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One of the key challenges to be addressed in the endeavour
to reduce maternal and child deaths is the low level of
obstetric health service utilisation, particularly in rural areas.
Generally pregnancy and childbirth are regarded as “normal”
events, requiring no special medical care, and traditional
communities have developed their own cultural practices
for these times. Most families do not make preparations for
the birth, or plan to use formal healthcare services, either
at community level, in the form of antenatal checkups and
the services of a skilled health worker at the birth, or by
arranging for a hospital birth. Around 90% of births take
place at home, most without any skilled healthcare. Having
little or no contact or advice from health workers before

There are many factors contributing, directly or indirectly,
to the low rates of service utilisation. Most fundamentally,
financial constraints and travel difficulties discourage poor
families from the more remote areas. This was confirmed by
figures collected for normal and complicated hirths in the
NSMP Phase 1 district hospitals (Baglung, Kailali and
Surkhet), for the years 1999 to 2003. These showed

or during the birth means that in the event of complications
families often delay making the decision to access emergency
obstetric care at a hospital, and thus women may arrive too
late for treatment to be successful.

that the vast majority of clients utilising obstetric care services
lived within two hours travelling time of the hospital, and
the figures dropped steeply for those living further away.

Among less educated, poorer and lower caste families there
Is greater reluctance to consider accessing formal healthcare
services. This is partly due to lack of knowledge about

services available and the potential consequences of untreated
complications, but is also linked with shyness and fear of
unfamiliar formal institutions, as well as financial concerns.
Figures from the Kailali and Baglung hospitals showed that
around 60% of obstetric care clients were high caste

(Brahmin and Chhetri).

Communities also perceive government services to be of
low quality, particularly at the lower levels of health post

and smaller hospitals. Women are therefore less likely

to or birth attendance, which means they do not receive
information about warning signs of complications, and

there is less opportunity for timely referral to higher facilities
by community health workers. Generally the health worker
i only called to assist at a birth after it has become clear
that the case is too difficult for the traditional birth

attendant to manage.

NSMP has tackled the challenge of increasing the low rates
of obstetric service utilisation among women from a number
of different angles, and through a range of different inputs
and initiatives. At hospital level, efforts have been focused
on improving the quality of services and building good
relations with local communities. At community level, local
maternal and child health workers and sub health posts
have been supported to enable them to provide better
antenatal care and emergency referral services, and to
increase the number of home hirths they attend.

Complementing these initiatives, a wide range of information
dissemination and public education inputs has helped to
challenge negative traditional beliefs and practices and

promote better understanding of maternal and child health
issues among women and their families. An important part

of the work to increase service utilisation has been the
development of an improved system of record keeping and
data management in hospital maternity units, which is linked
to the government system of information management.
The aim of this monitoring system is to assist planners and
programme managers to assess the effects of programme
inputs on the effort to reduce maternal mortalities by using
process indicators, such as service utilisation. Based on the
United Nations guidelines for monitoring the availability
and use of obstetric services, recording systems were designed
and introduced in 2002, and staff were given the training
and support needed to maintain them. The monitoring
system has also been successfully introduced in four
non-NSMP districts, which are supported by the
UNICEF Women's Right to Life and Health Project. Staff
in the Department of Health Services were closely involved
in the work, and as a result have also introduced modifications
to the national health information management system.

The data recorded in the three Phase 1 districts show
an average annual increase of 1% in the utilisation of
hospital services, for normal and complicated births, and
in the Phase 2 districts the average increase is 1.4%.

In the phase 1 districts it was noted that the increase in
utilisation was greater in the first three to four years of
project support, and then appeared to reach a plateau. It
was also noticeable that the increase was much greater in
the terai districts (2.3% compared with 1.3% in the
hills), presumably because of better transport and
communication facilities. Further analysis of data also showed
that facilities providing higher level comprehensive obstetric
care achieved a greater percentage increase in service
utilisation. Thus it is clear that the availability of more
detailed and reliable data can be of great assistance to
programme managers and government planners in their efforts
to target inputs for maximum effect and assess their impact.

The introduction of an improved obstetric care monitoring
system at facility level has demonstrated the importance
and usefulness of accurate data collection to feed into
planning and management, and the capacity of district level
staff to manage this. However, a number of challenges
remain. There is still a need for support to strengthen staff
skills and ensure maintenance of the required standards
of record keeping, even when hospitals are busy and short
staffed. Support and supervision are particularly important
when the new maternity registers are first introduced.

Frequent staff transfers also mean that continued training
input is required. Thus if the system is to be scaled up to
all 75 districts, additional human resources and capacity
will be required at central level in order to ensure the

process is effectively managed and district level staff receive
adequate support. Links also need to be strengthened

between district health offices and primary health care

centres and local private institutions, to ensure data is also
available from these sources.
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