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EXECUTIVE SUMMARY

Female Community Health Volunteers (FCHY¥e)an important part of thehealth systemof Nepal,
especially in reproductive, maternatewbornand child healthRMNCH) issue$heir contribution has
reflected in the significant increase in national coverafesitamin A and deworming medicaticand
helped Nepal to fight high child mortalignd acute malnutrition. However, the life of these volunteers
and their ability to engage with communitissommunicate health information and provide servicesiin
changing context neeximprovement. FCHVs are at the lowest strata of a health systesy often feel
inadequately trained and supported, and with limited health knowledgenteet local communiy
needs

To address these issugbe Nepal Health Sector Support Prognawe (NHSSP3 is working with BBC
Media Action to develop and test an innovative use of mobile technology to improve the quality of

interaction and communicatioRCHVs haweith the familiesthey serveand communitiesThep oj ect ' s
Theory of Change (To@psits tha improvingF CHV s’ k of kewHealtll igseesimproving their
communication skilland lifting their own confidence anefficacy will increas¢he quality of FCHY ’

interaction with communities This will thenincreasethe c o mmu n i t i them ahdrleads tb an

increaseic ommuni ti es’ uptake of healthier behaviours &

In order to improve FCHYV interactions we mudgeply understand the issues affecting FCHVs and the
communities they aerve, what current interaction and communication looks like and what their access
to mobile technology currently i8BC MedigAction conducted formative research irthe three target
project districts: DarchulaTehrathumand Rautahat. The qualitative remeh tried to understandthe

life and health priorities of FCHVs atite consumes of their services(women and meh in the
communities FCHVs' ability and confidence to engage and communicate with commurihigis
barriers and challenges in communication and engagemantl the scope and barriers of usirg
mHealth initiative to improve services. Focus group discussionglejpth inteniews and observations
were conducted in January and February 2019 in nine communitesass thehree districts.

KEY FINDINGS

Understanding key target audiences

The researcliound that FCHVs are from diverse ethnic and caste backgmandwith variedlevek of
education. There were a range of motivating factors which encouraged women taiakadstay in

the role of an FCHV and these included social status, small financial incentives, learning about health
issues and to help and supporther people in their communities. Although the FCHVs were recruited
from three different ecological zones and districECHVscommunication and interaction with the
family and communities and their roles and responsibilities are similar across threetsistonsidering

their age, education, training and support and engagement with communihes,esearch found there

were three emerging segments of FCHVs in relation to their background and ability to communicate
effectively with communities



Thepioneers First generation FCHVs whaovldeen servingor more than 20 years, little or no formal
education and have high individual barriers to engage and communicate with commusitiels as
mobility issues)Found in all districts of the research, theyreelightly more commom Rautahat.

The active enthusiastsSecond generation FCHVs, comparatively young and more educated than the
first-generationFCHVshave support from other sources e.gNGOs working in the localities, more
confident and engaged with communitiegthey were found more commonly iDarchula and
Tehrathum

The educated youth' Young women who have been recruited in the past five to seven years, most of
them have completed secalary education with many having completed school certificate exam and
have gone to college. These young women are less experienced but very active and interested to learn
their role. Their engagement with communitieshigherdue to their proactive communicatiofostly

found in Darchula and a few in Tehrathum.

This research also identified four different types of women across the three districts who have similar
attitudes, practices and challengegith regards to their accesw healthcare and interaction with
FCHVs

Ruralengaged These ural women are connected to FCHVs and receive their regular services. FCHVs are
most often their first point of contact for healtrelated issues and concerns as local health facilities ar
far away.

Ruralrestricted: Rural young women who have recently got married or pregnant for the first time. They
are dominated by their mothers-law and have limited access to FCHVs or other healthcare facilities.
Mothers-in-law or older women in th families are their main sources of health information, and key
decision makers on the health issues. They often receive services when FCHVs visit their household but
rarely havedirect discussion with them.

Ruralisolated Rural women who live in remoteillages, often disconnected from serviahse to poor
transportation links, and local FCHVs live hours away. These women do not contact FCHVs-and vice
versa. They prefer to go to health facilities when they need healthcare support.

Urban IndependentsUrbanwomen, educated and economically active. They can access health facilities
easily. They are fully or mostly unaware of the FCHVs in their communities and their services.

The researclalsoidentified that older women in the families are more engaged witH¥&€ compared

to young, newly married women. Restrictive soci al
making for their health issues. Men were particularly found disengaged with maternal and child health
issues as they perceive thegsues as dg the concern ofwomen andhave limited knowledge and
understanding on the FCHVs services.



Understanding barriers

Del i veri ng F CH \RallengthgaRCH\s dacadaage ofjhalldngesaral barriersoperating
in traditional societies, in diffult environmental settingand with limited or little institutional support
The formative research explored the barriers that FCHVs face in Wk but focused especially on
those which could be addressed througmélealthinitiative.

Lack of irdepth knowledge onsome of the key RMNCH heaidsues wa®ne of the biggest barriers
FCHVs face while serving the communities. This often put FCHVs into difficult sguwdtemtheyfeel
they are unable to answer questions effectivelyhis is compoundedd y  F CpoHov sducational
backgroundlack of regular training on health issues and limited support from oith&itutional health
systems As a result, there can be a lackafmmunitytrust in FCHVsand disengagemerfrom FCHVs
services and activities.

Besides immunisation and vitamin A campaigmsalthmot hgrsup ( HMG) meetings
household visits are the main interaction points where families and communities meet FCHVs and
receivetheir servicesHowever, he formative research identified that these activities are not frequent

in many communitiesMany FCHVsvere uncertain whethehouseholdvisits arepart of their role and

those who think it is included only do it if thereaspecific need e.g. after the birth of a baby. HMGs

wer en’ t a cofthecammunities st@died/and in most places th@upmeetings are operating
asfinancecooperatives rather than focusing on the dissemination of health information. Howewer, th
researchfound that in Darchula andTehrathumsupport from I/NGO activities makes a significant
difference to FCHVengagemeh compared to Rautahat where there is no actiV&lGO supportto

FCHVs.

FCHVind it difficult to communicate with certain grogof people, especially young women and men,
and in some places with older women who have strict traditional views. Findiggestthat theFCHVs
sometimeslack effective communication and negotiation skills and techniques to engage with different
target populations. Many of them also lack skills in communicating sensitive health information like
contraception use with meor sae abortion and menstrual hygiene with young women and girtsgs

lack of skillcoupled with shallow knowledge on the health issuesults inlow FCH\tonfidence and
efficacy.

The research identified that wsof communication tools such as IEC and N@Wiged flip chart, leaflet
etc. improved both FCHVs communication asmmmunity members ability to understanamplicated
health information.However,FCHVseported that they only use these tis in the HMG meeting&nd
eventhenrarely) as thematerials are old, worn and members have lost interest as they have seen the
many times.This is affecting the quality of engagemeatmmunication between FCHVs and members
of the communitieshasbecome mainly verbalunstructuredand informalresulting in communities not
taking FCHVs health services seriously. Many FCHVs in this study meritianddgh quality visual
materials such akigh-resolutionphotos, videos etowill improve the quality of communication and will
help them to have moreféective communication with families and communities.



Finding solutions to improvénteraction and communication

In two of the three districts, FCHVs had good access to mobile plamaeused them regularly. Coupled

with the demand for more engaging conunication tools, this provides fertile ground for testing a
mHealthinitiative. FCHVs also expressed a desire for such mobile phone contbatdeliveredin a

simple way, in their local languagand through a trusted and engaging characterteractive Voice
Response (IVR) stands out as the most effective way to implement such an initiative where most FCHVs
use basic phonedA highquality training module for FCHVs which they can access easily in their own
time could address communication skills, knovgednd confidencessues.

There is a clear demand across all FCHVs for a more effective way to communicate with mothers and
communities on key health issueBoth the groups- FCHVs and community memberdbelieved that

visual aidgmprove communication and quality of interactior tool which is used within community
interactions and helps to directly facilitate high quality, structured, engaging and informative discussions
could bewell received and effedte. The job toolcouldbe IVRmobile basedvith audio contentbut can

also be supported byprinted visual aids(fresh and lightweightfo help support womenor men to
understand informatiormore easily.

While an IVR solution can be designed todimple and easy to ussome older FCHVs who have very

low mobile literacy and struggle to use its basic functions (like making and receiving calls) may not
engage withthis initiative. The rabile phone ool will likelybe more effective for
ent husi ast s’ and ‘educated youth’ gr ouepmobilemho ar e
literacy.

This mobile initiative will not provide solutions to wider challenges FCHVs hdawy deeply
entrenched social and gender norms restrict young mathar pregnant womens mobi | ity and
to health information for themselvesand their babies Alternative media and communication
interventions outside of the remit of mobile intervention, like mass media campaign or drama that
brings about positive rel modelling,would be more suitable foraisng awarenessand motivating

families to seek healthier behaviaur
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1. INTRODUCTION

This report presents the formative researihdingsconducted irthe threetarget districts— Tehrathum

Rautahatand Darchulaas part of themHealth for Female Community Healtolunteersproject in

Nepal. The focus of this research was to explooev Fe mal e Communi ty (F@EMsl t h Vo
communicate with communitiesand the health supportand information they provide This was

explored in order to assess the feasibility BnmHealth initiative for FCHV.sThe aim of themHealth

initiative is to help FCHWomMmunicate more effectively

The report unfolds as follows:

Section .Summarises the context and background to the project and research

Section ll.Describes the research approafch this study.

Section Il Presents and discusses the research findings

Section IV.Identifies the implications of the research and the opportunities for the progexct

wellast he wi der i mpl i cat itionowghcoébnonuniti€sCHVs’'® communi c a

=A =4 =4 =

1.1 The poject

The Ministry of Health and Population (MoHP) is currently implementing the Nepal Hsetttor

Strategy (NHS) 20152020supported bythe Nepal Health Sector Support ProgranDEIBNHSSP) he

NHSSP 3Junded by the UK Department for International Development (DFHDY led by Options
Consultancy Services, hag corecomponents: general technical assistaneamprove the capacity of
the Ministry of Health and PopulatiorMoHP); and support the MoHP ’ capacityto retrofit health

infrastructureagainstfuture environmentalhazards, including earthquakes.

As part of NHSSP, ®ptions Consultancy Services hammmissioned BBC Media Action to pilot an
innovation using mobile phone technology to improve the quatifyinteraction FCHVshave with

families and communitiesThe p oj ect ' s TheorhypotkeSiessChange mpadoC) ng F
knowledge communication skilland efficacy will increase the quality of the FCHV interaction with
communities The improved quality of interaction will improweo mmu n i t iy FGHVsvhichunsllt
increase communities’ uptake of heal tvitésser behavio

The aimof the projectisto designand pilot an effectiveand sustainablé&CHV tool prototypéor future
roll out by the Government of Nepal (GoN). BBC Media Adtimorking closely with the MoHP, Nepal,
and DFIBNHSSPnN the development, implementation and evaluation of the prototype innovation
ensure that the project and the tool is appropriate for Nép&lCHVs anélture roll out This project
looks particularly at wherghe mHealth tool can support the work of FCH\&rving vulnerable or
marginalsed communities.

Theprojecthasthree core phases:
9 Initial research and scopirgUnderstanding the unique needs and situation of FCHVs in Nepal
1 Prototyping and usetesting— Taking ehuman centred desigapproachto develop a practical,
user friendly solution
9 Final iterations and assessmenEvaluating the effectiveness of the tool



Figurel: Map of Nepal showing research sites
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2. THE RESEARCH

2.1 Researclobjectivesand research questios
The aim of the formative research was to infothe design ofa solutionthat best supports FCHVs in
their role as health promotersThe research was designed to understand

1. FCHVs ' aralbconfidericato engage and interact effectively with the families and
communities they sete;

2. The barriers anl challenges=CHV$ace in communicating information and providing services to
families and communities omeproductive, maternal, neonatal, andchild health (RMNCH)
family planning andutrition issue#areas

3. Familiesand ¢ o mmu n petcéptoss towardsFCHVsand the quality of the seiges they
provide and

4. FCHVs' access to mobile pharal willingness and capacity to usénitheir work

The esearch design and study instruments were developed by B&dia Action Anweshan Private
Limited, a Nepal based research agenaygs commissioned to conduct data collection and data
management The field work was conducted in the thretarget districts béween JanuaryfFebruary
2019. BBC Media Action researchers in Kathmaigghality assured the data collection process and
worked with researchers in London to analyse the data and write this report.

2.2 Formativeresearchmethodology
A qualitative research ggpoach was applied to conduct this formative researdhotal of 27 focus
group discussiongFGDs)89 in-depth interviews(IDIs)and 18 observations wereonductedwith FCHVs,



members of communities and health sector practitionatgossnine municipalities in the three target
districts

FGDs and IDIs were conducted wiEHVspregnant women andnothers of young children (age
below two yeary husband and fathes of young cHdren (aged below two yearspnd female
gatekeeperdn the families(i.e. mothersin-law). IDIs werealsoconducted withstaff members of the
health facilities i(e. Health Facility ktharge or Health Coordinatprocally elected officials (i.&Vard
Chairperson or elected female membeand representative o€ommunity-BasedOrganisations (CBsD
to understandwider FCH\perceptionsand support, ando triangulatethe data collected from FCHVA&
structured questionnairewas alsoused with FCHVaith whom we conducted the FGDs and Ifds
gather information ortheir mobile ownershipusage and literacyfhe structured questions were asked
with eachparticipant at the end of each 1Dt FGD

Observatiors were also conductedo understand FCHVstwo main interaction points for health
promotion with families and communitiesHealth Mothers Group (HMG) meetings andF CHV ' s
household visitéo meet mothers of younghildrenor pregnant womenHMG meeting were designed

to be held once a month where the health facility stafivites women of reproductive ageo become
membess. The FCHV ithen appointedby the HMG to the role of FCHANd the role of member
secretaryfor the HMG TheFCHYV is then expected to set the dates and dgeuf the HMG as well as
sharing health information from her trainingiith the support of health facility staffA researcher
accompanied FCHVs during the meetings and household visits, and later interviewed them to clarify
their actions.See section 3.3f observation notes.

A detaikd breakdown ofthe differentmethodsand participantss provided in ppendix1.

2.3 Study dstricts

The research took place in the three pilot project districts, whighe selectedbased on key health
indicators (see table ) and Human Development Index (HD¥yores. This selection als considered
representation of evergcologicakone in Nepal Hill, Mountain and Terai

Tablel: Status of key health indicators in theelected districs'

Key health indicators Tehrathum Rautahat  Darchula
Family planning@use ofmoderncontraceptive methodsvithin married womerof | 27.6% 42.3% 37.5%
reproductive agg

Institutional delivery 28.3% 41.9% 59.6%
Four ANC uptake 34.3% 37.8% 50.7%
ThreePNC uptakes per protocol 1.7% 32.3% 19.7%
Children under 1 years immused as per NIP schedule 79.6% 47.9% 85.3%
Low birth weight(< 2500 gm) 6.6% 9.5% 6%
Children with anaemi&-23 months) 55.2% 59.4% 49.8%
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i. Tehrathum

Tehrathum is a hill district in provincé and is the smallestof the three pilot districtan termsof area
(679km?) and population(101,577) It is a relativelywell-developeddistrict in Nepalvith around 15% of
its population living undetthe poverty lineg and a highliteracy rate of 74.6%4 higher than Nepal's
national literacy rate of 63.5% The TehrathumHuman Development Index score is 0.5&wever,
overall reproductive maternal, neonatal and child healtR¥NCH indicators are poor iffehrathum
(see table 1)

Hinduism is the dominant religion ifehrathumwhich is 52% followed biirat (33%) Janajati is the
dominant castewith 36%o0f the population followed by Brahmi{19%)and Chettri(13%9. Around 50%
of peoplein the districtspeakNepalias their first laguagefollowed by Limby34%) and Tamang6%9.™

ii. Rautahat

Rautahat isa Terai district in province2 andis the largestof the three pilotdistricts in terms ofarea
(1,126 knd) and population(686,722) Unlike mountain and hill areas, transportation links are good in
Terai districts, which hashelpedboost economic activities in the region such@smmercialisegoultry,
dairy and vegetable farming. However, ovedsdlielopmentis very low witharound 34%of population
living underthe poverty line andt featuresthe lowest literacy rates in Nep@2% andthe district is
highly vulnerable to floodingStrong social stigma playssignificant role in low uptake of healthier
behavious in the district (and in many parts of Terai), including usageaofilj planningmeasures
whichare considerec sinamongsomeMuslim familiegseetable 1 for more health indicator¥).

Rautahat hashe largestproportion of Muslim population (20%)n Nepalwith Hindu being the major
religious faith in the distric€729). In terms of castelte district comprised 16% of Dalit, 10% Janajati, 6%
Brahmin and 2%Chhetri's amongother groups.Bajjika is tke mostcommonlanguage in the district
(6099 followed by Urdu (19%) and Nepali (6%).

iii. Darchula

Darchula is a mountainous district in province 7 covering 2,332akich with a population of 133,274. It

is one of the least developed districts of Nepal with deeply rooted poverty and characterised by a lack of

basic infrastructure, difficult geophysical conditiand dominated bytraditional agricultural practice.

The HDI value of this district is 0.44 with around 58.4% of the population living under the poverty line

and an average literacy rate of 656be s pi t e al | these underdevel opment!
healthindicators areoverallbetter than the other twodistricts in this project (semble 1).

Hinduism is the largest religio{®8.8%) followed by the Buddhism (0.9%here Chhetri is the most
populous caste comprising 65% of the population, followed by Bral@hhetri (8299, Thakuri (3%),
Dalit 8%),and remaining population comprises occupational caste groups. Doteli isds commonly
usedlanguagespoken by 96% of the populatidn.

2.4 Selection of municipalities

The formative research selecteshe high, one medium and one low performinnicipality based on
the key health indicators (imable 1) from eachof the three pilot districts, choosing oneurban

municipality andtwo rural municipalities The selection process assessed the municipaliigainst
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Health Management Information System NH5 health indicators. Table identifies the sampled
municipaliies from each district The key health facilities data across the three districts and nine
municipality is listed in annex 2.

Table2: List of selected municipalities

“Darchula Tehrathum Rautahat
High Sailesikha Chattar— Yamunamai-
Urban Municipality Rural Municipality Rural Municipality
\V6[0g M Naugad- Laligurans- Durgabhagawati
Rural Municipality Urban Municipality Rural Municipality
Low Lekam— Phedap- Katahariya-
Rural Municipality Rural Municipality Urban Municipality

2.5 Strengths and limitations of the research
Strengths:
1 Provides a comprehensive insight into the lives, challenges, motivationsnabde useand
habitsof FCHVm thetarget districts
1 Provides a comprehensive insight into thealth information needs f ‘“dleDy0 Omot her s’
(pregnant women and women with dtifen under the age of twagnd their families
1 Datatriangulation was used in order to validate the different data points, though interestingly it
was challenging to validate between different perspectives between communities and FCHVs
For example,FCHVs and the communitad very different understandings of the rad¢ FCH¥
and these contradictingesponsesvere helpful for identifying key differences in perspectives
1 Provides an in depth understanding of the information and communicdigiween FCHVs and
the communities they serve in order to identify key gaps where a mdealthcommunication
tool could help

Limitations:

1 The dtailedknowledge of FCHWgasnot fully testedin this researchinstead ve exploreal their
selfreported knowledge comparing this to perceptions from beneficiariaad observed the
knowledge they shared in interactiomsth community members

9 This researcifiocusedon the role of FCHVs as health promoters and did not attempt to explore
the suppat they provide within outreach clinicancluding keeping records and undertaking
tasks such as weighing children

1 Whilst we tilfilled the sample sizand quotesduring the researclit wasvery difficult to recruit
male respondents atiusband/fatherswere often not available and we did not get a view from
those that were absent.his wasmore evidentin Darchula where many menigrate abroadfor
work.

1 The researchid not fulfil the sample foilCBOsn Tehrathumbecauseve couldonly identify two
suitableCB@workingin the target municipalitiesnstead of the sample target tliree.

12



3. RESEARCH FINDINGS

3.1UnderstandingFCHVs and the communities they serve

3.1.1Female Community Health Volunteers

This sectioescribed=CHV#n the three districtstheir demographigorofile, their motivations for being
in their roleand thdr perspective on theupportthey receive.

FCHV#&ave contributed to improved healtim rural Nepal

The FCHV program in Nepal,

introduced i n 1988 Figure2: Who can become a FCHV?
Ministry of Health and Population
(MoHP), was designed to enhanc
t he country’'s p
network,  improve  community selected by Health Moth
participation, and expand the community

outreach of health sevices. In the
early years of programe initiation,
married women of reproductive age local language
(1549 years) were selected as
FCHVs and assigned to act as heg
promoters and dispensers of healt agree to provide 10 years of service
commodities (e.g. family planning
commodities including condoms an
the contraceptive pill). Later they
also started serving as health servi¢  {j permitted to work up to the age of 60 years
providers, notably treating childhooc

pneumonia and diarrhoea at the Source: Nepal Female community health volunteer

community leverivi programme strategy (unofficial translation)

i Women who are willing to work asvalunteer and

11}
—_

U Women who reside in the local area and speak the

U Are aged 2a15 at the point of recruitment and

U Preference is given to those mothers avhave no

more than three children or single mothers

Over 50,000 FCHVs are working in
Nepal, of whom 97% are in rural ar¢aglaying a vitarole in the implementation of many community
based maternal and child health programes such as the NationdlmmunisationProgram, the Birth
Preparedness Package, Commuigsed Integrated Management of Neonatal and Childhood lliness
(CBIMNCI), Integraté Management of Acute Malnutrition, Infant and Young Child Feeding, and Family
PlanningProgramme TheFCHWole generally focusses drealth promotional activities of mothersnd
children in their working areaand family planning advice for adolescents and newly married women
FCHVs are attached to a health post and receive a monthly travel allowance of NBR st@finission

of activity data

FCHVs are from diverse ethnic and castéekground
FCHVs in the study districts drem diverse ethnic and caste backgrounice. secalled upper caste
Brahmin, Chhetri, antbwer casteJanajati and Dalit. This diversity largely reflects the diversity among
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the populationwithin the districts.In Rautahat Muslim FCHVwere interviewed whileén Darchula the
majority of the FCHMaterviewedwere Brahmin Chhetriand a éw Dalits

Younger FCHVs are more educatidn older FCHVs

FCHVs in the study areemnged in age from early twenties to eadixties witha sizeablenumberover
50years Though theGovernment of Nepal retiremenagefor FCHV& 60 yearsin Rautahathere were

still FCHV#n serviceafter this age FCHVs had a range of lengths of service, but more commonly had
been in their rde for severalyearsand many only been educated up to primary school ledelvever, a
younger group of womenwere identified, particularly in Darchulasho have been serving as FCHVs for
less than 10 yearand reported higher educational qualificatidevels SchoollLeaving Certificateand
college leve). These younger womeiaged betweenearly twenties and midhirties, werefoundto be
more motivatedand able to provide more time faheir FCHV role as they are less involved in economic
activities compared to their older counterpast Thebreakdown of FCHVs by ageducation, caste and
year s' asdigied in fpemdix3e

"At that time, very few people would take interest to be FCHV. We had our matHave, but they
O2dzf Ry Qi BEBslthRy werg RiteratélBa] the daughter in law used to prepare the reports. Like
this, it was passed on to the daughierlaw"

FCHYV IDI participanirban, age 40, Darchula

FCHWtecruitment by Health Mothers Group Meetings

In line with governmentCHV'strategy, most of the FCHVs in all three districts were chokgtheir
localHMGs and they wereusually alreadymembers of the HM& A motivating factor for becoming a
FCHYV was following in the padifian elder family member, most often their matts ormothersin-law.
This was seen as an advantage as the retiring FCHV could help the new FCHV. Otherd-t#évis ha
appointed onthe recommendation of health facilitgtaff. In the hilly region(Tehrathumand pars of
Darchula FCHVs reported they werelected because they had higheducationlevelsamongst the
women in ther community.

"Representative from the health post came to my house to propdseput myname forward for the
FCHWpostas | was educated in the village. He explainedrtiies and trainings which | will get from
health post. So, my mother in law wanted me to join as | will be able to make ORS solution at least for
my children."”

FCHV FGD participanaral, agel 40, Tehrathum

Interestingly, me FCHYV iMehrathummentionedthat in the past,communitiespreferred to appoint
women whose husbands worked ihe health sector orwere teaches. Inthe beginning of the FCHV
programme the communitydirectly seleced the FCHY¥ as there were no HMG groups

FCHVs are motivated bgdming about family health issues and respected social status

AllFCHY¥in the study gxcept for a few in Rautahat) reported that they hadeived 18 daygoundation
training after startingheir roleX The exceptions in Rautahat explaintat it wasdue tothe transition

to the new federal system. HEtraining helps them to learn and understand family health issues, which
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they disseminate among the community members as well as srakngsttheir families. Most of the
FCHVs mentioned thigpportunity to learn and being uf date on the family health issueasone of
the main motivating factors for them.

"The feeling that | serve for my own community to save lives of pregnant women, children and others by
sharing information and seeing pgle follow that information has motivated me to workasCHV".
FCHYV IDI participamural, age 38, Darchula

FCHVare also motivated bymprovedreputationand respecin the community FCHVs in Darchula and
Tehrathum reported that their hard work as FCHVis acknowledged by the communities and
government professionalsatdh ey ar e known as per sonsTheirdd€@iHivng go o
role can also see therangage with local government bodies whitthither help them to grow tleir

network and status Furthermore, all FCHVs reported having support from their families in doing and
delivering their job. Te FCHVole was also identified as givirigem more mobility compared tomany

womenin rural Nepa) where the FCHV role breaksetrestrictive gender normdbarrier that expects

women to stay in the home, this farticularly evidentn the Terairegion

Low monetary support is demotivating

Almost allFCHVsnentionedthe lack ofmonetary support and acknowledgements by the healttstgyn

as demotivating. However, in line with ta FCHV Survey 201l#hile FCHVs reported low monetary
incentives as demotivating overall the majority of FCHVs also reported that they are motivated and
happy in their role Being in voluntary services, FCHVs do not receive any fixed remuneliastead

they receivea montly travel allowance®f NPR400andan annualress allowancef NPR7,500. It was

also reported thatin Tehrathum FCH\Weceivean additionalincentivefrom the health facility (though
funded by pas- an NGO working in the districfor: referring eachpregnant woman togovernment
hospital (NPR 50¥or abortion servicesand undertakingurine pregnancy test for women (unknown
value)

Thegovernmenthasa pension scheme for FCHatsthe age of60 years providingNPR20,000when
they retire. Almost every FCHV close to retirement dggel mentioned this as a motivating factor.
However, issues were reported in Darchula dmthrathum OneFCHYV in Darchutaported that shehas
been planning tdake early retirementb ut h a d n ' t duerta alagkgofamyoné lmeing interested
in replacing herwhile a few FCHV$n Rautahat are still servingfter 60 yearssaying thegovernment
wasunable to replacehem due to lack ofesourcedut that they werestill interested to work further

FCHVdelt they were notsupported enoughto deliver their job

FCHVs felt they were naufficiently supported. Theyreported receivingthe foundation training but
thatt her e ar eonregular eefieshergchursedhere are sporadic training sessions offatent
heath issues, either by the government or NGOs which they found hdlptutoo infrequent As a
result, they tend to forget information they learn duritige training sessions.

Some FCHVS reported thae flip chart they are provided during their foundation training and leaflets
from the National Health, Education, Informatiand @mmunication Centre (NHEIC&)Department
of Health Services (DoH®nd NGOs(nongovernment organization)are helpful to emember
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information. However most FCHVSs reported thitesecommunication materials are not up to dased
often don’t hel pedarswer totthe qupriesofrenn abramudity hesmbers

The health post iktharge or aother health professional sth as anAuxiliary Nurse Midwiféd ANM)is
meant to attend the HMG to support FCHVs in discussing and provide detail health information to the
group membersHowever they are often absent or remain as silent obsenansl so are not supplying

the supplemerary health information and support to the FCHV thatsisommendedn the government
FCHYV strategy.

"LG Aa I OKFIfftSy3aS FT2NIC/ 1 +xa ¢gKSy GKS& R2yQi 1y2¢
take ourhelpto answer those qué®ns. When we go to the immuiigon clinics, we also ask them if
they are having problems regarding their work. VWeegpur full support and help then.

Health coordinator IDI participanairban, age 47Tehrathum

Typical FCHV audiencedfiles

This researchcategorsed the FCHVs interviewed into three differegtoupings based on their
demographic background, motivation effectiveness, engagement with the community members,
support they have from different sources and challenges they face while delivering theirefb afidg,
the pioneerQ the active enthusiasf3 and the educated yothQ A short profile of eachcategoryis
provided below.
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The Pioneers

U Pioneerswere found more in Rautahat an a slightly lesser extenn
Tehrathum

U Older womenwho started their role as FCH¥5 to 30 years ago when fe
women in Nepal wanted to become FGHV

i They have faced a lot of social challenges lhave been motivated by
doing social goodhelping families with their healtand respect within the
community

i Many of them are waiting to redee their pension and that has becon
their current motivationto remainin their role.

i Have no or very little formal educaticemd havenot been trained for many
years

0 They wbibhouseholds owing to their own health challenges such
short sightedness, arthritisndback pain

i Mainly communicate with other older women in the community |
mothersinlaw.Young wo me n, girls and mg
womenwith low education

i Their communication materials are old and worndatney have very littlg
new information to share with people in HMG4MGs tend to be used 2
cooperatives

The Active Enthusiasts

U The second generation FCH®ge mostly from Darchulaand some in
Tehrathumwho started their role arouneight to 10 years ago, agemid-
30s to 50 years.

U Motivatedto take up the roleby an older female family member who al
served as a FCHV

U More educated than their predecessordave basic primary or secondd
education. TRy have access to mobihonesand know how to us¢hem
for different purposes

U More connected socially and more active in delivering their FCHV
compared tothe older FCHVs

U In their areas, HMGs are active aodn besupported by I/NGOsThe
majority of themalso conduct household visits

U They are engaged with women of all age groups and often with men

U They stillreport challengesncludinginsufficient supervision, support an
training to meettheir needs and castbased discrimination(more in
Darchula) They also find communicating sensitive health issues with
(e.g. contraception) and women (e.g. safe abortigififjcult
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The Educated Youth
i

Educatedyouth, mostly from Darchuland some are fronTehrathum

They are newlyecruited FCHVand are undeB0 yearsold with less

than 5 years’ experience

All of them are educated and many have completed SLC egeoll

Dedicated, eager to learn and spend lots of time in their FCHV rol

Regularly conduct HMf@eetingsand householdisits

Findit easy to engage with young women but often face challen

with older women as thse oldwomend on’ t t r u s theirt

young age anthck of experience

i Some oft hem haven’'t recei v e ddespite
havingworked as an FCHWur two years or more

i Theydo not feel sufficientlysupported by the health post stafi
reporting that they danot know how the health system works

U They are not very connead, including withgovernmentofficials as
they are new in their role

[ en-E et AN e e

3.1.2 Community members

This section outlines thHeeneficiariegshat FCHVs work wittvithin the Yolden 1000 da§periodthat this
project istargeting. These arepregnant womenpostpartum women and mothers of children under
years their husbandsandtheir mothersin-law (who areoften their primary gatekeepejsThis includes
their demographic profile, their primary sources of health information, influersaretslecisioamaking
power.

Mothers of childrerbear a heavy burden of workload in the household

Pregnant women and women with children under two years of iagie study districts rangkin age

from late teens to late twentiegnd from varying ethnic ath caste backgrounds. They typically have
limited or no education and so are economically dependent on the men iin loeiseholds. Many of

their husbands work abroad which means they are required to be heavily involved in farming and animal
husbandry. Someun small businesses selling household iteonsn more urban locations, work in

hotels or shops. These tasks are in addition to general household activities such as cooking, cleaning,
washing and caring for children and other family members.

FCHVs are the main source of health support and information for rural communities

Overall communities in all three study districts prefer to seek health care support from medical
professionalsuch as doctors and Auxiliary Nurse Midwives (ANMjealth @acilities ifthey are easily
accessibleHowever,for many rural communitiesacross the three districisespecially in Darchula and
Terhathum,accessing health facilities is difficult and FCHVs act as a main source of support and health
information for famlies. In such communities, FCHVs are used as sources of information aar¢hey
known, speak the local languaden most cases health post staff are not from the local area)FE@HVS

can give more time and oA®-one attention in comparison to professials at the health posts.
However, this scenario is different in Rautahat where communication and transportation is more
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available than other two districts. As a result, accessing health facilities is easier and quicker for rural
communities, and then prefeo do so instead of going to FCHVSs.

"Even basic facilities are not available in this hospitdlen wego for acheckup, they ask us to buy
medicine from another pharmacy which is about half an hour away. Therefore, we prefertdoago
private clinc and Kathmandu for checlps."

Grandmother' FGD participarural, age 450, Rautahat

Mothers have access to mobile phones and other media platforms

Nearly all mothersve spoketo acrossall study siteshave access to a mobile phone and use it regularly,
whether it is their ownphoneor shared withtheir husband or childVothers in urban areas tended to
have a wider range of media platforms available to them beyond mobile phones, compared to mothers
in rural areas.Althoughthe research did nosystematicallyidentify the type ofphonef a mi usé¢ e s’
observation suggestedhost usefeature phone¥' with some families usingprick andsmart phones
FCHVs and health postorkers would sometimes contactfamilies to provide HMG meeting and
ANC/vaccination cheelp dates Radio, TV and social media (Facebawde reported adess common
sources of health information for mothec®mpared

Older women are the main source of health information for younger women

Most older women i.e. mothern-law and mothersof youngwomen, were illiterate and work tending
crops raisinganimals andundertakinggeneral household activities. As women of dhilearing age
often live with their inlaws these oldemomen play vital roles in their lives. Motheis-law in all
districts mostly rely on the FCHVs as their primary health contact and source of health information.
These older womemake upmost membersat the HMGs andare usually theFCHVs first point of
contactduring household visits. Young womamcludingnewly married and firstime pregnant women

have limited mobility outside their home and meeting people who are not family membesiding
FCHVsis difficultdue tothe restrictive gender norms. Thus, these older wonudten act as the bridge
between FCHVs or other health information sources, and the younger mothers. This is particularly
evident in Rautahat.

In Darchula FCHVs often found it malifficult to communicate with older women, likely linked to the
FCHVs younger agé&his is interesting anih contrast tothe other two districts where FCHVs often
struggled to communicate with young people.

Most men are disengaged with maternal health isss

The husbands of the women in the studgre agedin their mid-twenties to midthirties. They typically
had a minimum of secondary level education up to pgsad university level although thexgere small
numbers of illiterate men. They support thanily economically, working in selivned businesss
manual labouring, farming or migrating abroad for work.

Across all three districts em/fathers are not very engaged in RMNCH issues or with the work of the
FCH¥. Those notengagedfdithes e are women’s issues anedFCHWey do
householdvisitsthat do happenare mostly unplanne@nd during the dayo men would very often be
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outwor king at these ti mes. They don’'t atcampnas HMG
they perceive thesearamot her s’ responsibilities.

Husbands who were in the household during FCHYV visits were included in discussions and FCHVs gave
them information on family planning, birth spacing and preparation for deliveigwever, tle men

reported they do not feel comfortable discussing issues like contraceptives with female volunteers. In
Darchula, FCHVs reported this was the case when discussing contraceptives with women too.

"When the baby gets sick artde FCHV giveus Co-trim medicine[an antibiotic]and if the mother is in
the weak condition they come and help us and asks to take her to the health post. She encourages us to
have regular cheelaps for the baby every month and measuring their weight."

Fathers' FGIparticipant rural, age 40, Darchula

However,rural men seemedto know more about FEIVs compared to their urban counterpartm
Tehrathummale participants fronthe urban municipality knewlittle about FCHY but participants in

rural municipalities were wll-aware of them and their roleln this district it was reportednen
occasionally attend HMGs in their wife’'s absence,
attendancewasnot clear.

FourOF § S32NASa 2F WYmnnn REFEEQ Y2UIKSNA

Based on demogrdgic background, sources of health information, and engagement with FCHVs this
research categorised women in the communities into four categoriesl engaged; rural restricted;
rural isolated; and urban independents.

RuralEngaged

i  Mothers of childrenunder 2 years and interacting wit
FCHVs
Live in rural areawithout easy access toealth facilities
Found more in Darchula andTehrathum and less in
Rautahat
FCHVs are their primappint of contact for health care
Attend HMGs and met FCHVduringhouseholdvisits
Have access t@a mobile phone andccasionallyuse it to
contact FCHVs

i Husband is working away from home and motivefaw is
taking an active role in child support
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RuralRestricted

U Rural wonan, first timepregnant

U Restricted by familyto go out in public and too shy to bred
the taboo
Rural restricted women were found more in Rautahat
Mothers-in-law are their main source dfealth information,
who pass on information fronthe FCHVs

U Those who live near thealth facilities go there for cheakps
but those iving faraway rely on traditional practices an
information provided by their motherm-law

U Do not attend HMGs as their mobility outside their home
restricted

Rurallsolated

Rural women whdive in remote hill villages and do ng
have any transportation facilities

These rural isolated womenwere found in Darchula an
Tehrathum

FCHVs live far away add not visittheir community

Health posts are their primary healthcare poiot access,
but these can beuite far away

They hardly meet with FCHMsut are aware of thein
services

Most of them have access t@ mobile phonecommonly
used to communicatewith family members, somelso
usingit to access social media

vy i Urban educated womenwith easy access to healt

facilities in their local area and facilities in metropolitg
areas

i Urban independent mother were found more in
Tehrathum and some in Darchula

i She has her own feature phone aratcesss health
information from media and internet
Not acquainted with FCHVs and their services
Working insmallshops andundertakinghousehold work
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3.2 F C HV knéwledge d the key health issues

The formative research found mismatch in FCHV and community perceptions of the work FCHVs
undertake. Rople in the communitieprimarily believe theFCHVs roles promoting and providing
vaccines and vitamins to children and pregnant wonaeud distributing family planning commodities.
Thiscontrasts withthe long list of issues that FCHVs repdrtounselling families on.

FCHVs reportliscussindots of health issuesvith families, but the families themselves did not recall
such a comprehensive list of issudany nmembers of the communities and familieseported three

things that FCHVs discussth them: family planning; vaccination and vitamin A for Iclen. This
indicates that either there is a mismatch in what FCHVs say and whatthey there are issues with

what communities recall and perhaps they only recall the key issues that are most important to them or
are delivered ina clear and engagingvay. Some women in Darchula andlrehrathumreported that
FCHVs inform them on the various issues related to pregnancy, institutional delivery and the associated
incentives, provided misoprostol to reduce pamirtum haemorrhageThis was also reflected e

FCHYV interviews when asked what information and products they usually provide.

Though FCHVs have knowledge across many different aspects of family planning and RMNGHhigssues,
formative research showa clear lack of knowledge in identifying neoaband maternaldanger signs.
These findings are also reflect in theF CHV s’ of 2014 wherg only around a quarter of FCHVs
(23%) provided information on the maternal danger signs to pregnant women and less than half of
FCHVs knew all the neonatalmdger signsMany of the community memberseported FCHVs lack
detailed knowledge on the issueand therefore limitthe discussioron issuesFor example, ne mother
shared that FCHVs in her locality not brief womenon the ways different contraceptivesanaffect a

mot her’'.s health

Overall the knowledge of FCHVs on the health issappeared to be strongein Darchula compared to
the other two districts.

"FCHVs have been providing many services to the comnpetple.Especially they focus ae 1000
days mother, provitig knowledge and awareness regarding family planning, its importance and
methods to them. Similarly, they also suggest pregnant women for the regular medicalughetftler
their pregnancyand provide Iron tablets and they provide family planning devices like condom and
contraceptive pills."

Health facility in charge IDI participanaral, age 31, Darchula

Healthissues that FCHVs reportéshowledge ofand sharing with communities

FCHVsacross threedistricts reported providing information and distributing products to improve
maternal and child healthTheseare the health areas/issued-CHVsnentioned coveringin as part of
their day-to-dayactivities

IssuesacrossAntenatal CarePost Natal Carand Institutional delivery
Duringthe FGDsind IDIF=CHVseported sharing the following knowledge with communities
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! Pregnant womenshouldgo for 4 ANC cheakps at 4, 6", 8" and 9" month of pregnancynd
will receive NPR 400 from the government for completing all four appointments

{1 PNC checkips should beompletedon the 3¢, 7" and 29" day after giving birth

1 Pregnant woma shouldtake 180 iron tables fronthe 4" month of pregnagy to 45 dagy after
delivery

1 Pregnant women shoulthke thetetanus vaccine

1 Government incentive scheme fonstitutional deliveres that pays familiesfor institutional
delivery—NPR 150 mountainareas NPRLOOOQin hill areasand NPR500in Teraiareas

1 FCHVs reportegromoting andproviding Misoprostol tabletsAama Suraksha Chakki)ich
helps to decrease the risk of pesartum haemorrhage an€hlorohexidine Navi Malan) to
prevent the infection in the umbilicalord in case of home deline

1 In Darchula onlyFCHVs shared information on maternal danger signs.symptomsshared
were lower abdominal pain, bleeding, headache, and swelling of limipseignancy(this could
belinked to the USAID funde€sluaahargrogramme operating ibarchula)

1 InTehrathumonly, FCHVseported knowledge ofising theurine pregnancy testing kit

The followingkey RMNCH issues were not mentioned by FCHVs in terms of what they covered with
communities
1 None of the FCHVs in Rautahat mentioned the frequerid®NC checlips
1 No FCHVmentioned (unprompted) anything about neonatal danger sigier thanidentifying
chest infections
1 No FCHVm Tehrathumor Rautahat mentioned (unprompted)aternal danger signs
1 No FCHVs weraware ofhow manytetanus vaccinations thepregnant mothershould have
during her pregnancy

gL KIFI@S (1y2sy (GUKS GKAYy3a 6KAOK L RARYQ3ichetky2é o
ups after delivery. She always encourages us to go to hospitar than to stay at hore in any
complications. Receiving all this information has brought a lot of change."

Mother's IDI participanturban, age 35, Darchula

Issues oriNutrition and Immunisatiort
FCHVs reported sharing information:
9 The importanceof exclusive breastfeedingp to six months ashnot giving other milk products
to the child
Theimportance of nutritious food to under five yeachildfor their growth
The importance of and providiranc tablesif children suffer from diarrhoea
TakingVitamin A untilthe child isfive yearsold and its importare for child growth
1 15 different types of vaccines until child is 15 months old

=A =4 =

FCHVs did not mention providing communities with information on the following areas:
1 Very few FCHVs in Darchula mentiortlg c hi | d’ s brain devel opment
years despite being promoted by the Suaaharaprogramme during the training and HMG

23



meetings This is an example of FCH\sing knowledge of somethingnutrition is important)
but lack the detailed understanding of wityis important

"If the child is taken caref properly up to the age of two years then about 80% brain development
happens at that time. For six months after thaby is born then no giving any other mither than
Y2UKSNRa YAf] (G2 GKS oloeéadb

FCHVs' FGD participaatban, age 3@15, Darchula

UU{ KS adAaA3Sada dza o62dzi K2g¢ G2 YIAYyUlGlAy (GKS oloec
child duringimmunisaton clinic. She tells us abowaccinesthat should be taken and vitamin A
campaign date."

Mother' IDI participanturban, age 45Tehrathum

Issues orFamily planning and birtlspacing
FCHVs reported sharing information on:
1 Usingcondonsto prevent unwanted pregnangnd avoiding STDs
1 Birth spacingof at least two yearbetweenchildren
f Theconsegquences of ear |l y ama&0 yedrsdbgirdne appropriate mgen
for women getting married
91 InDarchulaonly,they reported discussingiterine prolapse

s he

FCHVs did not report sharing information on:
1 Sde effecsof family planning products

Hygiene and sanitation
FCHVs reported sharing information laygiene and sanitatian
1 Menstrualhygiene practices like dryirgothes under sunlight
1 Hand washing techniquesith soap and water before having meals and after usdiagtoilet

FCHVs did not report sharing information on:
1 Handwashingbefore feeding a baby, after changingp @ b yappy and before cooking
1 FCHVs did not mention tackling harmful norms related to menstrual practices

3.3C/ | £m@agementand communicatiorwith communities

Who do the FCHVengagewith?

FCHY¥ cover a minimum of 40 households in Darchudaad upto a maximum of 30thouseholdsin
Rautahat Within the households, mothers of young children5§ears old) and pregnant women are

the maintarget populationfor RMNCHissuesas well asadolescents and newly maed couplesfor

family planning adviceHowever, men are often uncomfortable to discuss issues with FCHVs, especially
those who are youngRural communities in Darchula aféhrathumare more engaged with FCHVs
compared to those living in urban settingsderural populations with easgiccess to health facilities.

"There are 6670 households where3 houses have pregnant women andZ®houses have 1000 days
children, so | look after all those houses.
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FCHV FGD patrticipantban, age 50Tehrathum

How do FCHV&ngage with communitie®

The FCHVsamain interaction points with communities are health mothers group meetings (HMGS),
FCHVs' h o u svitkamio IA ccampsi andmmsenjsation clinics. Some FCHVs in Rautahad
Dardwulareported that they also meet mothemsnd sometimes meim more opportunistic settings such

as the communal water source®r the market places Haat Bazar)which are more informal,
unstructured interactios compared to the HM& They use thesepportunities to contact mothers who

do not attend the HMG meetings and men who are generally absent during household visits.

"Whenever we reet on the way shealks to usthere and she also comes household to share more
information. Also, in HMG the F@Hjjives information and medicine."
Mother' IDI participantrural, age 19Tehrathum

Health Mother Group meetings are the mosfrequent interaction and engagement point

HMGmeetings are the main and most frequent interaction and engagement point FGidVewith the
communities.Where active, lhe meetings are held once in a month, where group members gather and
discuss health topicsiIMGmembers are married, usually live near to the megtlocations, and attend
regularly— even though groups are open to all womehreproductive ageOlder women i.e. mothers
in-law attend HMGs andéh most casesare more frequentmembers compared tgounger mothers.
However, many participants in Rautahat and in some municipaliti@elmathumreported that HMGs

in their communities do natake placeregularly.

Observing HMG meetings e study sites

Researchers attended one HMG meeting in each studyicipality. They remained as a sile
participantand observed activities looking athow the FCHVs engage with women, what and h
they communicate, use of communication/IEC materials etc. Resex@ralso interviewed the FCH
after the meeting and requestl further explanation for their actions.

Mothers of young children andlder women attended thedMGs that the researchers observeq
though there were very few young women affigst-time pregnant womenA few men (fathes) were
observed attending the meetingss a proxy for their wive®bservations revealed that imost sites
in Rautahat and ehrathum the HMGwasmostly used as cooperative for collecting instalments ar|
disbursng loans rather than discussing and disgeating health information. This oftemeans
communities disengage with the HMGs if they are not a part of the cooperatives. FCHVs in R
reported that theydo not holdHMGsoften due to administrative barriers and political clash&be
observed HMGin Rautahat appearetb be arranged as a result of the research interest rather t
naturally occurringlDIs and FGDs with community people suggested that $iMgBe not well known
to lots of people in the communities. Many participants reonfused aboutvhat the HMG wasand
thought some other cooperatives they atteed wereHMGs.

In Darchula, the scenario was slightly different where people veeen to bemore interestedin
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attending the meetingsand werereported to take placeregulaly by both mothers and FCHVs. Th
higher engagement could be driven by the additional supptMGsreceive in Darchula from the fiel
level staff ofthe URIDfunded Suaahargprogramme Researchers observedat HMGsin Darchula|
were led bySuaahardied Supervisorand assistedby the FCHVTheSuaahara Field Supervisor w
observed bringing communication materialsncluding flip chart, leafletsand some vides about
sanitation and hygiene, complementdgeding etcMaternal and child nutrition was the main heal
issue discussed and demonstrated in the meetings, in line ®ithaharahematic priorities. The
facilitator used communication materials gharenutritious recipedor both mothers and babiesAn
ANM fromthat respective Health facility also attended each meeting but most of the time remai
silent observer.

Communication materials were also observed being used in the HMG meetimghrathum Those
were supplied by the NGO working in the district, Ipas. FCHVs have their own flip chaverdutot
using them, reporting that they areld, worn and members hae seen those many times. Mothers
the IDIs said they were badeand reluctant to go back to the meetis§ecause ofhe lack of unique
information. Apart from flip chart, dolls were also used to showcase breastfeeding techniqu
mothers, again provied and facilitated by Ipas.

Obsenation revealed that most FCHVs carried their mobile phones aften used trem to
communicatedates and times tgroup members.

FCHVsmly visit lousehold when there is a need

FCHVs do not conduct regular household visits. They do it based pertevedneed,generally during
the pregnancy period, ithe postdelivery phase and ttarget children who have dropped out of the
immunisation and vitaminA campaignsDuring household visits, FCHVs refer pregnant womemear
mothers for health checlaps, adviseon birth preparedness and complication readiness, provide iron
tablets, distribute misoprostol to prevent pepartum heemorrhage, and provide family planning
commodities.

"It is good because she comes and gives vitamins to the bdiniegy HH visitsbrings and gives some
YSRAOAYS& LINPGDARSR FTNRY (KS K2ALAGF f upayicRveddktSy A G Q
accordingly:

Grandmothers" FGD patrticipgmtral, age 5661, Rautahat

Communication materials improve comprehensibility of health information

In all three districts most of the interviewed participants reported that FCHVs communicate information
verbally but have lao used communication tools / job aids in the HMG meetings. Both FCHVs and
mothers reported the advantages of using communication tools/job aids. FE&i¥V$hese tools make
their life easy as mothersegpeciallyjuneducated mothers) understand health imfioation easily when
using a pictorial/visual aid, reporting that theyse it more when people struggle to understand the
point/information. This finding was supported by thtemmunity membersespecially by the mothers of
young children
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"FCHV use flipcharts, it has father and mother feeding the batdynotherin-law and father in law in
it. While looking at the pictures, it is understood better, we can understand about how healthy we can be
by eating such foods. Seeing those kinds df@ifgs, we feel like we can also do something from our side
to be healthy"
Mother's IDI participantrural, age 35, Darchula

hoaSNPAYy3 C/ 1 +3Q K2dzaSK2f R @AaAada
Researchersiccompaied FCHV®n household visitg1 each study sitdn manyp | a metlsers were
found surprised to see FCHV after a long time at their hoglousehold visits are nohandated in
the government FCHV stratedgnany FCHV# Tehrathumreported that theywere not clear if
household visitsvere part of theirrole) they do not take place aregular intervad and are generally
only demand basedtherefore some ofthe observedvisits may not have been true reflections
typical household visits.

It was found that FCHVs neithenade any preparatios for the visits nor informed the famil
beforehand.Similarly, hey wer en’ t seen carrying any ¢
When researchers asked about not carrying thaterials many FCHVs said it was very difficult
them to carry flipcharts and most of the materials are old and worn, and not been updated for 1
years.

FCHVs and families spoke with each other in their local languages. They informed about hand

before having meal, four ANC visits, and emphasised institutaeialery and incentive for pregnar
women to go for four or more ANC visits. They also talked about iron consumption, te
vaccination, confirmed the date for vaccinat®and askd them to attend immunisation clinig,

instruct not to do heavy worknd nutritious dietduring the pregnancy etc.

3.4C/ | £ Qa phomeadageS

In order to design an effective mobile phone tool that FCERAfs andwant to use it is important to
understandhow FCHVs use mobile phones in their daily li¥éss section explores FCHV mob#e and
their attitude to mobileand other communication tools

Keyhighlights

i Access toand ownership ofmobile phones among FCHVanterviewed in Tehrathum and
Darchulas higter than those in Rautahat

U Most of the FCHVsnterviewed in Rautahathave access t@a mobile phone but do not own a
handset

U Nearly onethird FCHVs interviewed ithe three districts use a shared phontyough this is
largestin Rautahat
Most of the phones they us@wned or sharedgare either brick or feature phones
Smart phone accessxdownershipisliowand most of them don’t
FCHVsise of mobile phonefor FCHWvork is limitedto communicatingtimes and locatins of
HMGs andmmunisationor Vitamin A camp$o community members. Though thespmetimes
alsoreceie calls from families who seek their help
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The guantitative datahowsthat all surveyed=CHVs from Darchula améhrathumand 96%of surveyed
FCHVs in Rautahaaveaccess tamobilephone!

Figure3: FCHVsecess to mobile phorss high
Base: All FCHVs in research study (n=89)

4% __

mYes = No

Among the FCHVs who have access to a mobile phone, it was found that across alisticte 663%

of FCHVs own the phone, 2% share it with others and.% FCHVs don’ t have
However, this average is skewed by very low ownership in Rautahat48%2thile Darchula stands at
79% and Tehrathum 94%. Most FCHVs that sharentitgle phoneshare it with other family members,
usually the husband and sometimes a child.

Figure 4: More FCHVs own their own mobile phone than share it with others
Base: All FCHVs in research study (n=89)

100 Overall seHowned or shared phone

90
80
70 66.3
60
50
40
30
20
10
0

%

4.5
|

Self-owned Shared no access

L All figures presented here are indicative of the wider population of FCHVs, given the study was qualitative in
nature and followed a purposive sampling technique. They should not be taken as representative of the access to
mobile phone levels by all FCHWshe study districts.
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Figure 5: Mobile ownership varies by digtts
Base: All FCHVs in research study (n=89)

District level phone ownership

Terhathum

Darchula

o
(IR
o
N
o
w
o
N
o
]
o
(o]
o
~
o
o]
o
(o]
o
IR
(@]
o

m Self-owned m Shared mno access

Around half of the surveyed FCHVs (47%) in all three districts use a brick phone which can only make or
receive calls and send or receive texéssagesOnly 28% of FCHVs hatreeir own brick phoneacross

all three distrits, whilethe ownershipproportion for feature and smart phoreis slightly lowesat 21%

and 17% respectivel\Nepal Telecom (42%) was the most used operator for FCHVs over the three
districts followed by Ncel (32%) and Sky CDM#%(] though SKY CDMA is part of Nepal Telecom.

I nterestingly, 13% of FCHVs don’t know which oper

When we asked FCHVs about their use of mobile phones beyond making and receiving calls, the most
common other function was listening to muo&adio (47%), followed by using the camera (22%) and
internet (19%).Just16% of FCHVS reported using their phone for SMS services, preferring Nepali script
over roman script.

Figure6: Features mostly used in mobile phones
Base: All FCHVsriesearch study (n=89nultiple response counted

= dla 16%

ey (O I
= 19%
E 5 : D 47%

_B m 7%

Work 49,
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Within the survey 90% of FCHVs reported using their mobile phone for their work. When this was
probed further within the qualitative research, FCHVs reported using it to inform people about the dates
of HMGs, vitamin camps and vaccination dates. However, this was not identifiexhgam the
beneficiaries where no respondents reported receiving a call from FCHVs. Just undeirdr(80%)
reported receiving SMS messages about their work and 2% reportedvirgg funds to use their mobile

for work.
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FCHV's IDI participg urban, age 46, Darchula
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There was appetite amongst FCHVs to use their mobile phoa@dio-visualcontent with mothers in
order to help them communicate more effectively. FCHVs were enthusiastic about the use of video as
they felt this would help thento engage peopleadding thatif they were to showa video in the village
everyone would come to look at it out of curiosity. FCHVs suggestedirghoisieo using any media
whether a smart phongprojectoror TVin HMG meeting sothat interestin the HMGswill increaseln
Darchula hey alsosuggestedisingcontent like aSuaahara Bhanchhin AanradioProgrammewhich is
a very engagingorogrammefor the community. At the same timdjealth Facility inCharge and CBOs
were concered about the feasibiliy of using video content becauskee majority of FCHVs are using
brick phones thatdo not support videoIn regardto the style, most of the community membes
suggestedusing a FCHVs voicer a doctor or female nurse ashis would help peoplefeel more
comfortable and trust them mores experts imealth.

"Sometims LJIS2 LI S R2y Qi o0StASOS 2dzNJ GlFfl1a a2 Ad4Ya oSdd
information througha phone."
FCHYV IDI participant, rural, age 65, Rautahat

3.5 Barriers of communication and engagement
The FCHY¥ face various challenges and barsi¢o accessing, engaging and communicating effectively
with the community members they servéhe research categosedthese barriers into foutypes

1 Individual barriers Theseare barriers owing to the abilities of the FCHV themselves

1 Communitybarriers. These ardarriers owing to the perceptigrexpectationand knowledge of
the communities around FCHVs and the role they play

1 Systemdriven barriers These ardarriersderived fromlimitations in thehealth systermrand the
lack of support FCHVsceive

1 Environmentalbarriers. These arebarriers related to the challenging environmental settings
such as terrain

3.5.1Individual barriersof FCHVs
Lackof health knowledge
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FCHVs lack detad and indepth knowledge on theange ofhealth issues. The foundation training and
occasionafurther trainings provided by the government and NGOs areermaiughto provide detailed
andcomprehensive knowledge and information on the health issues thegrcbor example, FCHVs are

good at reminding pregnant women about four ANC chegks and their timing, bu
can’t explain why those visits are important and
times. Almost every FCHV inteewed in the researcheported operating withthe limited information

they haveand thatthisio f t en not enough t o oreoeabswes @uesponsEhiss e x p e
is resulting in peopladisengaing with FCHVs especially inRautahat Moreover, tlere are many

educated and connected people in th@re urbancommunities who receive information from different

sources (including media sources) and are moréougate compared to their local health volunteer.

Lack of understanding about role and respabigities among FCHVs

There isa lack of clarity in terms of specific health information FCHVs should provide to communities,
namely how much detagd information they should provide on a specific health issurel whether
household visits are part of theible. Some FCHVs in Tehrathum thought these visits are part of their
regular job but many others were unsure and do not undertake them regul@tg. uncertainty
expressed by FCHVs seemsatso manifest within the community whereommunity members are
regularly reported they weraunsure about what FCHVs can do and cannot do. NeitherFCHV
Strategy, 2019 or FCHVsupervisorsinterviewed in the research were able to cleaglyplain their role
beyondthe broad health areas FCHVs' need to promote and communicate

Lowor no literacy or education

Education anditeracylevelshaveincreased in the past 25 yeatsut low literacyand educatiorwas still
seen as a barrieparticularly amongst the oldd-CHVsThose with very low illiteracy, face difficulties in
keeping theiregisteis and monthly reportingand many of thenreported facing difficulties in using IEC
materials as they rely on the visuals only and cannot refer to the text associatedheibidtures. This
affects their ability to provide detal health informationand presents a risk that the messaging is
inconsistent oiinaccurate if visuals are interpreted differently.

Informal andunstructuredapproach

Although the FCHVs main task is to informpromote and motivate families to uptake healthier
behaviour they often struggle to have those effective conversations with community meniberas
found that FCHVwere seen tdackthe communication skidl that are needed b deliver their job well
across all three districtawvhich is more dominanin the older FCHVs iRautahat.Their engagements
and communication areisuallyinformal and lack structure and clarigo that people aranot taking on
board keyinformation.

Difficulties incommunicatingwith youngwomen

Themajority of FCHV@ypicallymiddle aged and older FCHVsgntioned that youngvomend on’ t g o
to them for infor mat iwhentheyrrdtoahgagewith thém. Shisésrruetfoo t h e m
most young people but more relevant to young women in their first pregnancy, and young women and

girls who need adeeon menstrual hygiene and safe abortion. Young wortesrd to bevery shyabout

discussng their pregnancy with armgne, even FCHVs. It seems FCH&sk the skills or mechanisms to

overcome this barrier antuild rapport with these group In Rautahatmothersin-law also create a
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layer of added barrier between FCHVs and young pregnant womnféch FCHVs were not seen to
address

Difficulties in communicating with men

Men are disengagedhen it comes to RMNCH issues, believing it is the mother and meitnéae/s
responsibility though some memacross all aggroup reported wanting to learn more budl i d n ' t know
how to. FCHVs did not appear to have or usmy targeted measures to bring men into these
conversations.

Lowefficacy

One of theidentified reasonsFCHVs find difficult to communicate with men and young wen isa

lack of confidence. FCHVs are women who work against strict gender norms in a male dominated
society. Moreover, issues like family planning and contraception are social taboos. HHCplYs ia
difficult situation where without enough support including tools and skillsraining, they lack the
confidence to take on difficult conversationSome FCHVs across all three districts reported doing
targeted communication with men, mainly focusing on family planning and birth spacing butkinelse

of interactions were not reported by the male respondem&HV confidence seemed to be significantly
higherin health issues such @dNC visi, where thereare no social and cultural taboos

Low mobile literacy

Most of the FCHVs use mobile phongsst for making and receiving callsvhile around half also
reported using it to play music or radio, indicating relatively levels of digital literacyAlthough many
reported using ther phones for their FCHV work it generallylimited to calling HMGmembers while
organising the meetings and calling and receiving calls from health posts.

Infrequentand low valueHMGs

Health mother group meetings ardesigned to bethe main engagement point for FCHVs and
community people. But irregular HMGn Rautahat andgarts of Tehrathummean thatpeopled o n ' t
have regular engagement with FCHFVEHV & these districtglid not seento havemuch health facility
support for the HGsand were reported and observed to biess focused on health issuddealth
matters appear to have been sidieed for savings schemes and health content was superficial,
unengaging and repetitive.

Infrequent, ineffectiveand uninformedhouseholdvisits

Household visits have not been mandatgdce the current strategy was introduced in 2010 &EHVs

are not regulaly conductingthese visits While some FCHVs reparndertakinghousehold visits for
pregnant and postnatal women it was reported thhe visits are limited and mostin the postpartum
period. FCHVs were not observed doiagy preparation before goingn thesevisits, taking any IEC
materialsor informing the family beforehand. As a result, many important members such as fathers are
often absent durindghe visits and the interactions lacked structure and professionalism that could make
them more effective.
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Not undertaking responsibilities due to health problems associated with old age

As most of the FCHVs in Rautahat are old laaek their own health issues impacting their ability to
travel and use | EC materials they don’t tend to c
tend to be unaware of their services and have very little or no engagement with them.

3.5.2Communty barriers

Lack of awareness and understanding among community members

FCHVs provided a long list of activities they cautyand a similarly long list of théealth issues they
communicate regularlpn. Howevercommunity membersl o n’ t  arpcpgaisethe raleoof FCHVs
as health promoterscross the different health issueBlost community members think th&CHVs are
associatedust with vaccinationand wtamin A programmes, with some also recognising their role in
distributing contraceptiveommodities

"FCHYV visited once during my pregnancy at home, but most of the time | see her talking about the date
for vaccination clinic and Vitamin A campaign, buesiaot interact with us."
Mother IDI participantrural, age 39, Rautahat

Communitiesnear to health facilities are hardhaware of FCHVs and their servigeshile men more
broadly alsado not know about FCHVs and their wavkanypeoplealsdo not know t hat FC
getting paid for the services they provide.

C/l +a y20VY@r¥d26YS8Q2NJ

Communities in urban municipalities and in rural communities close to health facilities FCHVs tend not
to be known but the community are accessing health facilities directly. However, there is also a group
that live away from health facilities dnFCHVs and where the FCHV also is not known or visible. This
could be due to a lack of active HMGs dmmiiseholdvisits and related to FCHVs motivation or mobility
and is a concern due to the risk that these communities are not receiving adequate méadthation.

Lower trustin FCHVs

FCH¥do not havedetailedknowledgeacrossdiverse health issuesnd are often unable to convincingly
answer questions or justify their advice leading to lower trust in the FCHVs atlkiggperhaps unfair,
expectationfor detailed knowledgeandthe communitiedack of understanding of FCHide as health
promoters is turning some people away from FCHVW& study foundhis particularly evidenemong
educated peoplemostlyin urban areaswho do not rely on FCHVs adeias they think they know more

than them and are able to access more trusted information via social media, TV, radio and internet
searches.

Local leadersre not supportive of FCHVs

Local government leaders such as elected members arghairpersons in the local councils/ward
interviewed for this study wereot very wellinformed about FCHVs' roles and responsibilities in the
community, only interacting with them duringre trainings or meetingsLeaders are more focused on
prioritising the high-levelbudget for health and other sectors and seaminterestedin FCHVs.
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Restrictive sociahorms

In RautahatFCHVgenerally meet withmothersin-law whether during opportunistic interactionsat
HMGs or targetedhousehold visitsDaughtersan-law or youngmothers are not allowed to go outside
because of restrictive gender norm¥he communication chain between FCHV, mcihdaw and
young woman represents a risk that information is not passed on clearly ol. aihare are other
significant norms around family planning where modern family planmethodsare regarded as sin
and children are a gift from god, particularly prevalent in Muslim communities in Rauta@bkv's were
not seen to be actively tacklirthese issues byterhapsalso should not be expected to be the primary
driver ofchange in these deeply entrenched issues.

G9f RSNI & 62YSy (GKAY]l GKFd FlLYAfe@ LIIYYAYyIToRSOAOSA
getsangry if people use otraceptives, again they believe that it affects women's working capacity i.e.
GKSe ¢g2ydid oS oftS (2 OFNNE KSI @ge f2F Ra®é

FCHYV IDI participant, urbaage 45 Rautahat

Male decisioamaking

Nepal is a male dominant society and nmraake most of the decision in the familieslowever, in all

three districts men/fathers were not very engaged
issuesand somothers-in-law decide on health issuesThis was prticularly true in Rautahat where

female decisiommakingis very rare because they are kept inside their home and won't have much
exposure outsidetHowever, the research did identify that educated young women or those who live in a
householdwhere | der s aren’t present, or the husband wor k
decisions.

"Since birth, the females are kept inside their homes and won't have much experiences in the outside
world. Even if the females try to do something, they &rétR G KI G (KS& Ol yQld FyR R?2
do it. Decisions are fdetched for females when evéor the smallest things they have toringin men.”

Mother IDI participantrural, age 45, Rautahat

Caste based exclusion

Castebased discrimination ialso identified in the communityparticularly strong in DarchulaWhile
FCHVsengagel with different castes and ethnicitiesin the communitytheir way of communicationvas
observed and reported to bslightly differentin Darchula Dalit familiesreported that while FCHVs from
upper cases may enter into theirhomes andtouch someone like a child for vaccination or vitamin A
they do not eat anything in their houseand clean themselvesfterwards Converselylower caste
FCHVs are also subject to discrimination whame Dalit FCHYeported that they are not allowed to
enter the houses of upparaste Brahmins andChhetris, interactingonly from the doorstep.

"When we had to give the medicines of elephantiasis, FCHWolgal tb their house and give it to them
GKAES (KS@ 6SNB fIAR R26yY YR @OSNEB aA0]d ¢KS@& 42dz
FCHYV IDI participant, urban, age 35, Darchula
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Traditional views of older women

Mothers-in-laws reported knowing abouFCHY¥ and their services more than others, it seems that
FCHVs are engaged witiothersin-lawmor e, but they don’t pass that
law or to their sons. In Darchula, mothdrslaw do not follow the suggestions given by FCH\(sraly

on their own beliefs. Manynothersin-lawe x pr essed negative attitudes
they think FCHVs are making young women Vezgnthey advisetaking rest during pregnancy.

3.5.3 Systemdriven barriers

Little effective supervigin of FCHVs from health workers

The health post iktharge or a senior health professional such as an Auxiliary Nurse Midwife (ANM) is
meant to attendand supportFCHVat HMGs, supporting the facilitatioand providng moredetailed

health information to the group memberg#iowever, our research found them to hesentor inactive,
where researchers observed themremain silentduring the whole group activitie$CHVs also reported

that they do not feel sufficiently supported by thedith facility in their wider work.

Lack ofconsistent support from/NGO

Several/NGOs are operating and implementing projects to improve haafthesin the study districts.
These can improve the health system around FCahbsprovide targeted training and support to
FCHVsIn Darchula e large USAID funded Suaahara programme is focussing on maternal and child
nutrition (also active inmore than40 other districts in Nepal). In Tehrathum Ipas is trying to improve
safe motherhood and Catholic Relief Services are targeting safer sanitation pralti¢esutahatmno
major INGOsupport wasobserved. In Darchula, FCHVs were observed most active aadisgd in
delivering their job compared tthe other two study districtsSuaahara has provideraining to FCHVs
but their higher levels of actity and motivationcould also be linked witlvorking closelyvith Suaahara
Held Qupervisors who areacting astrained and highly motivated role modefor FCHVspatrticularly
supporting the HMG3SWhilst IINGO supporthas benefitted FCHVs in Darchula and Tehratkhene is
also the opportunity costalthough it was not discovered in this researethere FCHVs arbeing
supported and encouraged to focus on I/NGO priorities there is a risk other atikaiofvork suffer.

IEC materials/job aid

Themajority of FCHVs mentioned that they don’'t
household visi asthey aretoo cumbersome to carry abownd havenot been updatedor a long time.
Mothers get bored of seeinthe same aids and gettinthe same information again and agaamd so
FCHVs have disengaged with them.

3.5.4Environmentalbarriers

Access to health factles

Communitieswith easy access to health facilities tend to dsem more and contacFCHVéess or do
not contact them at all. This wasmore common in Rautahat which isa Terai district where
transportationlinks are bettercompared tothe other two districts. In Darchulasomemothers live at
least two hours walking distance from FCHVs haasalting in amajor barrier to the household visiting
the FCHYV or vieeersaand thefamily preferring to visit health facilities instead.
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Difficult terrain

Geographicalerrain is a distinct challengein the hill and mountain districtef Darchula andrehrathum
With poorer road connectionpeopletend to travel by foot or have very slow journeys by vehicle on
poor quality roads. fAis study revealed that many mothers from Darchula an@lehrathum were
disconnectedrom HMG meeting and FCHVs, dke travel time is very long andralking a long way up
anddown hillsis too tiresome This wadoundto be particularly an issue f@regnantand postpartum
womenwhere their mobility is impaired.

Some patchy rabile network coverage

Though the mobile access was high in all three districts there were sepwted challengeswith
regard to signal/network ssues in Darchula andTehrathum particularly during bad weather and
charging issues whet&ere was no electricityThecost of running the phone and mobile literamere
also found to be barriers for the FCHWising their phones for work
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IMPLICATIO NS
Il mplications f omHeBItB Gnitidieedi a Acti onds

It is evident from this formative research that there is a clear demand across all FCHVs for a
more effective way to communicate with mothers and communities on key health issues. FCHVs
expressed that visual communication aids are helpful in talking tdvaretand the community
especially in areas where literacy is lewut existing communication materials they already use
can often beold hat andtoo large or burdensome to carry. This finding lends itself well to an
initiative such as intepersonal cormunication materials or enHealthtool.

A mHealthinitiative would be an effective way to reach and engaggny FCHVs to help them
communicate better with mothers and communities. The research found that there are high
levels of mobile phone access amongst FCHVs, many of whom have access to their own mobile
phone. Though some FCHVs expressed a desirefdtaalth initiative which could use short

video format, a more basic I\fRHealth initiative would be more accessible to more FCHVs (who
mainly use basic mobile phone handsets drale relatively low levels of mobile literacyik

should be noted however, thah a district such as Raaltat, indicative quantitative research

found that mobile phone penetration was much lower than in the other districts.

A mHealthinitiative could also fill a gap in training that some FCHVs are lacking as they reported
that they did not feel they werasufficiently supportedhrough existing trainingThey reported
receiving the foundation training but thaifter thissporadic traiing sessions on different heath
issues, either by the government or NG&s helpful but too infrequent. As a result, they tend

to forget information they learn during the training sessiofs.accessiblenHealthtraining tool

which is aimed at FCHVs tgpgort their knowledge and learning could help to fill this gap.

The research found that there is a clear need for FCHVs to improve their communication skills
with mothers and communities and their knowledge of key health issues in order to improve
their canfidence and trust within the communities. As such, ealth initiative should focus on

the key knowledge gaps such as maternal and neonatal danger signerder to eventually
contribute to improvement in overall health indicators.

The production of amHealth initiative also has the flexibility to use technology and high
production values to shape and deliver content in such a way that is trustworthpdaresses
the needs of the target audience in a very specific eor. example, FCHé&®d communitis
stressed the importance ofmHealth content providing short, specific information which is
delivered via a trusted character or personality which wolddye morecredibility — such as a
doctor. In turn ahigh-quality tool that is visibleto and trusted by communities can raise the
profile and credibility of FCHVs themselves.

The formative research indicates that there are different types of FCHVswillengage with a
mHealth initiative more than otherd&=CHVs who own phone and have better digital literacy
and those that have better engagement and trust within the communiiesthe most likely to
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become active users of a mHealth initiatié&iven the scope and length of the project and the
remit of the project to testand refine a mHealth prototype it may be beneficial to target the

mHealth initiative to a more specific set of FCH4g,' acti ve ent husi ast s’ a
y 0 u EAHV segmentghich would provide in depth insight and learning for any wider future
roll-out.

1 As well as targeting thenHealth initiative to a more specific set of FCHVs, it wouall$o be
recommended to ensure that mHealth prototype is launched within environmental conditions
which lend themselves to effective implementatiosome barriers to engagement and
interaction between FCHVs and mothers and communities are out of scope ohidealth
initiative to tackle such aswhere HMGs are not active and not being supportedhealth
facilities or areas where entrenched gender norms mean young women often do not leave the
home and therefore are also hard to acce®¥hile a mHealth tool can encourage uptake of
HMGsor tacklingge nder nor ms it \wneams on itslwennaeasing thefvdec t i v e
system support or focussing on areas where thabvision already existavould providean
environment to better support the mHealth tool.

4.2 Wider implications for the role of FCHVs

Out si de of t he scope o f mH&&lBh Gnitiakive, dthhe areseArcht unaovered exi s
additional insights which are notable for the wider issues of FCHVs and their engagement and
communication with communities.

9 There are oter barriers to engagement and interaction between FCHVs and mothers and
communities, which may be better served through alternative interventions outside the remit of
this mHealth initiative — including media and communication interventiofr example, here
is a clear gap between FCHVs perceptions of the services they provide and communities
understanding of the services they receive. This mismbalerscommunity trust and value in
FCHVs as some expectations are unrealistic. Other types of interventions (such as mass media
campaigns) which help texplain andoromote the role of the FCHV and the services they offer
in order to generate demand for their wlomay be beneficial.

1 There are still many deeply entrenched social and gender norms to be addressed in order for
young women andanothers to have firsthand access to the information and services they need
to ensure the health of themselves and their babypr example, it is evident from the research
that husbands and mothefis-law play key roles as gatekeepers to health service access or
promote harmful norms and practices. Interventions which aim to address ttesgrooted
norms and offer alternative odelsfor the role of a husband or mother in law could be the
function of largescaledrama or public service announcement (PSA) campaigns. This could
particularly be beneficial in districts such as Rautahat and other areas of Nepal where such
norms are mee pertinent.
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1 The FCHYV strategy 20&0uld be refreshed to respond to theequalitiesin FCHV provision and
the support thatthey receiveacross the three pilot district$CHVs are natniversallyreceiving
regular refresher traininghealth facilites ae not alwayssupporing FCHV40 make HMGs
successfuand FCHVs are not clear whether they should be undertaking household @iarisy
in the FCHV strategwithin the new federal model couldet minimum expectations that would
discourage the inagplity of FCH\kervices that Rutahat communities are receiving compared
to those ofDarchula and Tehrathum.
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APPENDIX

Appendix 1 d Distribution of sample size and study participants

Participants

Pregnant
women/
mothers of
children 023
months

Grandmothers
(maternal and
paternal)

Fathers

Community
Gatekeeper$

FCHV's
Observation

*community gatekeepersiealth Facility ircharge or Health Coordinator, Ward Chairperson or elected female

Instan N? _Of Participant's selection

Method participan Purpose

ce process
ts

FGD 9 62 Understand FCHV's confidence, capacity, | Purposive samplingqcluded
barriers, challenges, motivators, different levelsof education,
communication needengagement with caste, ethnicity, age groups

DI 27 27 families and preference of using the mobile
phone as a job aid.

Mobile 89 89 Understand mobile phone ownership, accey All FCHV FGD and IDI

survey usage habits and behaviours amongst FCH participants were selected for

this survey

IDI 36 36 Explore mother's perception towards the Purposive samplingncluded
FCHVs, gaps and barriers to access the different levelsof education,
services and information, decisignaking caste, ethnicity, age groups,
access within the families and communities| first time pregnant and 2nd
and importance of mobile phones to receive time pregnant 1 child, or more
the information and services than 1 baby

FGD 9 59 Perceived under st an dl Mostparticipants were selected
acceptance and relevance of services and | from the same houses from
information provided by FCHVSs, access to | where we selected the mothers|
information and services and their needs ar| of children
importance of mobile solutions for getting
any information and services on RMNCH
related ssues and areas.

FGD 9 54 Understand father's health seeking Fathers who have a childZB
behavioursfor health problems in their months and have pregnant eif
families, access and relevance of informatiq with the different age groups,
by FCHVs, their interaction and caste, religion
communication with FCHVs and other healt
workers for any information and services
they need

IDI 26 26 Understand the capability, capacity and Purposivelysampledbased on
confidence of FCHVs in communicating an(¢ the organsations who are
engaging with families and communities on| working in the health sectors
different RMNCH related issues, challengey and engaged with FCHVs
and bariers that are faced, perception of 8 CBO officials
families’” and c¢ommu| 9Health facility representative
FCHVs 9 electedlocal government

officials

Note- In Tehrathum, only 2
CBOs were successfully found
be engaged with FCHVs.

Househol | 9 9 Observe the knowledge, skills, capability,

d visits capacity, and confidence of communicating
and delivering the information and services

Mothers 9 9 to their families and communities, types of

group information disseminate, content of

meetings information, utilisation and access of IEC af
BCC materials

225 371

member, CBO representative
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Appendix 2 0 List of key health facilities across three districts

Tehrathum Rautahat Darchula
> — g o
_ % > = ) I % = p= s
Characteristics 5 0 o o = © = =2 = 3 o o
&) c . o o > © © © = gl
= o 8 @ = = S = = X 5] =
%) 5 = o 7] e 2 3 %) o = S
&) D < = &) S| S o @) £ T @]
© (@) o G > S T > |
— 2 0 n
Total population 101, 577 | 16873 | 16513 | 17447 | 686,722 | 45394 | 28169 | 27263 | 133,274 | 23814 | 16588 | 15785
Number of FCHVs 411 68 70 75 929 39 45 369 54 38 36
Number of community health units | 3 0 0 0 0 0 0 0 16 6 2 3
Number of health posts 29 4 6 5 91 5 4 4 40 5 4 4
Number of primary care centres 2 1 0 0 3 1 0 1 0 0 0 0
Number of urban health centres 2 0 0 0 0 0 0 0 3 0 0 0
District hospital 1 0 0 0 1 0 0 0 1 0 0 0
General hospital 0 0 0 0 1 0 0 0 1 1 0 0
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Appendix 3 d Demographic breakdown of sampled FCHVs in the f ormative research

Age group Education Caste anckthnicity Year of experience
] @ = [
i 257 3 §_8 5 2
Districts S E| 2 a = i c S
= u“— = (5} O 2
o < = = Q = =
L a Is) 2 < o
All'in % 29 (27 |25 (19 | 20 7 |17 25 24 8 24 |21 |13 |16 4 21 34 129 (35 |2
Allin N 26 | 24 |22 |17 | 18 6 |15 22 21 7 21 |19 |12 |14 4 19 30 [26 (31 |2
Rautahatin% | 16 | 19 | 26 | 39 | 58 6 |13 13 10 0 6 0 19 (0 13 |61 26 (29 (39 |6
RautahatinN |5 |6 |8 |12 |18 2 |4 4 3 0 2 0 6 0 4 19 8 9 12 (2
Tehrathum
in o . 19 |34 (31|16 |0 6 |25 22 41 6 22 |34 |0 44 0 0 38 |16 (47 |O
0
Tehrath i
Ne rathum e 193 f10]s |o |2 08 |7 |13 |2 |7 |12 o |14 |o |o 12 s |15 |o
Darchulain% |58 |27 |15 |0 | O 8 |12 42 19 19 42 (31 (27 |0 0 0 38 |46 (15 | O
DarchulainN |15 |17 |4 |0 |0 2 |3 11 5 5 11 |8 7 0 0 0 10 (12 |4 0
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Endnote

'The Human Development Ind&Dlis a statistic compositindexof life expectancy, education, and per capita
incomeindicatorsused b rank countriedy levels ohuman developmentlt measures the average achievement in
acountry in these three basic dimensions of human development, calculated into an index. All HDI figures in this
report were used from: National Planning Commission, Government of Nepal (2014), Nepal Human Development
Report, Beyond Geography unlocking Hunpetential. Available from:
http://hdr.undp.org/sites/default/files/nepal_nhdr_2014inal.pdf[accessed on 02 May 2019]

 Ministry of Health and Population; Department of Health services (2016/017), Annual report, Health
Management Information System. Available from:
https://drive.google.om/file/d/1zuZKDTSzbfb1SaOmkWwXez8RV5Yq67DQfaemessed on 02 May 2019]

i Central Bureau of Statistics, National Population and Housing Census 2011; Available from:
www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal _Population_Report 20Jaquodfssed on 02 May 2019]

v Bennett, Lynn, Dilli Ram Dahal and Pav Govindasamy, 2008. Caste, Ethnic and Regional Identity in Nepal: Further
Analysis of the 2006 NepBkemographic and Health Survey. Calverton, Maryland, USA: Macro International Inc.
Available fromhttps://dhsprogram.com/pubs/pdf/FA58/FA58.pdf [accessed on 02 May 2019]

v Central Bureau of Stiagtics, National Population and Housing Census 2011; Available from:
www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report 20Jaquodfssed 0 02 May 2019]

viCentral Bureau of Statistics, National Population and Housing CensusA2@dlable from:
www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report 20Taquéfssed on 02 May 2019]

Vil Ministry of Health; Family Health Division; USAID,.GE, Save the Children/Saving Nman lives; JSI/APC;
FHI360; HERD (201&emale Community Health Volunteers of Nepal National Survey Rptiitnandu, Nepal:
Government of Nepal. Available from
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014 national_survey r
eport_a4 final 508 0.pdAccessed October 2018].

Vil Ministry of Health and Population (2010) National Female Community Health Volunteer programme Strategy
unofficial translation; Available from:

https://www.advancingpartners.org/sites/default/files/nepal _national _female _chv_program_strategy.pdf
[Accessed on 02 May 2019]

X Ministry of Health; Family Health Division; USAID; UNICEF; Save the Children/SaviugrNews; JSI/APC;
FHI360HERD (2014Female Community Health Volunteers of Nepal National Survey REptrmandu, Nepal:
Government of Nepal. Available from
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014 national_survey r
eport_a4 final 508 0.pdAccessed October 2018].

*Ministry of Health ad Population (2010). Female Communégltd Volunteers Strategy. Child Health Division
Ministry of Health and Population. (remarkihe nursing division is currently reviewing the FCHV strategy with a
view to update it in line with current federal structure and recent healthcare needpbke from:
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http://hdr.undp.org/sites/default/files/nepal_nhdr_2014-final.pdf
https://drive.google.com/file/d/1zuZKDTSzbfb1SaOmkWwXez8RV5Yq67DQ/view
http://www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report_2011.pdf
https://dhsprogram.com/pubs/pdf/FA58/FA58.pdf
http://www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report_2011.pdf
http://www.nhssp.org.np/NHSSP_Archives/monitoring/Nepal_Population_Report_2011.pdf
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/fchv_2014_national_survey_report_a4_final_508_0.pdf
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https://www.advancingpartners.org/sites/default/files/nepal national female chv_program_strateqgy.pdf
[Accessed on 02 May 2019]

X In the foundation training, government of Nepal has provided the 18 days of basic training in the initial phase of
recruitment to the FCHVs to provide the basic knowledge on different health related issues, which they have been
focusing since long time drdevelop the interpersonal communication skills which includes counselling approach
No online link of training is available

xi Feature phondype of mobile phone that has more features than a standard cell phone but not equivalent to a
smart phone. Aparfrom making a call and texting a message, it provides some of the advanced features and
applications. For more information you may cheekps://www.techopedia.com/definition/2624 /feature-phone

Xii Ministry of Health ad Population (2010). Female Commudiglth Volunteers Strategy. Child Health Division
Ministry of Health and Population. (remark&he nursing division is currently reviewing the FCHV strategy with a
view to updatsit in line with current federal structure and recent healthcare need) avaitable
https://www.advancingpartners.org/sites/default/filéaepal _national female chv_program_strategy.pdf
[Accessed on 02 May 2019]
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