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Needs assessments carried out for NSMP planning purposes
indicated that the physical facilities for providing maternity
services and emergency obstetric care at district hospitals
were not of the standard required for providing quality
care, particularly in terms of the space available and hygiene.
It was clear that extensive work was needed, but a major
challenge was how to achieve the desired results within a
limited budget. In many ways the ideal would have been
construction of a new maternity unit for each project
supported hospital, but the high costs involved and
unsustainability of this approach, in terms of providing an
affordable model for replication by the Ministry of Health,
made it unfeas ible. The alternat ive of s imply

The existing facilities were inadequate in a number of
respects. The amount of space available was insufficient,
resulting in overcrowding, lack of privacy for clients and
difficulties for staff in moving around. The spaces were also
laid out without sufficient thought for efficiency of unit
functioning and linkages, so that client movement did not
flow logically, for example from labour areas to delivery
rooms and then postnatal recovery. People entered and
exited through the same doors, and clinical waste followed
the same routes as clean equipment.

The quality and maintenance of buildings was poor, leading
to conditions that were unsightly and often dangerous, with
structural defects, dampness and deterioration caused by
water leaks from poor plumbing and poorly designed and
maintained roofs. Services such as water supply and electricity
were unreliable and sometimes dangerous, and most hospitals
had no backup during power failures, which are frequent
in rural areas. Waste disposal arrangements were haphazard
and posed health risks to the general public as well as clients
and staff.

Conditions were not conducive to good hygiene practices.
Wall and floor finishes were rough and porous, and could
not be properly cleaned with strong disinfectants. Work
surfaces often sloped in the wrong direction and contained
numerous dirt traps. Drains and toilets frequently blocked
and there was often insufficient water available.

In some cases the autoclave unit was situated some distance
away from the unit, making it difficult to maintain a constant
supply of clean equipment.

These endemic problems stem from a number of fundamental
causes linked with the processes used for building hospitals,
including the lack of a long term vision or plan against
which to design and construct. With no master design for
hospital layout, local engineers, with little or no experience
of hospital work, simply submit a proposal based on their
own ideas. Tenders are accepted on the basis of the lowest
price, and there is no local consultation with users about
the design. No allowance is made for local climatic conditions,
ie designing for coolness in the terai and warmth in the
high hills, thus buildings suffer from extremes of temperature
which are difficult for both staff and clients. Technical

NSMP opted for a combined approach, which incorporated
a mix of some new construction and some renovation and
refurbishment of existing space. The basic criteria were that
the resulting facility should be structurally sound, sensibly
laid out, easily cleaned, well lit and reasonably secure
against vermin. A high standard of work was expected,
with proper supervision to ensure a durable low maintenance
building. As far as possible local materials and construction

techniques were used, to ensure the work was appropriate
to the local context, reasonably priced and easy for local
contractors to maintain.

Each facility improvement was purpose designed, taking
into account local needs and conditions and involving
extensive local consultation and participation by all levels
of hospital staff, from peons to doctors. While this was
time consuming, it has been successful in generating a high
degree of ownership and pride in the final building, and
the enthusiasm to spend extra time maintaining the high
quality provided. Linked with this, the improved facilities
have clearly contributed to improved staff morale and their
dedication to the work. Clients have also noted the
improvement in facilities and services.

The major question remaining is whether it will be
possible to incorporate these successful approaches
into the existing government system. One limiting factor
is the responsibility for the current process, which is
shared between the Ministry of Health and the Ministry
of Physical Planning and Works. There is no specialist unit
for health facility construction in the Ministry of Health,
and little technical expertise in health issues within the
Ministry of Physical Planning and Works, and thus some

Where necessary additional hospital-wide upgrading work
was carried out, so that the improved maternity unit would
not be adversely affected by inadequacies in the rest of
the hospital, for example from dangerous or unreliable
electricity and water supplies, poor roofing or lack of waste
disposal facilities. The maternity units and operating theatres
in all hospitals were provided with a battery backup system
in the event of power cuts, and in some cases solar panels
were installed for power generation and water heating. This
holistic approach was also important in maintaining a balance
with the rest of the hospital, since an over emphasis on
one unit could be to the detriment of other services and
to the morale of other staff.

The success of this relatively low cost long term approach
in producing buildings capable of supporting high quality

key issues fall between the two. The over emphasis on
cost cutting, rather than quality of work is also a serious
limitation. In addition, unit building work carried out by
donors has often been random, with insufficient linkage
into the whole hospital or to local needs and systems.
For the future, such projects need to be more integrated
and coordinated, in order to maximise the possible
benefits from developments.
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refurbishing existing facilities was also considered
inappropriate, since it was felt that the problems could not
be properly addressed with such a limited input.

quality specifications for construction work are almost
non-existent, and there is little or no supervision of building
standards. Thus corners are often cut to save time and costs.
The resulting poor quality buildings require extensive
maintenance from an early stage, for which there are insufficient
local resources, and so they quickly deteriorate. Such poor
quality surroundings contribute to low staff morale, which
translates into poor services.

services provides a replicable model for the Ministry of
Health to use, either for hospital upgrading or the construction
of new buildings. Although initial building costs were slightly
higher than normal, the low maintenance costs more than
make up for this. Key issues are the participatory approach
used to obtain the most appropriate design for the purpose
and local conditions, use of local materials and methods,
proper supervision and an emphasis on the best quality
achievable within the available budget.
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