a completed 
hospital form for all 4ANC 
visits is still required.  
2. Accounting instructions for 
4ANC revised and formally 
combined with Aama 
procedures 

Number of forms printed and 
distributed to health facilities 
is halved. 

Time spent by mothers 
collecting (or returning to 
collect) 4ANC payment is 
reduced.  

- Risk of missing out on 4ANC 
payment is reduced;  
- More women receive their 
entitlement;  
- Total cost of 4ANC scheme 
rises (as coverage rises); 
- Cost-effectiveness of 
scheme falls, as women who 
complete 4ANC without the 
incentive now receive it. 
 

- 4ANC incentive becomes 
more effective when it is 
actually received by those 
who are entitled to it (and 
there is wider awareness of 
this); 
 
- Higher percentage of 
women fully complete 4ANC 
visits. 

 Time spent by facility health 
staff recording and reporting 
payments is reduced. 

- Less time spent by health 
staff on administration, 
potentially more on patients; 
- Increased risk that, with 
tick-box only now for 4ANC 
visits, incentive becomes 
rolled into (a now single, 
higher) Aama transport 
payment. 
 

 
 
 
- 4ANC incentive becomes 
ineffective;  
 
- Cost of Aama package rises. 

 Time spent processing forms 
by district accounts staff is 
only marginally reduced  but 
actual paper records halved, 
with implications for 
administrative efficiency. 

- Less scope for error through 
lost forms;  
- Audit process becomes 
simpler. 
 

- General accountability of 
process improves. 

 Time spent to approve - Budgets released to - 4ANC incentive becomes 
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budgets by FHD is reduced. 
(Depends whether budget 
approval process includes 
checking original forms.) 

facilities sooner (depends 
whether approval process of 
claims is the binding 
constraint on timely release. 
RA6 found evidence that 
budgets based on district info 
rather than estimated by FHD 
were released more quickly);  
- Women experience reduced 
delays/return visits/costs in 
receiving payment. 
 

more effective when it is 
received promptly and costs 
less (in mothers’ time and 
money) to collect. 
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Annex 2: Estimated transaction costs of the Aama Programme (NPR)  
taken from A Review Of Demand Side Financing Schemes In The Health Sector In Nepal. 
NHSSP, June 2011. 
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Table 5: Estimated transaction costs of the  “Aama” Programme (NPR) 

 

Cost components 2009/10 2010/11 

  25% growth 30% growth 

Total Institutional deliveries 215,599 269,499 280,279 

Facility level costs    

Average time for recording and completing forms (mins)   15 15 

Total time for completing forms (hours)   67,375 70,070 

Total person days for recording and reporting   8,422 8,759 

Per day wage of nurse   1,875 1,875 

Subtotal of wage   15,790,942 16,422,580 

Cost for photocopying   5 5 

Subtotal of photocopying   1,347,494 1,401,394 

Monitoring costs    

District level    

PHN @ NRs.15,000*13 months*75 districts    14,625,000 16,087,500 

Accountant @ NRs.15,000*.2 *13 months*75 districts    2,925,000 3,217,500 

Statistical assistant @ NRs.15,000*.2*13 months*75 
districts  

  2,925,000 3,217,500 

Regional level Coordinator @ NRs.45,000*13 months*5    2,925,000 3,217,500 

Zonal level    

Account officer @ NRs.15,000*.2*13    468,000 514,800 

Medical recorder @ NRs.15,000*.2*14    468,000 514,800 

DSA + travel expenses : 4 visits *NRs.12,000*3 
persons*75 districts   10,800,000 11,880,000 

Central level    

Monitoring officer @NRs.15,000*13 months   195,000 204,750 

Accountant officer @ NRs.18,000*.5 *13 months   234,000 245,700 

Forms and formats, files @ 100*12 times* 31000   3,720,000 3,906,000 

Rapid assessment   2,500,000 2,500,000 

Total monitoring   41,785,000 45,506,050 

Total transaction cost   58,923,436 63,330,024 

Total expenditure of Aama   700,000,000 700,000,000 

Transaction cost as a percentage of total expenditure   8.42 9.05 
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Annex 3: Aama programme progress and financial expenditure for FY 2011/12  

 

Type of delivery Number of 
women 

receiving 
free 

delivery 
service 
(No.) 

Number of 
women 

receiving 
transportation 
incentive (No.) 

Total 
amount of 
incentive 
paid to 
women 
(NPR) 

Total 
amount 
paid to 
health 

institution 
for free 
services 

(NPR) 

Home 
delivery 
payment 

(NPR) 

Total (NPR) 

Normal delivery 174,466  174,000  130,576,700  216,020,200  0  346,596,900  

Complicated 
delivery 

25,408  25,204  16,952,700  76,024,500  0  92,977,200  

CS 22,406  22,373  16,628,500  156,742,000  0  173,370,500  

Post-abortion care 228  144  140,000  419,000  0  559,000  

Complicated 
referral/come 

1,113  150  143,500  374,500  0  518,000  

Home delivery 20,111  275  137,500  271,000  170,600  579,100  

Total 24,3732  222,146  164,578,900  449,851,200  170,600  614,600,700  


