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Executive Summary 

1. Introduction 
1.1 Background 

Nepal has made satisfactory progress in many areas of health and social development. 
However, high maternal mortality of 539 per 100,000 live births (HMG/N, 1996) remains a 
major challenge for the country. His Majesty’s Government of Nepal, having had endorsed 
the Millennium Declaration remains committed to reduction of maternal mortality by two 
thirds (129-213/100,000 live births) by 2015.  

The Ministry of Health’s (MoH) current strategy is to increase utilisation of quality maternal 
services at primary health care centres and hospitals through establishment of basic and 
comprehensive emergency obstetric care (EmOC) facilities; and through skilled attendance at 
the community level by trained maternal and child health workers (MCHWs). For monitoring 
progress towards sustained increase in utilisation, a system based on the UN process 
indicators has been developed and managed by Family Health Division, of Department of 
Health Services.  The EmOC monitoring system has been rigorously developed and 
reasonably well managed. However, constraints for measuring trends in utilisation exist as 
the system only captures data from a few public facilities and the trend in utilisation of 
private facilities are not currently measured by the system. 

1.2 Objectives  

The objective of this study was to assess the trend in EmOC utilisation in public and private 
health facilities, the practices of MCHWs in management and referral of obstetric cases for 
increasing utilisation and the actual experiences of mothers who used the EmOC facilities 
were explored. The study also assessed the factors for sustainability of EmOC services.  

1.3 Methodology  

This descriptive and exploratory study was based in six purposively selected terai and hill 
districts of Rupandehi, Nawalparasi, Kapivastu, Kaski, Baglung and Saptari. All facilities 
providing EmOC services from public and private sectors were selected for the study.  

The number of EmOC facilities and the performance of the signal functions were determined 
through the interview with key informant and review of records. In the process of data 
collection, the flow of obstetric patients was identified to show where and how the data was 
recorded by interviewing the medical recorder, nurses and managers of the selected facilities. 
The most complete and accurate registers maintained in the facilities, for the period of five 
years, were reviewed. They were the admission, labour and delivery, maternity, operation 
theatre and discharge register.  
The MCHWs of eight selected VDCs in each district were interviewed to explore their 
perspectives on the input from the system in terms of training, logistics and supervision. The 
MCHW’s practices in case management and referral; the facilitating and hindering factors in 
provision services at the community level were explored. 

Semi-structured interviews explored the actual experiences of mothers who had used EmOC 
facility. The interview focussed on birth preparedness, natal practices, advice on referral, 
decision making in the family, distance from EmOC facility, and any support from 
community for transportation, finances etc. Their perceptions on services at the facility, 
problems faced and suggestions for improving utilization were also explored.  
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The health sector reform strategy of MoH, focuses on decentralisation for improving 
accountability of local bodies1. Hence, sustainability of EmOC services was explored with 
them.  

The indicators used to asses the utilisation of EmOC services were calculated using the UN 
Process Indicators. To determine the population size in a given district, the 2001census was 
used.  

2. Findings 
2.1 UN Process Indicators 

2.1.1 Amount of EmOC services 

The UN process indicator recommends the minimum of 4 Basic and 1 Comprehensive EmOC 
facility for every 500,000 population. The indicator for the number of BEmOC facilities was 
not met in any of the districts, even in those with adequate numbers of CEmOC facilities. The 
indicator for the number of CEmOC facilities was over met in Rupandehi and Kaski. 
Kapilvasu had no facility providing CEmOC services. Both Saptari and Nawalparasi had only 
0.8 facilities for every 500,000 population, while the recommended level was 1.3 facilities.  

2.1.2 Geographic distr ibution of facilities in study distr icts  

The facilities, both public and private in all districts were clustered around the urban and peri 
urban areas, while large parts of population in the rural and remote areas remained virtually 
without services.  

2.1.3 Propor tion of all bir ths at facility  

If less than 15% of all births in the population take place in EmOC facilities, it is certain that 
some women who need lifesaving EmOC services are not receiving it. Except for Rupandehi, 
and Kaski, all other districts were far below this minimum acceptable level.  

2.1.4 Met need for  EmOC  

This indicator gives the proportion of women estimated to have obstetric complications  
treated at EmOC facilities. If the met need is less than 100%, one can conclude that some 
women with complications are not receiving the medical care they need. The results indicated 
that in none of the surveyed districts this indicator has been met. The situation is worse in 
districts such as Nawalparasi, Baglung, Kapilvastu and Saptari.  

2.1.5 Caesarean sections as percentage of all bir ths  

If fewer than 5 percent of all births are caesarean sections, some women who need caesarean 
sections are not receiving it. Except Kaski district, in all districts surveyed the needy women 
did not receive caesarean sections services. Providing this service at the facility requires the 
availability of skilled surgeon, as this was not fulfilled, the results were not surprising. The 
priority therefore should lie in increasing the availability of appropriately skilled doctor in the 
districts to perform such surgery. 

                                                 
1 Local bodies were the District level line agencies (e.g. DPHO, DHO, WDO, DEO etc) the local representatives 
of HMG’s various ministerial departments, Local government agencies established to support DDC, the locally 
elected government bodies responsible for coordinating, managing and administering all development, 
administrative and monitoring activities at the district and Reproductive Health Coordination Committees under 
FHD, MoH , the district level information sharing, advocacy, coordination, and policy development network. 
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2.1.6 Case fatality rate  

CFR measures the quality of EmOC performance at the facility level. This indicator is thus 
more meaningful for taking actions locally. The results indicated the number of deaths 
recorded at the facility is too few to make any meaningful comparison or inferences in most 
districts.   

2.2 Utilisation of Health Facilities 

2.2.1 Trends of users by types of health facility 

There is a shift in utilisation towards private facilities. In Rupandehi, only 50% of all 
deliveries are currently occurring in public facilities; three years ago, this figure was 67.1%. 
This also corresponds to other services like complication managed. The findings of caesarean 
sections are quite remarkable; in 2057-58, 70.1% of caesarean sections were preformed in 
public sector. This has almost reversed in 2060-61 with 64.6% of caesarean sections in 
private facilities.  In contrast to Rupandehi, the shift to the private sector is not evident in 
Nawalparasi, Baglung, Kapilvastu and Saptari, where this sector has not emerged yet.  

2.2.2 Trends of EmOC users by Caste/Ethnicity 

In the districts where profile of EmOC users were collected, Brahmin/Chhetri consistently 
constituted the major users of EmOC services - ranging from 71.1% in Baglung to 38.1% in 
Nawalparasi district. In Rupandehi, Brahmin/Chhetri constituted to about 58.8% of the total 
users.   

Dalit population was studied as proxy of "poorest group". Of all the users, Dalits who used 
EmOC facilities was the highest (17.1%) in Baglung. In Rupandehi and Nawalparasi, the 
pattern is erratic and fluctuates in the interval between 4.4% to 8.1% and 12.0% to 20.4% 
respectively. In Baglung, one could see that the proportion of Dalits using EmOC services 
rising from a mere 8.9 % in 2056/57 to almost twice (17.1%) in 2060/61.  

Further analysis of the trend of utilisation of public and private facilities by dalits in two 
districts, Rupandehi and Nawalparasi revealed that of all the Dalit users, 82% used the public 
facilities in the year 2057/58 which dropped to 54% in 2058/59, and slowly picked up to 69% 
in the year 2060/61. Likewise in Nawalparasi, of the total Dalit users, 94% utilised public 
facilities.   

The analysis was done for Brahmin/Chhetri, in 2057/58, 26% used private EmOC facilities, 
this trend changed to almost 65% in 2060/61. Likewise, for the Dalit population the 
proportion of users was 18% (total number of users was only 49) in 2057/58, which rose to 
32% in 2060/61. The results indicated that there has been a shift in the choice of facility for 
utilising the private facilities both by the Bhahmin/Chhetri and Dalit population. 

2.2.3 EmOC utilisation and the distance from the facility 

Over 80% of the users in terai districts came from a distance of less than four hours from the 
facility, and a little more than half of them used private facilities. Those coming from a 
distance of more than 8 hours, only a fourth of them used private facilities. In Nawalparasi, 
63.9% were from a distance of less than two hours and this figure in Baglung was 38.3%.  
Here also, the private versus public was a limitation. 
2.2.4 EmOC utilisation by distance from the facility and caste/ethnicity 

For both Brahmin Chhetri and Dalit groups, access to the facility in relation to distance was 
the same with above 80% coming from the a distance of less than four hours in terai districts. 
In Baglung, this figure was 35.35 OF Brahmin Chhetris and 50% of  Dalit users came from a 
distance of less than four hours from facility.  
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2.2.5 Trend in utilisation and place of residence  

The utilisation of EmOC services were consistently higher in VDCs in close proximity to the 
facilities. Areas adjacent to the roads also seem to have better utilisation. However, utilisation 
from VDCs distant from the roads is also gradually increasing as is the overall pattern of 
utilisation.  

2.2.5 Inflow and outflow patterns in utilisation between distr icts 

It is common for users to choose other districts for availing CEmOC services.  The reasons 
for this may be geographic proximity, ease of transportation, availability of skilled service 
provider, perceived quality and cost of services. The study attempted to identify EmOC users 
visiting facilities outside their district of residence.   

In Rupandehi, the inflow from adjoining districts of Nawalparasi and Kapilvastu continue to 
rise. From Nawalparasi, considerable numbers visit facilities in Chitwan and Rupandehi and 
this trend was increasing. This may have implications for calculation of UN Process 
Indicators for Nawalparasi district, which does not consider such users. In Baglung district 
the number of users coming to EmOC facilities has shown gradual increment, the proportion 
of users coming from the district itself is however, coming down, (77% in 2056/57 and 64% 
in 2059/60). The inflow from adjoining districts is rising, and at the same time, outflow to 
adjoining districts of Palpa and Rupandehi were rising.   

2.3 Mothers perspectives 

Out of the 96 mothers interviewed, 67.71% used public and the rest private EmOC facilities. 
Brahmin and Chhetri comprised 41%, hill ethnic groups (Gurung, Tamang, Magar and Rai) 
18% and Dalits 15%. TBAs provided help for 35% with another 30% using health personnel 
before coming to the EmOC facility. Only 2% of the mothers made decision themselves, for 
83% decisions were made by male members of the family and mothers in-law making 
decision for only 10%.  

2.3.1 Refer ral  

Most mothers (65%) bypassed the lower facility there was preference for higher and private 
facilities; 33% utilised district (public) hospitals, 21% private drug retailers, and another 24% 
private hospitals and clinics before coming to the CEmOC facility. The determinants for 
preference were availability of full range of services 35%, geographic proximity of the 
hospital 22%, availability of specialists 13% and 9% each for better quality of services and 
lower costs.  

2.3.2 Problems faced  

Problems with transportation were faced by 48%; and for 57% of these mothers, it was 
financial. Only 8% of the mothers’  availed ambulance for reaching EmOC facility and 52% 
spent less than 3000 Rs. at the facility. Though poor funds were available in the hospitals, 
only one mother had actually received free service and four mothers had a quarter of their 
charges waived off.  

To improve utilisation of services, they suggested strengthening service delivery and quality 
of care and improved accessibility. Community actions including availability of community 
funds, and means for transportation, and community empowerment on gender equity was also 
suggested.  
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2.4 Perspectives of MCHWs 

Out of 51 MCHWs interviewed, majority (76%) belonged to Brahmin/Chhetri, and the rest 
from hill and terai ethnicities. None of them came from the dalit community.  

2.4.1 Traditional beliefs and practices in the community  

Preference for TBAs was common for all VDCs, MCHWs summoned only if the TBAs 
failed. Traditional harmful beliefs lead to complacency and delay in seeking care. Some other 
harmful traditional practices like application of abdominal pressure to rid the mother of dirty 
blood from her system and for delivering the placenta were described. The practice of ritual 
impurity during delivery and postnatal period limited the possibilities for other family 
members to help mother or baby with complications.   
2.4.2 Response of community towards MCHWs    

General belief that MCHW would manage most problems with appropriate care at home, 
made acceptance of advice on referral difficult. Mothers erroneously labelled it as lack of 
competence on the MCHW’s part. Fear of costs involved with utilisation of hospital services, 
and lack of financial preparedness for such an eventuality lead to delay.  
2.4.3 Refer ral practices 

Self reported estimates of referral by MCHWs ranged from a low of 1 to a high of 10 cases in 
one year.  Geographic accessibility and the availability of the range of services were the usual 
criteria for the choice of referral site. Referral forms were not in use and there was no system 
of referring the mother back for follow-up and continuity of care by the higher facility.  

2.4.4 Practice of MCHW for  replenishment of used items of the kit Incentives and 
home delivery                                                                                                                                                                                                                                                                                           

Used items of the kit box were replenished from the service charges recovered from the 
families. There was lack of uniformity in the service charges between the different districts 
and even among different VDCs of the same district. It was difficult to recover cost from 
families due to reluctance to pay the MCHW, who was a salaried government employee. 
Charging for services and the used items of the kit box supplied by the government was 
hence considered a malpractice.  

2.4.5 Facilitating factors 

Support from the health system, refresher training and the kit box facilitated the work. 
Support from the FCHVs and TBAs  and the community at the time of emergency by 
arranging the means of transportation, carrying the mothers when no other means were 
available and emergency funds were appreciated.  

2.4.6 Suggestions of the MCHW 

Most of the suggestions of MCHWs for improving utilisation of EmOC centred around 
community actions for improving community awareness on care during pregnancy, birth 
preparedness, recognition of danger signs, use of skilled attendant at birth and the importance 
of referral to hospitals in case of complication.  
 

2.5 Sustainability of EmOC Services:Stakeholders Perspective 

"The issue of maternal health is not an agenda of health sector alone. It would be impossible to solve 
the problem of maternal mortality if health sector alone took the responsibility” .  

Chief District Officer, Saptari 

The following key issues were identified during group discussion:   



 vi 

2.5.1 Coordination, collaboration and resource generation 

Lack of integration of maternal mortality reduction measures with activities of other sectors, 
e.g. poverty reduction, income generation, population and environment, agriculture and 
nutrition at the operational level. Lack of clear understanding on how other sectors could help 
contribute towards reduction of maternal mortality. Hence, a district level strategic planning 
exercises to identify appropriate actions and its coordination from different sectors suggested. 
Mobilisation of local governmental bodies, DDC in particular for generation of resources, the 
allocation of which must follow recommendation of RHCC.  
2.5.2 Char ity and emergency fund for  poor  patients 

Lack of assessment criteria, to identify the real poor and guideline regarding the use of poor 
patient along with ignorance among users regarding the availability of such funds, and the 
process involved for availing it interfered with the optimal utilisation of this fund.  
2.5.3 Human resources management 

The main problem in most districts was the unfilled sanctioned posts, frequent staff transfer, 
without the concurrence of local managers and the retention of skilled service providers.  

2.5.4 Recommendations from the Stakeholders 

Decentralisation at the operational level   

3. Recommendations of the study 
3.1 On information system 

There is a need for updating the information on the importance of stringent data recording, 
monitoring and technical back stopping right at the facility level so that corrective actions 
could be taken locally, in essence the decentralised management of health services.   
3.2 On increasing utilisation of services 

Measures to reduce cost barrier for increasing utilisation like making delivery services in 
government health institution free along with proper implementation of poor funds. 
Strengthening mechanism for transportation, ensuring the continuous availability of skilled 
and competent human resources and community empowerment on importance of seeking 
skilled care during delivery, recognition of complications and the importance of referral 
3.3 On creating enabling environment for  MCHWs 

Creation of an enabling environment for dealing with issues such as work condition, 
availability of supportive supervision, support and recognition, acceptance by the community, 
and support from the VDCs all needs strengthening. Exploration for alternative means for 
replenishing the consumables of the MCHW©s kit box and service charge for home delivery to 
reduce the cost barriers, particularly for poor and marginalized women.   
3.4 On sustainability 

�  Strengthening intrasectoral and intersectoral coordination. Strategic planning at the 
operational level for coordinated and meaningful actions for maternal mortality reduction 
from different sectors 

�  RHCC to plan and recommend for mobilisation of budget from local governmental 
agencies for safe motherhood activities 

�  Development of human resource strategy for safe motherhood programme.  Continuity of 
services to be the prime consideration when transfers are made which, must be in 
concurrence of local managers; opportunity for skill up gradation for all categories of 
health workers.
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Chapter  1 

Introduction 

1.1 Background 
Nepal has made satisfactory progress in many areas of health and social development. 
However, high maternal mortality of 539 per 100,000 live births (HMG/N, 1996) remains a 
major challenge for the country. His Majesty’s Government of Nepal, having had endorsed 
the Millennium Declaration (2001) remains committed to the achievement of Millennium 
Development Goals (MDG), which requires reduction of maternal mortality ratio (MMR) by 
two thirds (129-213/100,000 live births), by 2015. Improving this situation is a priority of His 
Majesty’s Government of Nepal (HMG/N) as illustrated in the National Safe Motherhood 
Programme. This is expressed at the policy level in the goal of National Safe Motherhood 
Plan (2002), and through the prioritisation of Safe Motherhood as part of the Essential Health 
Care Services (EHCS, HMG/N, 2003). One of the indicators, to asses progress in MDG is the 
proportion of births attended by health care providers. In 1991, deliveries attended by health 
care providers stood at 7.4 percent (HMG/N, 1991) of all expected deliveries, this indicator 
has slightly gone up to 10.8 percent in 2001 (MoH, 2001). The challenge is to have 90% 
women delivered by skilled birth attendant by 2015.   

In the above context, the Ministry of Health’s (MoH) current strategy as highlighted in the 
National Safe Motherhood Plan (2002-2017) is to increase access to services at hospitals and 
primary health care centres (PHCC), through establishment of basic and comprehensive 
emergency obstetric care and skilled attendance through trained maternal and child health 
workers (MCHW) at the community level. One of the purposes of the plan is “sustained 
increase in utilisation of quality maternal services” .  In order to monitor progress towards 
this, an Emergency Obstetric Care (EmOC) monitoring system has been developed and 
managed by Family Health Division (FHD) of Department of Health Services with assistance 
from external development partners working for safe motherhood. The system is based on the 
UN process indicators, which measures and monitors emergency obstetric services.  

The National Safe Motherhood Programme of HMG/N is supported by the Department For 
International Development (DFID) funded Nepal Safer Motherhood Project (NSMP) in 9 
districts, namely, Kailali, Surkhet, Baglung, Rupandehi, Nawalparasi, Parbat, Myagdi, Jumla 
and Dailekh; and by UNICEF’s Women’s Right to Life and Health Project (WRLHP) in 
other 4 districts, Saptari, Kapilvastu, Dang and Panchthar. Both projects contain a service 
component, under which, systems to improve the quality of essential obstetric services is 
incorporated. This includes improvement of physical infrastructure of the hospitals, 
equipment and supplies, and human resource development. NSMP also provides an 
increasing access component, which aims to create awareness of and demand for services by 
addressing a range of barriers, that women face while utilising the services. UNICEF 
addresses the problem through decentralised integrated rights based approach that 
incorporates and integrates all sectoral projects. The system of monitoring EmOC, currently 
covers these 13 safe motherhood districts and as the number of safer motherhood (SM) 
districts increases, the monitoring system will be expanded.  

1.2 Rationale  
The EmOC monitoring system has been rigorously developed and is considered reasonably 
well managed and reliable. However, there are some recognised constraints to the system at 
present. Most importantly for measuring trends in utilisation, the system only captures data 
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from a few public facilities in the district, whilst the denominator for met need is based on the 
district population, which also uses private health facilities. Changes in utilisation of other 
facilities and services, private for profit and private not-for profit, are not currently measured 
by the system.  

It is necessary therefore, to assess the total utilisation taking into account both the public and 
private facilities, particularly in view of the expanding services being provided by the private 
sector.  

1.3 Objectives  

1.3.1 General objective 

The general objective of this study is to assess, whether there has been any increasing trend in 
EmOC utilisation, in public and private health facilities over the years in the selected 
districts.  

1.3.2 Specific objectives  

Specific objectives of the study are:  

·  To find out the types of EmOC services available at public and private health facilities 

·  To find out the trend of EmOC service users in public and private EmOC facilities 

·  To describe the characteristics of users as represented by their castes and distance from 
their places of residence to the health facilities  

·  To assess the practices of MCHWs in management and referral of obstetric cases in the 
community  

·  To document the experiences of mothers seeking EmOC services  

·  To find out the factors for sustainability of EmOC service.  

1.4 Methodology  

1.4.1 Study design 

The study design was descriptive and exploratory, based on both primary and secondary data. 
To get the picture that was closest to the reality, both quantitative as well as qualitative 
techniques were used.    

1.4.2 Study distr icts 

The study was based in six purposively selected terai and hill districts. The selected districts 
were: 

i. Rupandehi 
ii. Nawalparasi 
iii. Kapivastu  
iv. Kaski 
v. Baglung 
vi. Saptari 

1.4.3 Sampling  

All facilities providing EmOC services in the district, both from public and private sectors 
were selected for the study.  
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The mothers using the EmOC facilities were selected purposively from both private and 
public EmOC facilities. The sample size depended upon the number of mothers admitted in 
the facilities at the time of the fieldwork. Approximately 10 mothers were interviewed in 
each district. However, in some districts there were not enough mothers admitted.   

For the MCHW component of the study, the VDCs were purposively selected considering 
safety in view of the conflict and geographic accessibility. In each district, eight VDCs were 
selected for interviewing the MCHWs working in the respective Sub-health Post (SHP). 

1.5 Data collection method 
The number of EmOC facilities and the performance of the signal functions were determined 
through the interview with key informant, review of records, through observation and through 
interview of staff.  

1.5.1 Key informant interview 

The key informants were the managers / in-charges of the public and private facilities of the 
respective districts. They were interviewed using the guidelines developed for this purpose, to 
identify the facilities, the types of services provided in the facilities, patient flow and system 
for recording the patient©s details. Worksheet 1a, 1b and form 2 of UN Process Indicators 
(AMDD, 2002) used to identify the basic/ comprehensive and public/private facilities. 
(Please find the list of key informants by facility in Annex 1b). 

1.5.2 Record review  

In the process of collecting data, the flow of obstetric patients was identified to show where 
and how the data was recorded, by interviewing the medical recorder, nurses and managers of 
the selected facilities. The most complete and accurate registers maintained in the facilities, 
for the period of five years, were reviewed for data collection.    

Registers reviewed 
1. Admission register  
2. Labour and delivery register  
3. Maternity register  
4. Operation theatre register  
5. Discharge register  

(List of registers reviewed by facility with remarks Annex 1c) 

1.5.3 In-depth interview with MCHWs 

The MCHWs working at the SHP of the selected VDCs were interviewed to explore their 
perspectives on the input from the system in terms of training, logistics, supervision, case 
management, referral, and the facilitating and hindering factors in provision services at the 
community level. (Interview guideline Annex 1a). 

1.5.4 Semi structured interview with mothers 

A semi-structured interview guideline was used to explore the actual experiences of mothers 
who had used EmOC facility. The interview focussed on birth preparedness, natal practices, 
advice on referral, decision making in the family, distance from EmOC facility, and any 
support from community for transportation, finances etc. Their perceptions on services at the 
facility, problems faced and suggestions for improving utilization were also explored. 
(Questionnaire Annex1a) 
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1.5.5 Group interview with key stakeholders 

A group interview with key stakeholders was conducted in each district, to explore the issues 
regarding sustainability of EmOC services. Discussions were focussed on policy issues, 
delivery system of EmOC services, human resources, logistics, utilization patterns and 
referral systems. The district level stakeholders who participated were the managers, clinical 
service providers at the facilities, district public health officer, and representatives from line 
agencies2, local government agencies3, and members of RHCC4, view of their role under 
implementation of local self governance act.  

1.6 Data processing and analysis 
Detailed field schedule and check lists were developed to ensure the quality of the data. 
Periodic monitoring by cross checking of the fieldwork was carried out.   

1.6.1 Field editing 

The data was checked for completeness and consistency in the field prior to entering it in the 
computer. Preliminary analysis were done and results presented before the stakeholders in 
each district.  

1.6.2 Fur ther editing of data 

Upon return from the field, further editing of the data and scrutiny was done by computer 
checks for validity of the data. The frequencies of each variable generated to check the 
completeness of data entry and validity. Data was entered in Excel programme. 

1.6.3 Data management 

Management of quantitative data  
The data was coded for computer entry and processed in Excel software programme. Cross 
tables and matrixes were developed to analyse the data. 

Management of qualitative data  
The main steps in analysis of qualitative data included, transcription of the interviews, typing 
of the transcriptions, colour coding and grouping in matrices with main domains for analysis 
and summarisation.    

1.7 Assur ing the quality of data 
Several approaches were adopted to assure the quality of data, collection, compilation and 
analysis. 

·  Orientation to the field researchers 
·  Pre-testing of the questionnaires and interview guidelines followed by appropriate 

modifications. 
·  Data checking and computer entry 
·  Reliability 

                                                 
2 District level line agencies (e.g. DPHO, DHO, WDO, DEO etc), the local representatives of HMG’s various 

ministerial departments. 
3 Local government agencies are those established to support DDC, the locally elected government bodies 

responsible for coordinating, managing and administering all development, administrative and monitoring 
activities at the district. 

4 RHCC under FHD, MoH is the district level information sharing, advocacy, coordination, and policy 
development networks. 
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The process of the patient flow, recording system and types of registers used were 
explored and confirmed with concerned nursing staff, doctors, medical recorder to 
eliminate double entry and to ensure inclusion of all types of register to generate data 
required for the study. 

·  Validation of data  
The preliminary findings of the study were presented before the district managers and 
stakeholders in each district for validation and ownership. 

1.8 UN Process Indicators  
The indicators used to asses the utilisation of EmOC services were calculated by using the 
guidelines developed by UNICEF/WHO/UNFPA, termed as UN Process Indicators. They 
were: 

i. Amount of emergency obstetric care (EmOC) services available 
ii. Geographical distribution of EmOC facilities                                                                                                                                                                             
iii. Proportion of all births in EmOC facilities 
iv. Met need for EmOC services 
v. Caesarean sections as a percentage of all births in the population 
vi. Case fatality rate 

To determine the population size in a given area (district), the most recent census (2001) was 
used. The projection of populations used was as estimated by Central Bureau of Statistics and 
Ministry of Population an Environment, 2003.   

The definitions and formula used in calculating UN Process Indicators including the 
recommended levels are given below: 

UN Process 
Indicator   Definition  Recommended level Type of indicator  

1. Amount of 
EmOC 
services 
available 

 

Number of 
facilities that 
provide EmOC 
 

Minimum:1 
Comprehensive 
EmOC facility for every 
500,000 people 
Minimum: 4 Basic EmOC 
facilities per 500,000 
people 

Availability 

2. Geographical 
distr ibution of 
EmOC 
facilities 

 

Facilities 
providing EmOC 
well-distributed at 

district  
 

Minimum: 100% of district 
areas have the 
minimum acceptable 
numbers of basic and 
comprehensive EmOC 
facilities 

Availability 

3. Institutional 
deliver ies 

 

Proportion of 
expected 
deliveries 
conducted at 
EmOC facilities 

Minimum: 15% Utilisation 
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UN Process 
Indicator   

Definition  Recommended level Type of indicator  

4. Met need for  
EmOC 
services 

  

Proportion of 
expected obstetric 
complications 
treated in EmOC 
facilities 

At least 100% of women 
estimated to have obstetric 
complications are treated in 
EmOC facility 
 

Utilisation 

5. Caesarean 
sections as a 
percentage of 
all bir ths 

 

Caesarean 
deliveries as a 
proportion of all 
births in the 
population 

Minimum 5% 
Maximum 15% 

Utilisation 

6. Case fatality 
rate  

Proportion of 
women dying of 
obstetric 
complications in 
health facilities 

Maximum 1% Quality 

1.9 Working definitions for  defining obstetr ic complications 
Complicated cases were identified using WHO guideline (WHO 2000), Table 1.1. In the 
calculation of UN Process Indicators, this study took into account the above classification, 
with modifications. This was done because the diagnosis in the record did not always match 
with the ones described in the UN process indicators.  

Table 1.1 Direct Obstetr ic Complications and Working Definitions 
Direct Obstetr ic 
Complications 

Definitions der ived from WHO and International Federation 
of Gynaecology and Obstetr ics Save the Mothers Projects 
Any bleeding before labour and during labour: placenta previa, 
abruptio placenta. 

�  Bleeding that requires treatment (provision of intravenous 
fluids and/or blood transfusion); 

�  Retained placenta; 

Haemor rhage     
Antepar tum  
 
 
                            
Postpar tum �  Severe bleeding from lacerations (vaginal or cervical) 
Prolonged / 
Obstructed labour  

This is dystocia (abnormal labour) and will include:  
�  Prolonged, established, first stage of labour (>12 hours)  
�  Prolonged second stage of labour (>1 hour)  
�  CPD (cephalo-pelvic disproportion), transverse lie, 

brow/face presentation. 
If a woman with a previous caesarean section has had a failed trial 
of scar 7, and again she requires a C-section, then the complication 
is CPD. If a woman has a C-section for foetal distress, she is 
registered as a C-section case, but has no maternal complication. 

Postpar tum sepsis  A woman has a fever (temperature 38 degrees Centigrade or more) 
occurring more than 24 hours after delivery (with at least two 
readings because labour alone can cause some fever). Other signs 
and symptoms that can be present: lower abdominal pain, purulent, 
offensive vaginal discharge (lochia), and tender uterus. (Rule out 
malaria) 
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Direct Obstetr ic 
Complications 

Definitions der ived from WHO and International Federation 
of Gynaecology and Obstetr ics Save the Mothers Projects 

Complications of 
abor tion  
 

•Haemorrhage due to abortion, which requires resuscitation with 
IV fluids and/or blood transfusion. 
•Sepsis due to abortion (this includes perforation and pelvic 
abscess) 
Note: abortion may be spontaneous or induced. 

Severe Pre-eclampsia/ 
Eclampsia 

Diastolic blood pressure >110 mmHg and proteinuria >3+ after 20 
weeks gestation. Various signs and symptoms: headache, hyper 
reflexia, blurred vision, oliguria, epigastric pain, and pulmonary 
oedema. 
Convulsions. Diastolic blood pressure 90mmHG or more after 20 
weeks gestation. Proteinuria 2+ or more. Various signs and 
symptoms: coma and other signs and symptoms of severe pre-
eclampsia. 

Ectopic Pregnancy  Internal bleeding from a pregnancy outside the uterus. Lower 
abdominal pain and shock possible from internal bleeding. History 
of pregnancy. 

Ruptured Uterus  Uterine rupture with a history of prolonged/obstructed labour 
when uterine contractions suddenly stopped. Painful abdomen. 
Patient may be in shock from internal and/or vaginal bleeding. 

In addition to the complications described above, some modifications had to be made because 
the diagnoses in the registers did not correspond to the specifications under UN process 
indicators guideline. It was also true for indication for caesarean sections. Hence, these cases 
could not be included in the calculation of complications managed, however were included in 
calculation of caesarean sections performed. This shows lack of orientation among users to 
specify the complications and diagnosis according to the guideline.  Therefore, the recording 
system used for monitoring of EmOC cases does not match with UN guideline. Appropriate 
orientation could rectify this limitation.    

1.10 L imitations of the study 
Monitoring of progress towards utilisation of EmOC services will require reliable, timely and 
comparable data. Such data need to be consistent over the years for making policy and 
programme recommendations. However, significant gaps were present in the availability and 
the quality of the information, which has been a challenge and constraint of the study. 

1.10.1 Records 

·  The study methodology has relied heavily on  

• quality of records maintained and  
• availability of the registers. 

·  Completeness of the data recorded in the registers was a problem. Not all the columns in 
the registers were filled, the columns ere narrow for e.g. the address column. 

·  The diagnoses were not clearly stated and did not conform to UN process indicators 
·  The indication for CS was not always mentioned 
·  Lack of uniformity in the recording system  

1.10.2 Accessibility 

·  Some health facilities could not be visited due to security reasons 
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1.10.3 Duration 

·  The data maintained at the health facilities are by Nepali fiscal year. Therefore, the 
presentation of the findings in the report, follow the same.   

·  As the study was conducted during the last two months of the current Nepali fiscal year. 
The data for the last 1-2 months could not be included. Therefore, the last year©s data, 
which included only the period of ten months needs to be interpreted accordingly.  

1.10.4 Availability of data and its quality in selected facilities 

As mentioned earlier, the sources of data for generating UN Process Indicators were based on 
various registers maintained in the health facilities. The availability of these registers in the 
facilities varies a lot. In some facilities, complete records were not available, whereas in 
others, complete entry in the registers were not maintained. In some facilities, the registers of 
some years were not available for various reasons. All these factors have direct bearing on the 
indicators that have been generated and presented in this report. There is no way to correct or 
to take into account these factors in the calculation of the indicators. Therefore, the results 
have to be interpreted with caution. 

The following notes highlight the variations in the availability and quality of information 
availed at the health facility:  

�  In Western Regional Hospital, Pokhara, some of the registers of the last five years were 
not available. The data presented here, was generated from the compiled reports. 
Therefore, all required information for analysing the patient©s profile were not available. 
Record of maternal death could not be availed. The Discharge Register did not have the 
address, the family name or the caste. Hence, the user’s profile could not be collected for 
this district. 

�  In Lumbini Zonal Hospital, Rupandehi, the Operation Theatre Register for the year, 
2056/57 was not available.  

�  In Kapilvastu, Shivaraj Hospital lacked indoor services in 2056/057, this has bearing in 
the utilisation for that year in the district.  

�  In Prithvi Bir Hospital, registers for 2058/059 were not available.   

The details of data availability and the impressions of the researchers on the quality of the 
data maintained and generated at each facility are summarised in Annex 1c. 

1.11 L iterature review 

1.11.1 Contextual analysis 

High maternal mortality and morbidity continues to be a major public health concern in all 
developing countries including Nepal. The maternal mortality and morbidity study (HMG/N, 
1998) identified the causes of maternal deaths to be 71% by direct causes and 29% by 
indirect causes. With 90% of deliveries occurring at home, most deaths (79%) occur in the 
community and only 21% in health facility. Health personnel attend only 10% of deliveries, 
most being attended by friends and relatives and most deaths (62%) take place during the 
postpartum period. The past strategies of carrying out integrated FP/MCH services, 
promoting antenatal care and attendance of births through TBAs have proved inadequate for 
reducing maternal deaths.  

Global experience has shown that all pregnancies are at risk and maternal deaths are difficult 
to predict. In this context, Ministry of Health (MoH) has come out with the strategy for 
reducing maternal mortality by increasing access to EmOC services at primary health care 



 9 

centres (PHCC) and hospitals and through skilled attendance by trained Maternal and Child 
Health Workers (MCHW) at community level.  

The cadre of MCHW was initiated in 1993, by selecting local women to serve the health 
needs of mothers and children. They receive a basic training of three months duration and are 
then expected to provide antenatal, natal, postnatal care and child health care at one of the 
3,158 Sub Health Posts (SHP) and at the outreach clinics (ORC) in outlying communities. 
Approximately 3300 MCHWs have received basic training and 1300 out of those have 
received a refresher training of six weeks duration. They are trained in active management of 
third stage of labour, identify life-threatening complications, provide obstetric first aid and 
make timely referral. The evaluation of MCHWs (FHD,MoH 2003) showed that MCHWs 
with refresher training are competent in these skills. 

MCHWs thus form a critical work force of the national effort to reduce maternal and infant 
mortality by handling normal births, recognising signs of complications and knowing when 
and where to refer the cases requiring EmOC. Hence, they are a crucial link between the 
communities and the EmOC facilities and play a very important role in increasing utilisation 
of EmOC. Their utilisation by the community however, continues to be low (FHD, MoH 
2003). In this context, the study has tried to explore the common birthing practices in the 
community and identifying the facilitating and hindering factors for MCHWs particularly in 
their role of increasing access to utilisation of EmoC services.  

Some of thee targets stated in the National Safe Motherhood Plan  (2002) are as follows: 

·  Increase in percentage of deliveries by skilled attendants from 12.7% in 2001 to 40% by 
2017.  

·  Increase in percentage of deliveries at health facilities from 9% to 22% in 2017. 

·  Increase in met need for EmOC from 5% in 2001 to 10% in 2006.  

1.11.2 UN Process Indicators 

Measuring impact indicators of maternal mortality like maternal mortality ratio in a country 
like Nepal, with no comprehensive vital registration is difficult and costly. The alternative 
approach, is to measure progress in reduction of maternal mortality, based on monitoring the 
processes or interventions, and output. For this purpose, UNICEF, WHO and UNFPA have 
developed the guidelines for monitoring the availability, distribution, and utilisation of 
obstetric services by women. To some extent, they also measure the quality of the available 
services. Collectively known as the UN process indicators (AMDD Workbook 2002), it is 
based on the evidence that at least 15% (Hibbard, 1978; Hartfield, 1980) of all pregnant 
women develop sudden serious complications and require access to life saving quality 
obstetric services or procedures. These procedures or “signal functions”  distinguish facilities 
that provide basic from those providing comprehensive emergency obstetric care.   

Signal functions that determine the facility typw, basic or  comprehensive EmOC 

Basic EmOC services Comprehensive EmOC services 
1. Administer parenteral antibiotics 
2. Administer parenteral oxytocic drugs  
3. Administer parenteral anticonvulsants for 

pregnancy induced hypertension  
4. Perform manual removal of placenta 
5. Perform removal of retained products (e.g. 

vacuum aspiration) 

(1-6) All of those included in Basic 
EmOC 

1. Perform surgery (e.g. Caesarean 
section) 

2. Blood transfusion  
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Basic EmOC services Comprehensive EmOC services 
6. Perform assisted vaginal delivery (e.g. 

vacuum extraction, forceps) 
 

A Basic EmOC facility is one that is performing all the functions 1-6 

A comprehensive EmOC facility is one that is performing all the functions 1-8  

The advantage of using the UN Process Indicators lies in the fact that they are directly related 
to the key interventions, the data that are required for its calculation are generally available 
through service statistics, and it can be easily understood by implementers and policy makers.  

In the organisation of health system of Nepal, the BEmOC services are to be provided at 
Primary Health Care Centres (PHCC) of which there are 191 in the country, staffed by a 
doctor and staff nurse. They should have both received BEmOC training of 6weeks duration, 
till date 21 doctors and 14 nurses have received this training. CEmOC services are provided 
by district hospitals, zonal and regional hospitals.   

1.11.3 Decentralised health management 

Decentralisation has been one of the focussed areas of health sector reform process of MoH. 
The second long term health plan, has the vision statement "to have a health system where 
there is equitable access to coordinated quality health services in rural and urban areas; and 
health services are characterised by self reliance, full community participation, 
decentralisation, gender sensitivity and effective and efficient management, resulting in 
improved health status of the population. The aim of decentralisation in healthcare is to 
improve the health of the men, women and children of Nepal and reduce poverty by 
improving accountability of local bodies for the people, improving resource allocation, 
improving service delivery and accessibility addressing regional disparities (SLTHP,1997-
2017).  

In order to operationalise decentralisation, local self-governance act 1999, has been enacted 
and accordingly, rules and regulations have been executed. The Local Self-Governance Act 
1999 (LSGA), has made provisions for people’s participation in the development and 
decision-making processes that affect their lives and surroundings. Through the devolution of 
power and responsibility to the local governments, the stage has been set for Nepalese to be 
involved hands-on in the task of nation building. DDCs, Municipalities and VDCs are now 
responsible for their own development. 

To this date, all SHPs in 26 districts have been handed over to local bodies. The process of 
handing over is being accelerated to include health facilities beyond SHPs. The striking 
obstacle at this moment is the lack of elected peoples© representatives at the local government. 
Therefore, the issue of decentralisation and its sustainability is of crucial concern to all 
stakeholders.  
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Chapter  2 

Utilisation of EmOC Services 

2.1 Introduction 
This chapter will cover the following objectives of the study: 

·  To find out the trend of EmOC service users in study districts using UN process 
indicators. 

·  To find out the types of EmOC services available at public and private health facilities in 
study district.   

·  To describe the characteristics of users as represented by their castes and distance from 
their places of residence to the health facilities in Rupandehi, Nawalparasi and Baglung 
districts. 

In this chapter, the availability of EmOC services in the study districts, and its utilisation is 
described together with the profile of the users as represented by their caste, ethnicity and the 
place of residence. All facilities, public and private providing EmOC services in the selected 
districts were visited, interviews conducted and records examined. The sources of data for the 
characteristics of users were the maternity register, delivery register, admission and discharge 
register, MVA (manual vacuum aspiration) register, and the operation theatre registers. The 
registers were examined to study the patient flow and their characteristics, which later were 
verified with the concerned staff, including nurses, doctors and medical recorder. Only the 
data recorded and maintained in the registers at the health facility were used for data analysis. 
(See Annex 1c for the registers examined at each health facility). For the analysis of the user©s 
profile, all users visiting the EmOC facilities for complications have been included. To 
examine the changes in utilisation amongst the poorest groups, caste and distance has been 
taken as the proxy indicators.  

All information was recorded for the period since 2056/57 till 2060/615 following the 
Nepalese Fiscal Year, which is Shrawan 1 to Asadh end. The data collection activity took 
place from Jestha 11, 2061 to Asadh 24, 2061 which has implication that the data of only 10 
months were included in the last fiscal year©s information that is 2060/61. Therefore, an 
adjustment was made to make the 10 months figures equivalent to 12 months by multiplying 
the value with a correction factor 1.2.  The research team believes that this last year 
information does carry significant value and hence has been included in this analysis, which 
needs some caution while interpreting the results to take into account the length of period 
considered for different facilities.  

                                                 
5 Nepali Fiscal Year  and Corresponding Secular  Calendar  
Nepalese fiscal year  Secular  calendar  
Year  Month Year Month 
2056-2057 1999-2000 
2057-2058 2000-2001 
2058-2059 2001-2002 
2059-2060 2002-2003 
2060-2061 

Shrawan -Asadh 

2003-2004 

July-August 
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2.2 Trends of UN Process Indicators 
Using the guidelines for monitoring the availability and use of obstetric services, the 
following UN Process Indicators were derived: 

a. Amount of EmOC services available 
b. Geographical distribution of EmOC facilities 
c. Proportion of all births in EmOC facilities 
d. Met need for EmOC facilities 
e. Caesarean sections as a percentage of all births 
f. Case fatality rates 

2.2.1 EmOC facilities in the distr icts  

EmOC services in the districts were assessed at both public and private facilities. Only those 
facilities providing EmOC services have been shown here. Many private clinics provided 
obstetric services in the form of antenatal care and other maternal health services excluding 
emergency care or signal functions and have not been included. Similarly, public PHCC 
facilities functioning as birthing centre only without BEmOC services are excluded.      
 
2.2.1a Rupandehi Distr ict 

The public and private sectors providing EmOC services in Rupandehi district are as follows:  

Name of health facility Ownership Service 
Lumbini Zonal Hospital Public CEmOC 
Bhim Hospital Public BEmOC 
Lumbini PHCC Public  BEmOC 
Siddhartha Children & Women Hospital Private not for profit CEmOC 
Universal College of Medical Sciences Private for profit CEmOC 
Butwal Hospital Pvt. Ltd. Private for profit CEmOC 
Lumbini Nursing Home Pvt. Ltd. Private for profit CEmOC 
Number  of Health Facilities covered Public- 3, Private- 4; Basic- 2, Comprehensive- 5 

The three PHCCs (Dhakdahi, Basantpur and Rayapur) in the public sector and one clinic in 
the private sector have been not been included as these did not provide BEmOC services.   

2.2.1b Nawalparasi Distr ict 

The EmOC services in Nawalparasi district is provided mainly from the public sector.  The 
private sector is also emerging gradually to provide EmOC services.  

Name of health facilities Ownership Service 
Prithvi Chandra Hospital Public CEmOC 
Chormara PHCC Public BEmOC 
Dumkauli PHCC Public BEmOC 
Number  of Health Facilities covered Public-3, Basic- 2, Comprehensive- 1  
In the public sector, Dumkauli PHCC is providing all but one (vaccum delivery not available) 
signal function and has been included. However, Jaganathpur PHC provides sone signal 
functions; two hospitals from private sector, Janakalyan Hospital and Kaligandaki Hospital 
seem committed to providing all BEmOC services in the near future. Similarly, Paribar 
Swastha Clinic (FHC) from private not for profit sector, provides services for normal 
deliveries and referral.    
 



 13 

2.2.1c Baglung Distr ict 

In Baglung, only public sector is providing EmOC services. Baglung district hospital is 
providing CEmOC and the three PHCCs (Burtibang, Kushmishera and Harichaur) could not 
be visited for security reasons. Moreover, the reporting from these PHCCs were not regular, 
as confirmed by DPHO.    

Name of health facilities Ownership Service 
Baglung Hospital Public CEmOC 
Number  of Health Facilities covered Public- 1, Private- 0; Basic- 0, Comprehensive- 1 

2.2.1d Kapilvastu distr ict 

The EmOC services in Kapilvastu district is provided by public sector only. The following 
were included in this study of facilities: 

Name of health facility Ownership Service 
Prithvi Bir Hospital Public BEmOC 
Shiva Raj Hospital Public BEmOC 
Number  of Health Facilities covered Public- 2, Private- 0; Basic- 2, Comprehensive- 0 

The two PHCCs, Dhupahi and Mahendrakot did not function as BEmOC facility, and have 
been excluded from the study.   

2.2.1e Saptar i distr ict 

The EmOC services in Saptari district is provided from public sector only. The following 
facilities were included in the study: 

Name of health facility Ownership Service 
Sagarmatha Zonal Hospital Public CEmOC 
Kanchanpur, PHCC Public BEmOC 
Number  of Health Facilities covered Public- 2, Private- 0; Basic- 1, Comprehensive- 1 

In the public sector, Kadarbona, Kalyanpur, and Topa PHCCs did not provide BEmOC 
services and two other clinics from private sectors that were not maintaining any records of 
services offered were excluded from the study.  

2.2.1f Kaski distr ict 

The EmOC services in Kaski district is provided from both public as well as private sectors. 
This is the only district out of six study districts having no EDP support for safe motherhood 
activities.  

Name of health facility Ownership Service 
Western Regional Hospital Public CEmOC 
Manipal Teaching Hospital Private CEmOC 
Abhiyan Community Hospital Private CEmOC 
Fish Tail Medical Research Centre Private CEmOC 
Number  of Health Facilities covered Public- 1, Private- 3; Basic- o, Comprehensive- 4 

The PHCCs at Bhedabari and Sishuwa with only few normal deliveries and providing only a 
few of the signal functions have not been included. Similarly, a nursing home from the 
private sector, providing only ANC services and many private consultation chambers that 
were not reported to provide emergency services and did not maintain records were excluded.  
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2.2.2 Amount of EmOC services, Indicator  # 1 

Table 2.1 : Amount of EmOC coverage per  500,000 populations for  the year  2060/61 (2004) 

Existing number  of 
facilities providing 

services 

Amount of 
EmOC coverage 

per  500,000 
population 

Recommended 
Level Distr ict Estimated 

Population 

Basic Comprehen
sive 

Basic Comprehe
nsive 

Basic Comprehe
nsive 

Rupandehi 764970 2 5 1.3 3.3 6.1 1.5 
Nawalparasi 647480 2 1 1.5 0.8 5.2 1.3 
Baglung 294562 0 1 - 1.7 2.4 0.6 
Saptari 629243 1 1 0.8 0.8 5.0 1.3 
Kapilbastu 529829 2 0 1.9 - 4.2 1.1 
Kaski 407917 0 4 - 4.9 3.3 0.8 

The UN process indicator guidelines states the minimum acceptable level for the amount of 
EmOC facilities of at least 4 Basic and 1 Comprehensive EmOC facility for every 500,000 
population.  

Looking at the indicator for the number of BEmOC facilities, it is clear that the minimum 
acceptable level has not been met in any of the districts.  

However, the indicator for the number of CEmOC facilities has been over met in Rupandehi 
and Kaski. Kapilvasu has serious problem with no facility providing CEmOC services. Both 
Saptari and Nawalparasi have problem as there is only 0.8 facilities for every 500,000 
population, while the recommended level is 1.3 facilities.  

There is a tendency towards a shortage of BEmOC facilities even in districts where there are 
adequate number of CEmOC facilities. Out of 14 PHCCs visited only 4 provided BEmOC 
services.  

2.2.3 Geographic distr ibution of facilities in study distr icts Indicator  # 2 

The facilities in all districts are clustered around the urban and peri urban areas, adjacent to 
the roads; while large parts of population in the rural and remote areas remain virtually 
without services. This was true for both private as well as the public facilities. 
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2.2.4 Propor tion of all bir ths at facility Indicator  # 3 

Table 2.2 : Propor tion of all bir ths at facility for  the year  2060/61 (2004) [Adjusted bir ths] 
Propor tion of bir ths in facility 

Distr icts 
Expected 

No. of bir ths 
No. of Bir ths 

at Facility Existing 
Level % 

Recommended 
Level % 

Rupandehi 24,173 7075 24.4 >15 
Nawalparasi 20,460 1143 4.7 >15 
Baglung 9,308 662 5.9 >15 
Saptari 19,884 2916 12.2 >15 
Kapilbastu 16,743 402 2.0 >15 
Kaski 12,890 5884 38.0 >15 

If less than 15% of all births in the population take place in EmOC facilities, then it is certain 
that some women who need lifesaving EmOC services are not receiving them. Except for 
Rupandehi, and Kaski, all other districts are far below this minimum acceptable level. The 
low levels in Kaski were due to non-availability of the records in the initial years. In 
Nawalparasi, the births at EmOC facilities increased from 2.8% in 2056/57 to current level of 
4.7%, but it falls very short of recommended level. It is also true for Kapilvastu and Baglung, 
while Saptari seems to be catching up the level in the recent years. (Please find the trend of 
proportion of births in the facility for different districts Annex 2.1a to 2.1f).  

2.2.5 Met need for  EmOC Indicator # 4 

This is an indicator to assure the met need for EmOC. The indicator gives the proportion of 
women estimated to have obstetric complications who are treated in EmOC facilities. If the 
met meet is less than 100%, then one can conclude that some women with complications are 
not receiving the medical care they need.  

Table 2.3 : Met need for  EmOC for  the year  2060/61 (2004) [Adjusted No. of cases] 

Distr ict 
No. treated for  
complications 

No. of 
Expected 

bir ths 

No. of 
Expected 

complications 

Percentage 
of Met 
need 

Recommended 
level (%) 

Rupandehi 1781 24,173 3626 40.9 100 
Nawalparasi 284 20,460 3069 7.7 100 
Baglung 100 9,308 1396 5.9 100 
Saptari 503 19,884 2983 14.1 100 
Kapilbastu 73 16,743 2471 2.5 100 
Kaski 710 12,890 1934 30.6 100 

The results of the survey indicated that in none of the surveyed districts this indicator has 
been met. The situation is worse in districts such as Nawalparasi, Baglung, Kapilvastu and 
even in Saptari where earlier indicators had seemed better. We could also see the fluctuation 
in this indicator over the years across all districts. (Annex 2.1a to 2.1f for the trend of met 
need for different districts)  

2.2.6 Caesarean sections at percentage of all bir ths Indicator  # 5 

The indicator caesarean sections as a percentage of all births has a range of minimum and 
maximum acceptable levels of 5 and 15 percent of all births. If the minimum level of 
caesarean sections is not met, as fewer than 5 percent of all births are caesarean sections, we 
may conclude that some women who need caesarean sections are not receiving this service.  
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Table 2.4 : Caesarean sections at percentage of all bir ths for  the year  2060/61 (2004) 
[Adjusted No. of CS] 

Distr ict No. of caesarean 
sections 

No. of Expected 
Bir ths 

Percentage of 
C/S per formed 

Recommended 
Level (%) 

Rupandehi 943 24,173 3.9 5-15 
Nawalparasi 2 20,460 0.0 5-15 
Baglung 35 9,308 0.4 5-15 
Saptari 353 19,884 1.8 5-15 
Kapilbastu - 16,743 - 5-15 
Kaski 1118 12,890 8.7 5-15 

The results revealed that except in Kaski district, in all districts surveyed the needy women 
are not getting the caesarean sections services. Providing this service at the facility requires 
the availability of skilled surgeons in the facility. As this is not fulfilled, the results are not 
surprising. The priority therefore should lie in increasing the availability of appropriately 
skilled doctor in the districts to perform needed surgery. (Annex 2.1a to 2.1f for the trend of 
CS as percentage of all births for different districts)  

2.2.7 Case fatality rate Indicator  # 6 

Case fatality rates (CFR) were calculated by recording the deaths of mothers at health facility 
by direct obstetric causes to the total number of complicated cases treated at the facility. 
Hence, CFR measures the quality of EmOC performance at the facility level. This indicator is 
more meaningful for taking actions locally. 

Table 2.5 : Case fatality rate for  the year  2060/61 (2004) 

Distr ict No. of obstetr ic 
deaths 

No. of 
complicated cases 

Case fatality 
rate 

Recommended 
level (%) 

Rupandehi 2 1484 0.1 <1 
Nawalparasi 1 263 0.6 <1 
Baglung 0 83 0 <1 
Saptari 0 422 0 <1 
Kapilbastu 0 61 0 <1 
Kaski 1 592 0.2 <1 

The indicators on CFR for the district as a whole do not make sense, particularly when there 
is only one or two cases found to be recorded. However, here the indicators are calculated for 
the sake of completing the set of UN Process Indicators.  The results indicated the number of 
deaths recorded at the facility is too few to make any meaningful comparison or inferences in 
most districts.  Only the last year information was reported in the surveyed districts. It is only 
in Rupandehi district where information for all the years was available. EmOC service use 

2.3 Utilisation of Health Facilities 

2.3.1 Trends of users by types of health facility 

The utilization pattern in both public and private facilities were studied, and identification of 
any change in utilization pattern between the public and private facilities was attempted in 
view of the expanding private sectors. 

From the results (See annex table 2.2a-f), one could observe the shift in private facilities. For 
example, in Rupandehi where there were 67.1% deliveries in 2057/58 in the public facilities 
has recorded only 50.0% in 2060/61. The shift has been to the use of private facilities for 
deliveries as it was found to increase from 32.9% to 50.0%. This also corresponds to other 
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services such as receiving treatment for complicated cases. The findings of caesarean sections 
are quite remarkable. In 2057-58, 70.1% of caesarean sections were preformed in public 
sector. This has almost reversed in 2060-61 with 64.6% of caesarean sections in private 
facilities.   

In contrast to Rupandehi, the shift to the private sector has not been evidenced in 
Nawalparasi. The indicator, delivery at EmOC facilities showed that the use of private 
facilities remained stable somewhere between 13 and 14%; however, this indicator was only 
9% in the year 2057/58. There were no complicated cases treated at private facilities in the 
year 2056/57 to 2059/60. Only in the year 2060/61, there was a record of 23 (8.7%) users 
treated for complicated cases at the private facilities out of 263 cases treated in the whole 
year. Only two caesarean section cases were recorded in 2060/61, in the public facilities. No 
direct obstetric deaths have been recorded. 

In Baglung, only one hospital is taken as the facility providing EmOC services. There were 
396 delivery cases recorded in the year 2056/57, which rose to 552 in 2060/61, an increase of 
40%. The number of complicated cases did not show rising trend and remained in the upper 
80s except in the year 2058/59 (67 cases) and 2059/60 (113 cases). This erratic trend is 
matched with the caesarean sections performed at the facility that shows a dip in the year 
2058-59. This could perhaps be related with the availability of doctor performing caesarean 
sections. The annual number of caesarean sections performed consistently remained between 
25 and 30. No direct obstetric deaths have been recorded during the study period. 

In Kapilvastu too, only public EmOC facilities were taken into account in this study. The 
trend of deliveries in the EmOC facilities varied a lot - between 168 in 2056/57 and 335 in 
2060/61. However, there was no consistent increase in the deliveries conducted at the facility 
level, but the number of complicated cases treated at the facility level showed steep rise - 
from 2 cases in 2056/57 to 61 cases in 2060/61. However, the number of cases in between the 
years remained between 9 and 12 only. No cases of Caesarean section and direct obstetric 
deaths have been recorded over the period under study.  

In Saptari, the records of deliveries conducted at public facilities showed an increasing trend. 
It was 1218 in 2056/57 which rose to 2639 in 2060/61 (an increase of 117%). Likewise, the 
number of complicated cases has also shown an increasing trend – 237 in 2056/57 to 422 in 
2060/61. However, in between the years, the numbers of complicated cases were between 
213 and 251. Similarly, the number of caesarean section cases also evidenced gradual 
increase over time from 10 in 2057/58 to 294 in 2060/61. Only three direct obstetric deaths 
were found to be recorded in the year 2058/59 over five year©s period under study, although, 
the concerned service provider did report two obstetric deaths in the last year, which were not 
found in the register.  

In Kaski, there was an increase in the use of EmOC facilities for delivering at the private 
health facility. In 2056/57, there were 181 deliveries at private EmOC facilities which 
reached to 231 in 2060/61. The increase in the total number has to be interpreted with caution 
since the data of public facilities for the year 2056/57 and 2057/58 were not available. The 
pattern for the treatment of complicated cases in private facilities also showed a three times 
increase from 20 in 2056/57 to 61 in 2060/61. The same holds true in the case of caesarean 
sections, it was 41 in 2056/57 in the private facilities that reached to 67 in 2060/61. The 
comparison of the cases in three years from 2058-59 in public facilities remains some what 
stable at little above 5,500 deliveries. Same holds true for caesarean sections also, which 
stands somewhere around 900 cases, about 18% of the normal deliveries. The number for the 
year 2060/61 is for a period of ten months only and needs to be interpreted accordingly.   
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It is evident from the table and accompanying charts, that there is a shift towards using 
private facilities. The reasons may be the opening of more private facilities and want of better 
services. A general perception of receiving better quality care at private facilities, which need 
not always, be true. 

2.3.2 Trends of EmOC users by Caste/Ethnicity 

In all the districts where profile of EmOC users were collected, Brahmin/Chhetri consistently 
constituted the major users of EmOC services - ranging from 71.1% in Baglung to 38.1% in 
Nawalparasi district. In Rupandehi, Brahmin/Chhetri constituted to about 58.8% of the total 
users who were treated. If we look at other ethnicities, in Rupandehi and Nawalparasi they 
are fairly distributed, whereas in Baglung, there are 10.5% hill ethnic and 1.3 % Newar ethnic 
population using the EmOC. (Annex 2, table 2.3a- 2.3c) 

One of the objectives of this study was also to examine the users© trends in utilization of 
EmOC services by Dalit population (proxy of "poorest group"). The number of Dalits who 
used EmOC facilities was the highest (17.1%) in Baglung. In Rupandehi and Nawalparasi, 
the pattern is erratic and fluctuates in the interval 4.4% to 8.1% and 12.0% to 20.4% 
respectively. In Baglung, one could see that the proportion of Dalits using EmOC services 
rising from a mere 8.9 % in 2056/57 to almost two times (17.1%) in 2060/61.  

Further analysis of the trend of utilisation of public and private facilities by dalits in two 
districts, Rupandehi and Nawalparasi revealed following pattern: 

Table 2.6 : Trends of Dalit users in pr ivate &  public facilities in Rupandehi distr ict  
No. of users in  Year 

Private Public 
Total Percent of users in 

public 
Percent Change 

2057/58 9 40  49       81.6  - 
2058/59 37 43  80       53.7  -34.2 
2059/60 18 37  55       67.2  25.2 
2060/61 47 102  149       68.4  1.8 

The percent of Dalit users in public health facilities in Rupandehi was erratic. Of all the Dalit 
users, 82% used the public facilities in the year 2057/58 which dropped to 54% in 2058/59, 
and slowly picked up to level at less than 69% in the year 2060/61. In Nawalparasi, the trend 
could not be observed as only in the last fiscal year, the private sector emerged. Of the total 
Dalit users, 94% utilised public facilities.      

Likewise, the trends of Brahmin/Chhetri users by public and private facilities revealed 
following information for Rupandehi district. 

Table 2.7 : Trends of Brahmin/Chhetr i users in public facilities  in Rupandehi distr ict 
No. of users in  Year  
Private Public 

Total Percent of users in 
public Percent Change 

2057/58 102         284  386 73.6 - 
2058/59 539         316  855       36.96  -44.9 
2059/60 484         295  779       37.87  1.7 
2060/61 704         380  1,084       35.06  -4.2 

It is seem that Brahmin/Chhetri users in 2057/58 constituted 73% of total users who had 
utilised public facilities for EOC services.  This figure dropped to 37% in the following year 
implying that higher proportions of visitors have used private facilities.  This trend was 
seemed somewhat stable for the following years. 
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2.3.3 EmOC users by Caste/Ethnicity in propor tion to population  

The EmOC users in relation to population by caste and ethnicity were also analysed.  For this 
propose the population composition by caste/ethnicity for 2001 Census was taken in the 
denominator for calculation of the utilisation rate.  The users number where the women who 
visited EmOC facilities for obstetric complication in the year 2060/61.  The results are 
presented in tables 2.1a to 2.1c. 

The table revealed that very small proportion of the women were utilising the health facilities 
for the treatment of obstetric complications-1.29% in Rupandehi, 0.35% in Nawalparasi and 
0.13% in Baglung district.  Caste wise, in all the three districts, Brahmin/Chhetri were the 
major users of EmOC facilities.  It ranges between 3.37% in Rupandehi and 0.22% in 
Baglung.  When analysed by Dalit population, it fluctuates     between 0.81 and 0.10%, the 
highest being in Rupandehi and the lowest in Baglung district.   

Table 2.8 : Percent of EmOC users in 2060/61 by caste/ethnicity for  Rupandehi distr ict.  

Caste/Ethnicity 
Women of 

Reproductive Age 
(2001 census) 

No. of Users % of Users 

Brahmin/Chhetri 38603 1301 3.37 
Newar 3845 97 2.52 
Janajati 104976 626 0.60 
Dalit 21919 179 0.81 
Unknown 2043 10 0.49 

Total 171386 2213 1.29 

Table 2.9 : Percent of EmOC users in 2060/61 by caste/ethnicity for  Nawalparasi distr ict.  

Caste/Ethnicity 
Women of 

Reproductive Age 
(2001 census) 

No. of Users % of Users 

Brahmin/Chhetri 32740 187 0.57 
Newar 2842 9 0.32 
Janajati 84275 169 0.20 
Dalit 19706 59 0.30 
Unknown 751 67 8.92 

Total 140314 491 0.35 

Table 2.10 : Percent of EmOC users in 2060/61 by caste/ethnicity for  Baglung distr ict.  

Caste/Ethnicity 
Women of 

Reproductive Age 
(2001 census) 

No. of Users % of Users 

Brahmin/Chhetri 29104 65 0.22 
Newar 880 1 0.11 
Janajati 23796 10 0.04 
Dalit 16384 16 0.10 
Unknown 90 - - 

Total 70254 92 0.13 

2.3.4 EmOC utilisation and the distance from the facility in Rupandehi distr ict 

About two third of the users in Rupandehi district came from a distance of less than two 
hours from the facility. By type of health facilities, of those 431 users, coming to public 
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health facilities 64.3% were coming from a distance of less than 2 hours.  Likewise, of 447 
users of the private health facilities 68.5% were coming from a distance of less than 2 hours.  
Those coming from a distance of more than 8 hours, 5.3% were using the public health 
facilities as compared to 1.8% users using the private health facilities. 

Table 2.11 : Users by distance and type of facility visited in Rupandehi distr ict 
Distance between the place of residence and EmOC facility Type of 

Facilities 0-2 hrs 2-4 hrs 4-6 hrs 6-8 hrs > 8 hrs 

Public 277  
(64.3%) 

79 
(18.3%) 

26 
(6.0%) 

26 
(6.0%) 

23 
(5.3%) 

Private 306 
(68.5%) 

77 
(17.2%) 

26 
(5.8%) 

30 
(6.7%) 

8 
(1.8%) 

Total 583 156 52 56 31 
Note: Those coming from other districts and unclear addresses are not included. 
Figures in parenthesis are percentages 

In Nawalparasi District, the survey has included only the public facilities. Two facilities were 
taken – one PHCC and the other District Hospital. Of the total 180 users analysed, 115 users 
(63.9%) were from a distance of less than two hours. This situation is not much different 
from Rupandehi. The private versus public was a limitation. 

Table 2.12 : Users by distance and type of facility visited in Nawalparasi distr ict 
Distance between health facilities and place of residence of the EmOC 
service user  in hour  Type of 

Facility 0-2 2-4 4-6 6-8 >8 

Public 
115 

(63.9%) 
63 

(35.0%) 
1 

(0.5%) 
0 
 

1 
(0.5%) 

Note: Those coming from other districts and unclear addresses are not included. 
Figures in parenthesis are percentages 

In Baglung District, the survey has included only one public facility. Of the total 47 users 
analysed, 18 users (38.3%) were from a distance of less than two hours. Here also, the private 
versus public was a limitation. 

Table 2.13 : Users by distance and type of facility visited in Baglung distr ict 
Distance between health facilities and place of residence of the EmOC 
service user  in hour  Type of 

Facility 
0-2 2-4 4-6 6-8 >8 

Public 18 
(38.3%) 

0 11 
(23.4%) 

5 
(10.6%) 

13 
(27.7%) 

Note: Those coming from other districts and unclear addresses are not included. 
Figures in parenthesis are percentages 

2.3.5 EmOC utilisation by distance from the facility and the caste/ethnicity 

There were a total of 878 (Unadjusted) users in Rupandehi district for the year 2060/61, of 
which 56.7% were Brahmin/Chhetri, 7.7% were Dalits and 35.5% other minorities.  Of 498 
Brahmin/Chhetri users almost 85% comes from a distance of less than 4 hours.  Likewise, 
about 84% each from the Dalit and other minorities groups comes from the distance of less 
than 4 hours. 
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Table 2.14 : Users of EOC facility by distance and caste in Rupandehi Distr ict 
Caste/Ethnicity Distance in 

hours Brahmin/Chhetri Dalit Other minorities Total 

<4 hours 423 
(84.9%) 

57 
(83.8%) 

262 
(84.0%) 

742 
(84.5%) 

>4 hours 75 
(15.1%) 

11 
(16.2%) 

50 
(16.0%) 

136 
(15.5%) 

Total 498 68 312 878 

In Nawalparasi there were a total of 380 users, of which 378 users were coming from a 
distance of less than 4 hours.  Only 2 users (0.5%) were coming from more than 4 hours. 

Table 2.15 : Users of EOC facility by distance and caste in Nawalparasi Distr ict 
Caste/Ethnicity Distance in 

hours Brahmin/Chhetri Dalit Other minorities Total 
<4 hours 55 21 102 378 
>4 hours - - 2 2 

Total 55 21 104 380 

In Baglung there were a total of 47 users in the year 2060/61, of which 72.3% were 
Brahmin/Chhetri, 17.0% were Dalits and 10.7% were from other minority caste.  Of 34 
Brahmin/Chhetri users, 35.3% comes from a distance of less than 4 hours and 50% of the 
Dalit users also come from a distance of less than 4 hours 40% of other minority groups also 
were from a distance of less than 4 hours.  However, the numbers of users were very few. 

Table 2.16 : Users of EOC facility by distance and caste in Baglung Distr ict 
Caste/Ethnicity Distance in 

hours Brahmin/Chhetri Dalit Other minorities Total 

<4 hours 12 
(35.29%) 

4 
(50.0%) 

2 
(40.0%) 

18 
(38.3%) 

>4 hours 22 
(64.71%) 

4 
(50.0%) 

3 
(60.0%) 

29 
(61.7%) 

Total 34 8 5 47 

2.3.6 Trend in utilisation and place of residence 

The utilisation of EMOC services seem to be consistently higher from VDCs that are in close 
proximity of the EmOC facilities. Areas adjacent to the roads also seem to have better 
utilisation. However, it is encouraging to see that utilisation from VDCs distant from the 
roads is also gradually increasing as is the overall pattern of utilisation.   
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2.3.7 Inflow and outflow pattern of utilisation between distr icts 

It is common for users to choose other districts for availing EmOC facilities.  The reasons for 
this may be geographic proximity, ease of transportation, availability of skilled manpower, 
and perceived quality and cost of services. The study attempted to identify EmOC users 
visiting facilities outside of their district of residence.  To do this, records of Palpa Mission 
Hospital, all CEmOC facilities in Chitwan district were analysed and information of mothers 
coming to those facilities from the study districts gathered. Unfortunately, at the Western 
Regional Hospital in Pokhara, the records were not available to study the inflow patterns.   
Table 2.3.7a : Inflow and outflow pattern of users in Rupandehi distr ict  

Inflow from Outflow to  
Year  

Total 
Cases Rupandehi Kapilvastu Other 

district Baglung Nawalparasi Nawalparasi 

2056/57 NA NA NA NA NA NA 0 
2057/58 699 489 (70.0) 59 57 0 94 0 
2058/59 1365 817 (59.9) 103 277 4 164 0 
2059/60 1253 770 (61.5) 92 242 3 140 8 
2060/61 1844 1188 (64.4) 132 318 6 200 36 
Note: figures in parenthesis percentage of users from the district itself. 

The inflow and outflow of users in EmOC facilities in Rupandehi district revealed that the 
proportion of users from its own district is gradually decreasing with the inflow of patients 
from adjoining districts, mainly from other districts, Nawalparasi and to some extent from 
Kapilvastu coontinue to rise.  
Table 2.3.7 b : Inflow and outflow pattern of users in Nawalparasi distr ict 

Inflow from Outflow of mothers to Year  Total 
Cases Nawalparasi 

Rupandehi Other district Chitwan Rupandehi 
2056/57 17  15 (88.2) 1 1 NA NA 
2057/58 57 44 (77.2) 13 0 NA 94 
2058/59 49 39 (79.6) 10 0 1 164 
2059/60 104  91 (89.2) 10 3 37 140 
2060/61 409 356 (87.0) 49 4 212 200 
Note: figures in parenthesis percentage of users from the district itself. NA- not available  

The inflow and outflow of users in EmOC facilities of Nawalparai district revealed that a 
considerable number of the mothers visited facilities in Chitwan and Rupandehi and this 
trend was increasing. This may have implications for calculation of UN Process Indicators for 
Nawalparasi district, which does not consider such users.     
Table 2.3.7c : Inflow and outflow pattern of users in Baglung distr ict  

Inflow from Outflow of mothers to 
Year  Total 

Cases Baglung Myagdi Parbat Other district Palpa Rupandehi 

2056/57 79 61 (77.2) 2 13 3 6 NA 
2057/58 81 61 (75.3) 3 16 1 5 0 
2058/59 65 44 (67.7) 8 13 0 2 4 
2059/60 88 56 (63.6) 11 20 1 8 3 
2060/61 76 54 (71.1) 13 6 3 9 6 
Note: figures in parenthesis percentage of users from the district itself. 
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The inflow and outflow analysis of the mothers coming for treatment of complicated cases, 
over the years in Baglung district revealed that although the number of users coming to 
EmOC facilities has shown gradual increment, the proportion of users coming from the 
district itself is coming down. It was 77% in 2056/57, which went down to 64% in 2059/60. 
The inflow from adjoining districts is rising, and at the same time, outflow to adjoining 
districts (Palpa and Rupandehi) are also rising, however the data reveal that the inflow of 
patients is more than the outflow.  
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Chapter  3 

Practices of Mothers 

Chainu Chaudhary, 23 years of age, and a mother of two children, is from Lalmatia village 
from the district of Dang. She is pregnant for the third time but things are different this time 
round. She is weak, has no appetite; and lately her feet have swollen up, she can hardly walk. 
Her husband borrows Rs. 1000 with great difficulty and they travel for three and a half hours 
to AMDA Hospital in Butwal, they have heard it provides good quality services.  
 
The doctor examines her, and advises blood, stool and urine examinations. By now, they have 
already spent Rs. 700. The doctor informs that her haemoglobin is only 2.7 gm percent, and 
she needs at least three units of blood immediately. They must find donors   for blood and 
deposit Rs. 650 for each unit towards packaging. Her husband goes back to the village to find 
more money to start Chainu’s treatment while she waits at the hospital for him to return… 

3.1 Introduction 
This chapter addresses the objective of exploring the experiences of mothers who had utilised 
the EmOC service in public or private facilities. Semi-structured interviews explored the 
actual experience and practices of 96 mothers admitted for complications during the course of 
the study. Enquiry was made on birth preparedness, natal practices, service provider 
consulted at home, advice on referral, decision-making, and support from community for 
transportation or finance. The perception of mothers on services received at the facility, 
problem faced and suggestions for improvement of service utilisation explored.  

3.2 Socio economic background of mothers 
Out of the 96 mothers interviewed, 67.71% used public facility (zonal hospital-41, district 
hospital-23 and PHCC-1) and the rest 32.29% used private EmOC facilities. Brahmin and 
Chhetri comprised 41%, hill ethnic groups (Gurung, Tamang, Magar and Rai) 18% and Dalits 
15%, were largely Hindus (85%) and engaged in agriculture (56%). Teenaged mothers 
comprised 24%, with 34% of the mothers illiterate, 26% with primary education and 18% 
with higher secondary education.  

3.3 Practices at home 

3.3.1 Remedial practices tr ied at home 

Most common remedial practice was oil massage; 50% of mothers tried it. Another 15% tried 
herbs and traditional rituals to exorcise with the help of traditional healers.  Time spent on 
home remedies was less than an hour for 20%, up to four hours for 35% of the mothers, and 
the rest (45%) spent from five to twelve hours or longer for home remedy before travelling to 
the EmOC facility.  

3.3.2 Care taker  at home for  cur rent problem 

TBAs were utilised by 35% of mothers, 30% had used health personnel (AHW 15%, nurse 
10% and MCHW by 5%), and relatives provided care for 20% of the mothers before coming 
to the EmOC facility.   
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3.3.3 Decision-making 

Only 2% of the mothers made decision themselves, 4% made joint decision with spouse, and 
10% had mothers in-law as decision makers. However, for 83% of the mothers, male 
members of the family (fathers’  in-law 48% and husband 35%) made the decisions.  

3.4 Utilisation of EmOC services 

Ramshila Devi Mahato, of Gularia VDC in Siraha district is twenty years old and pregnant 
for the first time. She is weak, giddy and occasionally suffers from temporary losses of 
vision. Her husband decides to bring her to Siraha District Hospital, where the doctor 
examines her, gives an injection and puts her on a drip. When this fails to produce desired 
results, he verbally advises them to go to Lahan Hospital. They use the hospital ambulance, 
which costs them Rs. 800, to reach Lahan. However, on reaching there, they discover that the 
doctor is on leave! They have no option but to hire another ambulance, spend additional Rs. 
900 to arrive at Sagarmatha Zonal Hospital. While Ramshila undergoes caesarean section to 
deliver the baby, her husband is back in the village, arranging for more money.    

3.4.1 Symptoms for  seeking care 

The most common cause for seeking care were bleeding 26.8% and prolonged labour 20.7%. 
About 18% of mothers opted for hospital delivery directly on developing labour pains.  

3.4.2 Referral  

Majority, 65% had made self-referral on advice of family, friends or neighbours; 35% were 
referred from another facility. ANMs were responsible for 11% and MCHWs 6% of the 
referrals.   

3.4.3 Type of facility utilized 

Among the mothers who had gone to another facility before being referred, 33% utilised 
district (public) hospitals, 21% private drug retailers, 18% sub health post, 9% health posts, 
and 24% private hospitals and clinics. 

3.4.4 Reasons for  prefer r ing the facility 

Enquiry into the reasons for choosing that particular EmOC facility revealed varied 
responses; 35% of the mothers mentioned range of services available, 22% geographic 
proximity of the hospital, services provided by specialists was mentioned by 13% and 9% of 
mothers each mentioned the quality of services and the fact that services were less expensive.  

3.4.5 Travelling time to facility  

Those who lived within an hour of the hospital comprised 43% of the service users. Among 
the mothers referred from another facility, 42% had spent less than an hour, 27% spent up to 
two hours, and 18% had spent 6-12 hours at that facility. Another 10% of mothers had spent 
from a day (6%) to four days (3%).   

3.4.6 Transpor tation 

Among mothers, 48% faced problem with transportation. This problem ranged from not 
having money for transportation (57%), not having the means of transportation and poor 
roads (28%), and another 10% were affected by bandh that put restriction on movement.   
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3.4.7 Money spent at the facility  

The amount of money paid by the mothers at the facility varied from Rs. 500 to 17,000 with 
52% of the mothers paying less than Rs. 3000.  Though funds for the poor patients were 
available in the hospital, 95% of the interviewed mothers had not availed of it. Out of 96 
mothers interviewed, only one had received free service and four had a quarter of their 
charges waived off.  

3.4.8 Use of ambulance services 

Only 8% of the mothers used ambulance for reaching EmOC facility. The amount of money 
spent for ambulance also varied from Rs. 250 to Rs. 8700.  

3.5 Suggestions for  improvement 
The mothers’  opinion varied about the factors that would improve the utilisation of services, 
with focus on strengthening service delivery. Improved accessibility to EmOC facilities was 
suggested by 25% of the mothers and 23% wanted strengthening of 24-hour hospital 
emergency services with doctor on call, blood transfusion, and ambulance services. Pleasant 
and non-discriminatory behaviour of service providers was suggested by 19%, and free 
service for the poor by 12% of the mothers.    

Community actions like availability of community funds, means of transportation and support 
for the families, suggested by 45% of the mothers. Community empowerment program on 
gender equity especially to share the workload during pregnancy, awareness program on 
importance of additional diet during pregnancy, advocacy for community emergency fund, 
and involvement of mothers’  in-law in women empowerment program, suggested by 55% of 
the mothers interviewed.  
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Chapter  4 

Perspectives of MCHWs 

"In December last year, I delivered a baby, there was absolutely nothing in the house. Eventually I 
tore my sari and wrapped the baby in it. It was 11o’clock at night. The main problem of mothers is 
financial…”    

Hakui VDC, Nawalparasi  

4.1 Introduction 
This chapter addresses the objective of assessing MCHWs© practices in management and 
referral of obstetric cases in the community. In-depth interviews were conducted with 
MCHWs working at the SHPs of the eight selected VDCs in each district. Starting from the 
input that the MCHWs had received in the form of training, the system of supervision, 
practices of case management and referral, facilitating and hindering factors in provision of 
care at the community, and their suggestions for improvement explored. The MCHWs were 
requested to think back and make estimation of the cases managed and referred in the last one 
year. This was then compared with their record where available. The yearly utilisation was 
compared with the expected number of births in the VDC to calculate the percentage of births 
attended by MCHWs. The first part of the chapter deals with the socio-economic background 
of the MCHWs, then their utilisation and referral practices, and suggestions for improvement 
are dealt with. Conclusions and the summary recommendations are presented at the end.      

4.2 Socio economic background 
Out of 51 MCHWs interviewed, majority (76%) belonged to Brahmin/Chhetri, and the rest 
from hill and terai ethnicities. None of them came from the dalit community. Most (42%) 
were above 45 years and 35% were between the ages of 25 and 28 years of age. 
Approximately 30% had worked for over seven years and refresher training was availed by 
88% of them.  

4.3 Perceptions regarding community practices 
Following are the findings regarding the MCHWs perceptions on community practices: 

4.3.1 Care seeking practices 

·  In all study VDCs, mothers were reported to prefer Traditional Birth Attendants (TBAs) 
for help and care during delivery. MCHWs were called only if the TBAs failed to manage 
the problem. This was more likely to happen with mothers who were poor, illiterate and 
from marginalized communities. However, in some VDCs of Kaski and Rupandehi 
districts, the acceptance of MCHWs by the community was reported to be increasing.  

Confusion existed regarding the roles of TBAs and MCHWs, both assisting mothers during 
home delivery. TBAs perceived MCHWs as threat and a challenge to their traditional role, 
and MCHWs were confused regarding the role of TBAs, particularly in view of the ongoing 
monitoring of the activities of trained TBAs from the DPHO. Many MCHWs reported that 
this created conflict. 

4.3.2 Traditional beliefs and practices in the community  

Traditional beliefs and customs govern most behaviours and practices during delivery.  
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·  There was traditional belief that pregnancy and labour were normal processes, unlikely to 
cause serious damage.  

·  The belief that bleeding was a normal occurrence, even presumed good for the mother as 
it rid her of dirty blood, lead to complacency and delay in seeking care in cases of heavy 
bleeding.  

·  The belief of ritual impurity during delivery and postnatal period limited the possibilities 
for other family members to be involved in helping the mother or the baby in case either 
of them developed complications.  

�  Some other harmful traditional practices like application of abdominal pressure to rid the 
mother of dirty blood from her system and for delivering the placenta were described.     

·  The tradition of using TBAs for delivery was described to be deeply rooted in the culture 
and custom of their social reality; where TBAs were valued for their traditional roles, 
which included the ritual cord cutting and blessing of the baby, post natal care such as 
cleaning, washing and oil massage for mother and newborn baby. The services not 
provided by MCHWs. However, there was distrust and competition that the MCHWs felt 
needs to be addressed for creation of teamwork and harmonious working relationship.  

4.4 Practices of MCHWs to manage obstetr ic problem in community 

“ Yo ta ladaai ma gaye jastai ho, bhanchhan ni, sapre sutkeri bigre kaal!”  

(Pregnancy is like preparing for a war! If successful, you are hailed a mother if not it is death! ) 

MCHW of Nawalparasi district 

4.4.1 Utilisation of MCHWs services for  delivery  

The percentage of births attended, as stated by the MCHWs in different VDCs ranged from a 
high of 40.9 Bijuwa (Kapilvastu), 30.9% Lohajara (Saptari), 21.8% Panchanager 
(Kapilvastu), to a low of 0.9% in Bhoriya (Saptari), 1.3% Jamuwad (Navalparasi) and 1.8% 
Khudabagar  (Rupandehi) of the expected pregnancy in each VDC.  (Please find the VDC 
wise utilisation in Annex 3). 

4.4.2 Response of community towards MCHWs  

There was general belief in the communities that once you summoned the MCHW, she would 
manage all problems by providing appropriate care at home itself. Hence, mothers did not 
readily accept advice on referral. Mothers wrongly perceived the advice on referral and many 
a times erroneously labelled as a reflection of lack of competence on the MCHW’s part.  
4.4.3 Referral practices 

�  The number of cases referred in the last one year (self reported estimates), ranged from a 
low of 1 to a high of 10.  The most common reasons stated by MCHWs for referral were 
prolonged labour, eclampsia and bleeding. These findings however, could not be 
corroborated at the referral facilities due to lack of record on referrals.   

�  Geographic accessibility and more importantly, the availability of the range of services 
were the usual criteria for the choice of referral site.  

�  Referral forms were not in use and there was no system of referring back.  

Introduction of Refer ral forms in Saptar i:  

The DPHO in Saptari introduced a pictorial referral forms that displayed the complication for 
which referral was made along with the treatment offered.  The mothers were provided this 
form at the time of referral and requested to produce it at the facility that they were being 
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referred to. The mothers however, did not receive any preferential treatment at the referral 
site on producing the referral form. The system of referring these patients back to the lower 
facilities that had made the initial referral for continuity of care or follow-up also did not 
exist.  Thus, there was no feedback for the health worker who made the initial referral. The 
Medical Superintendent of Sagarmatha Zonal Hospital refuted the possibility of referring the 
patient back to lower facilities on grounds of existing inadequate staffing and heavy patient 
load at the hospital. The forms eventually returned to the DPHO and destroyed. Without an 
inbuilt system for preferential treatment or incentive for the referred mothers and the 
feedback to the lower facility that made the initial referral for continuity of care and follow-
up, this system will not be sustainable; as there was no incentive for either the mother or the 
service provider to use the referral form.  

4.4.4 Problems encountered by MCHWs dur ing refer ral  

The MCHWs reported the following problems during referral: 

�  There was resentment among mothers to comply with the advice on referral. This 
according to them was related mostly with the fear of having to pay for the services at the 
hospitals. Educated and better off families were reported to comply better, compared to 
poorer, marginalized and those living in inaccessible areas. This statement however, 
could be biased by the caste of the MCHW who made that statement.  

�  Delay in patient transfer following the advice on referral was mostly related to delayed 
decision-making, due to lack of financial preparedness for such an eventuality.  

�  The MCHWs seem less able to counsel the mothers and explain the importance of 
appropriate care for the complications at EmOC facilities.   

�  Availability of appropriate services and doctors at the referral site were among other 
problems mentioned.  

�  Problem with transportation ranged from having no means for transporting mothers like 
stretcher and ambulance when needed, particularly at night time; not having access to 
money needed for transportation and the lack of transportation.  

�  Restriction of mobility imposed due to changed security scenario, and lack of 
consideration on humanitarian grounds, had reportedly lead to deaths of mothers.   

4.4.5 Practice of MCHW for  replenishment of used items of the kit box                                                                 

Used items of the kit box were replenished from the service charges recovered from the 
families. However, families were reluctant to pay, and it was extremely difficult to recover 
cost from poorer families. Some MCHWs who came from the VDCsthat had medical shops, 
wrote down the needed items and made the families purchase those in advance. This avoided 
the difficulty of recovering the cost of consumables after the service delivery was over.   

4.4.6 Incentives and home delivery  

�  There was lack of uniformity in the service charges between the different districts and 
even in the different VDCs of the same district. Some VDCs had decided on an amount 
for the service charge (range from Rs. 300 to 500) for home delivery, others had not. 
Some VDCs did not allow delivery charges but only the recovery of cost for used items.  

�  Overall, cost recovery was difficult with most families, particularly so with poorer 
families. The community perceived the MCHWs as government employees who received 
salary for the services they provided. Any additional charge, particularly for items of the 
kit box known to have been provided by the government was considered mal practice.  

�  Communities generally perceived MCHWs as interested in making only money. This had 
led to resentment towards MCHWs in many communities. 
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�  Some MCHWs had exemplary stories to tell, the MCHW of Kumarwaorti SHP in 
Nawalparasi district maintained a delivery room with necessary supplies in her house.  
She also visited mothers who had problem with transportation. The rates of the both 
services were in the range of Rs. 200-500.      

4.5 Facilitating factors 
The MCHWs appreciated the support they received from the community and the health 
system. 

4.5.1 Community suppor t  

�  In general, the MCHWs self-assessment pointed towards better acceptance of MCHWs by 
the community lately.  

�  In some communities, the MCHWs, along with FCHVs and TBAs had started working 
together as a team. This had motivated mothers to use their services better.    

�  Community support was obtained particularly at the time of emergency. This included 
arranging the means of transportation, and carrying the mothers when no other means 
were available.  

�  Community also helped by making funds available. Increasingly there was awareness, 
interest and support for saving mothers, reflected by establishment of emergency funds.  
Following the death of a mother in Fattepur, Saptari the community managed to demand 
and up grade the local SHP as a birthing centre with the support of VDC. This supports 
the argument for verbal autopsy of maternal death at the community level. As when the 
cause of death was known, community actions were initiated.  

4.5.2 Suppor t from health system  

�  All appreciated the refresher training and provision of kit box. This was reported to have 
facilitated their work.  

�  Support from the SHP, particularly with equipment, supplies and creation of supportive 
environment to facilitate home visiting was appreciated. 

4.7 Suggestions of the MCHW 
Most of the suggestions of MCHWs for improving utilisation of EmOC centred around 
community actions and were as follows: 
�  Activities to improve community awareness on the need of special care during pregnancy, 

antenatal care, birth preparedness, recognition of danger signs, use of skilled attendant at 
birth and the importance of referral to hospitals in case of complication.  

�  Community organization for establishment of emergency funds; to organise and manage 
the means of transportation during emergency.    

4.8 Conclusion and recommendation 
The following conclusions are made, based on the findings on MCHW©s perspectives 
�  Establishment of means of communication between the different levels of health facilities 

to reduce isolation and facilitate technology and patient transfer. 
�  Strengthening of referral by use of referral slips, ensuring priority for referred cases and 

establishment of the system for referring back.  
�  Regular supportive supervision of the MCHWs with stress on strengthening of record 

keeping and reporting by the MCHWs  
�  Measures to address the existing confusion regarding the roles of MCHWs and TBAs.  
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Chapter  5 

Sustainability of EmOC Services 

Stakeholders Perspective 

 Introduction 

"The issue of maternal health is not an agenda of health sector alone. It would be impossible to solve 
the problem of maternal mortality if health sector alone took the responsibility” .  
 

Chief District Officer, Saptari 

Sustainability is the key, for continuity of the programme beyond the period of project 
support. Eventually, the programme must continue with the involvement and efforts of local 
stakeholders for sustainability. In this context, one of the objectives of the study was to 
explore the issues of sustainability of EmOC services in the districts with the local 
stakeholders. Methodology consisted of group discussion with selected district stakeholders, 
representatives from line agencies6, local government agencies7, and members of RHCC8.  

 Process of the Stakeholder meeting 
�  The DHO/ DPHO in each district presented a brief on program input.   
�  The research team shared the preliminary finding of the study. All appreciated the 

appraisal of stakeholders on the key findings of the study, which also helped with 
validation of findings.  

�  Group interaction and discussion to sustain and strengthen the EmOC services in the 
district. The main issues discussed were the utilization of MCHWs, problem of 
transportation, cost of the services, quality of service, referral system, system of 
coordination and institutional networking etc. The possible resources that could be tapped 
for safe motherhood activities and strategies to implement and sustain the programme 
were also brought out.  

 Findings of the Stakeholder meeting 
The focus of the discussion was on the perceived existing problems with their possible 
solutions. The key areas were:  

Coordination and collaboration 

·  At the operational level, there was lack of integration of maternal mortality reduction 
measures with activities of other sectors, e.g. poverty reduction, income generation, 
population and environment, agriculture and nutrition.  

                                                 
6 District level line agencies (e.g. DPHO, DHO, WDO, DEO etc), the local representatives of HMG’s various 

ministerial departments. 
7 Local government agencies are those established to support DDC, the locally elected 

government bodies responsible for coordinating, managing and administering all 
development, administrative and monitoring activities at the district. 

8 RHCC under FHD, MoH is the district level information sharing, advocacy, coordination, and policy 
development networks. 
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·  There was lack of clear understanding on how other sectors could help contribute towards 
reduction of maternal mortality. Hence, conduction of strategic planning exercises to 
identify appropriate actions and its coordination from different sectors suggested. (Asst.  
CDO Nawalparasi) 

·  To generate resources for strengthening and expanding EmOC services, mobilisation of 
local governmental bodies, DDC in particular was identified as a possibility (CDO 
Saptari). Some participants however, expressed the opinion that the existing process for 
mobilisation of this resource was in transparent (Rupandehi). 

·  One of the options was to ensure that the allocation of DDC budget for safe motherhood 
followed the recommendations of RHCC. (Rupandehi, Saptari) 

·  Problem with regularity of RHCC meetings and involving the stakeholders for taking up 
the responsibility of holding regular meetings came up in many districts. 

�  Coordination for the involvement of other sectors for community mobilisation was not 
streamlined. It was suggested that RHCC take the responsibility for its coordination  

�  Optimal utilisation of media for community mobilisation 
�  Networking of the district and community level stakeholder 
�  Stakeholders to take more responsibility in ensuring the creation of an enabling 

environment for the health professionals to work in the districts 
·  one of the concerns raised was the fact that the monitoring for quality assurance did not 

reflect the users perspective.   

Issues regarding health system 

·  One of the problems hindering the utilisation of EmOC was the lack of functioning 
referral system with two-way linkage and communication between different levels of 
health facilities. (Saptari, Baglung, Kaski) 

·  The problem of the quality of the records maintained was discussed, with managers 
acknowledging the problem in many districts. It was agreed that the strengthening of 
recording and reporting system must be in place to monitor EmOC utilization.  

·  Poor maintenance of record of maternal death specifying the cause of death was also 
acknowledged. (Kaski) 

Char ity and emergency fund for  poor patients 

Assessing the real poor is difficult. The rich mostly demand for the free services while the poor are 
either unaware, cannot speak up or demand.”    

Obstetrician, Western Regional Hospital 

·  The policy regarding the allocation of 5% of the hospital budget for poor patients was not 
being effectively implemented. Guidelines regarding its use and the assessment criteria, 
to identify the real poor did not exist. Currently, the process of its utilisation was neither 
user friendly or transparent. The meeting suggested the inclusion of an obstetrician in the 
team to ensure that obstetric patients also had the equal opportunity of accessing this 
fund.  Allocation of a certain percentage of this budget for obstetric cases alone was also 
suggested. (Kaski, Saptari, Baglung) 

·  There was provision of free treatment at Sagarmatha Zonal Hospital for patients coming 
from the socially marginalized communities. However, it was not optimally utilised 
because the patients were reluctant and unwilling to disclose their caste. 
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·  Ignorance among mothers regarding the availability of such funds, and the process 
involved for availing it. Some of the community support groups handling such emergency 
funds were themselves not quire clear about ways of accessing the needy mothers 
(Rupandehi). 

Human resources management 

How can I ensure continuity of care and deliver quality services at my hospital if I have no say in 
human resource planning? All decisions are made in the centre; I get to know only when the employee 
presents the transfer order!  

Medical Superintendent, Saptari 

·  The main problem in most districts was the unfilled sanctioned posts, and the retention of 
skilled service providers of all categories.  

·  One of the key problems identified with the human resources management that interfered 
with provision of quality care was the frequent staff transfer by the centre, without the 
concurrence of local managers.    

·  Strengthening the skills and competencies of all health workers; community health 
workers in particular in order to reduce complications and facilitate timely referral.  

Community involvement 

Involvement of the community was identified to be important for the whole range of 
activities starting from facilitating transportation to working as pressure group to influence 
opinion makers.   

·  Mobilisation of emergency fund and working out the modality of its use. 
·  Active involvement of VDC and DDC for ensuring availability of appropriate means for 

transportation and communication.  
·  Advocacy for opinion makers and media to support the retention of skilled service 

providers in the districts. 
·  Community mobilisation in coordination of WDO and RHCC to involve local leaders, 

teachers, opinion makers, and community based organisations.  

Community empowerment 

·  Expansion of BCC programme to new and remote areas of the district. 
·  Continuity of messages on birth preparedness, importance of skilled assistance at birth 

and referral along with inclusion of messages on gender equity and legalisation of 
abortion.     

·  Consistency in SM messages regarding the utilisation of TBAs and MCHWs 
(Rupandehi). 

·  Orientation of community stakeholders on safe motherhood.  

Challenges identified  

·  Poor coordination between DPHO and the hospitals.  
·  Lack of need based assessment of districts prior to resource input. This had lead to 

wastage of limited resources in some areas while other areas suffered due to 
unavailability of such opportunity of accessing resources (Kapilvastu, Rupandehi, 
Saptari).  
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·  Pressure to increase the range of service provision without reciprocal investment for 
improvement of infrastructure (Saptari).   

·  Tendency to bypass the lower level facilities in favour of the hospital. (Kaski) 
·  Poor socio-economic status, limiting the utilisation of services perceived by community 

to be expensive.   
·  Tradition and culture, which perpetuated the harmful behaviour and practices.  
·  Security situation, frequent strikes and bandhs, interfering with the movement of the 

patients and the service providers. 
·  Ramshila Devi Mahato, of Gularia VDC in Siraha district is twenty years old and 

pregnant for the first time. She is weak, giddy and occasionally suffers from temporary 
losses of vision. Her husband decides to bring her to Siraha District Hospital, where the 
doctor examines her, gives an injection and puts her on a drip. When this fails to produce 
desired results, he verbally advises them to go to Lahan Hospital. They use the hospital 
ambulance, which costs them Rs. 800, to reach Lahan. However, on reaching there, they 
discover that the doctor is on leave! They have no option but to hire another ambulance, 
spend additional Rs. 900 to arrive at Sagarmatha Zonal Hospital. While Ramshila 
undergoes caesarean section to deliver the baby, her husband is back in the village, 
arranging for more money.   The DHO and the Chief of Women Development Office at 
Nawalparasi expressed commitment to work together to plan and organise community 
programmes through existing mothers group, women’s group of the other programs and 
in other local development activities. 

·  DDC’s commitment to coordinate with other social and development sectors to 
mainstream issues regarding safe motherhood.  (Baglung) 

 Recommendations from the Stakeholders 

Policy recommendation 

1. As cost appeared to be the main barrier to utilisation of services, it was recommended that 
serious consideration must be given towards making deliveries free of cost at government 
health facilities. 

2. Effective implementation of the policy decision regarding allocation of 5% of the hospital 
budget for poor patients. Assessment criteria to identify the real poor need working out. 
Modality for involvement of specialists (obstetrician) in the committee and allocating a 
certain percentage of this budget for obstetric cases alone, worth considering.  

Human resource management 

Policy issues 

�  Continuity of services to be the prime consideration before any transfer orders are issued 
�  Human resources strategy for safe motherhood programme to be developed 

Process 

�  Expedite measures to fill the vacant post  
�  Ensure the availability of skilled service providers appropriate for the BEmOC facility 

and skilled doctors and anaesthetic assistants at all CEmOC facilities.  
�  Regular refresher training for all categories of health workers  
�  Continuity of services to be the prime consideration in all human resource management 

issues 
�  Transfers in concurrence with local managers 
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Individual attr ibutes  

�  Motivation and retention of trained and skilled professionals by providing appropriate 
incentives, and recognition to ensure continuity of services.  

Health system 

�  Decentralisation at the operational level   
�  Update RH protocol and matched it with the essential drug list    
�  Encourage involvement of local partners in RHCC for sustainability. Ensure regularity of 

RHCC meetings.  
�  Strengthen referral system and develop linkage and means of communication between 

different levels of health facilities 

Coordination and communication 

�  Involvement of other sectors (poverty reduction, income generation, population and 
environment, agriculture and nutrition) at the operational level for safe motherhood 
activities 

·  Exercise on strategic planning to identify appropriate coordinated actions from different 
sectors for achieving meaningful collaboration for maternal mortality reduction at 
operational level.  

�  RHCC to plan and recommend for mobilisation of budget allocated under social sector in 
the DDC for safe motherhood activities 

�  Explore alternate ways to subsidise the cost of MCHW’s services at the community level 

Community actions 

�  Mobilization of TBAs for community awareness, and for increasing access to skilled 
delivery and referral 

�  Orientation of community stakeholder on birth preparedness and danger signs 
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Chapter  6 

Discussion 

Having a health worker with midwifery skills present at childbirth, backed up by transport in case 
emergency referral is required, is perhaps the most critical intervention for making motherhood safer. 
 

Safe Motherhood Technical Consultation, Colombo, 1997 

6.1 Introduction 
The findings of the study are discussed in the following sections, based on literature review, 
field visits, researchers own experience and interactions with experts, programme managers 
and policy makers. The discussion starts with the limitations of the study to be followed by 
utilisation trends, MCHWs perspectives and sustainability issues.  

6.2 L imitations of the methodology 
The study methodology depended entirely on the quality of data maintained at the health 
facilities. To add value to the information, additional information was gathered from different 
stakeholders at the district. In addition to this, preliminary findings were presented before the 
district level stakeholders, represented by managers, intersectoral line ministry officials, 
health workers and other stakeholders.  The process has helped in the validation and 
ownership of information. 

Only the profile of the mothers coming to the health facility for complications was obtained. 
These records were more complete and to obtain the profile of all mothers coming for normal 
delivery was not possible in the given time frame. 

Security problems limited the possibilities of visiting all BEmOC facilities. Where possible, 
the records were brought to the district head quarter for review, but this was not always 
possible for districts with distant PHCCs, and particularly in Baglung. 

The contribution of MCHWs in increasing utilisation of EmOC services was difficult to 
prove in the absence of a functioning referral system that maintained record of all cases 
referred by the MCHWs. The MCHWs records regarding cases managed and referred were 
explored where available to corroborate their verbal claims of utilisation and referral, these 
records were poorly maintained.  

6.3 Utilisation of EmOC  
The utilisation of EmOC services was found to be affected by the cost of availing services, 
the problem with transportation in reaching the facilities, the availability of skilled service 
providers and lack of communication between the different levels of health facilities for 
technology transfer and patient management and referral.  

‘The burden of cost of availing maternal health services’  has identified cost and culture as a 
major barrier to utilisation of skilled attendants. According to the study, coping with the 
burden of costs of maternal health, the cost for attended delivery at home is double the cost of 
unattended home deliver (Rs. 400 vs Rs. 800) the total cost of a normal delivery at the public 
health facility, estimated at Rs. 6,000 considering all costs including time. The present study 
has estimated the amount of money paid by the mothers directly  to the facility, excluding all 
other costs in the range of Rs. 500 to Rs. 17,000 with 52% of the mothers paying less than 
Rs. 3000.   
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Cost as a barrier to utilisation of services is evident from the reluctance of mothers in 
accepting MCHWs services which are perceived as expensive compared to traditional birth 
attendants; and in the reluctance to accept advice on referral on grounds of fear of costs 
involved for the services at the hospitals.   

Among mothers utilising EmOC facilities for complications 48% had faced problem with 
transportation and for more than half (57%) of these mothers, the problem was financial. The 
amount of money paid for ambulance services alone ranged from Rs. 250 to Rs. 8,700. All 
these factors have lead to poor utilisation of ambulance services with only 8% of the mothers 
using it. Considering these facts, there is an urgent need to strengthen the system of 
transportation and to making it affordable for the people.    

6.4 Implications of UN Process Indicators 
The UN Process Indicators utilises the concept of health districts with well defined coverage 
for the district. In our context, the health facilities are not evenly distributed (for e.g. 
clustering of CEmOC facilities in urban areas), there is no referral system; so the mothers 
have a choice and compulsion of utilising the services where ever they are available. 
Moreover, lack of referral system also promotes the above behaviour.  

To ensure uniformity of recording and reporting, further orientation of all involved starting 
from the doctors to nurses and the medical recorder is necessary to ensure that the recording 
are according to the guideline of UN Process Indicator, there is uniformity in registers 
maintained  and avoidance of double counting. 

The tendency toward having an adequate number of comprehensive facilities but a shortage 
of BEmOC facilities is the same as the previous experiences (Bailey2002, AMDD 2002) in 
Nepal and other countries like Mozambique, Senegal, Bhutan, Cameroon, and Rajasthan in 
India, Pakistan, Peru and Vietnam. This may reflect the newness of the concept of basic 
emergency care and planning within the health system that has not yet prioritised these 
services.  

Training of the staff particularly at the BEmOC facility to carry out the procedures and 
maintain constant supply of emergency drugs and functioning equipments may also need 
more attention. There is a pattern of low utilisation of basic facilities in favour of hospitals. 
The fact that 65% of the mothers in the present study came directly to a CEmOC facility and 
even among referred mothers, 33% came from district hospitals show that a functional 
referral mechanism is yet to be in place.   

6.5 Enabling environment for  MCHWs 
An enabling environment is critical if the MCHWs are to work effectively (FHD 2003). The 
enabling environment to facilitate MCHWs’  work is still not entirely created in the districts 
visited. Issues such as work condition, availability of supportive supervision, support and 
recognition, acceptance by the community, and support from the VDC all needs 
strengthening. In long term, these would affect the MCHW’s job satisfaction, status in the 
community and their performance, including service provision and referral.   

6.6 Availability of skilled human resources 
Importance of the availability of skilled human resources to provide services could not be 
over emphasised. There are many studies showing the relationship between the proportion of 
deliveries with the skilled attendants and reduction of maternal mortality ratio. Who then are 
the skilled attendants needs to be defined for our context. The term skilled attendant is used 
exclusively for people with midwifery skills (e.g. doctors, nurses, midwifes) who have been 
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trained to proficiency in the skills necessary to manage normal deliveries, diagnose, manage 
or refer complications (WHO, UNFPA, UNICEF). The skill attendants in our context are the 
doctors, registered nurses; ANMs and MCHWs. Studies on MCHWs have shown that they do 
not have the minimum set of skills for skilled attendant such as performing vaginal 
examination or using partograph. The government has a strategic plan to upgrade MCHWs to 
ANMs to enable them to become skill attendants and this should not be side lined.  

6.7 Pr ivate sector  
The private sector was found to be contributing significantly in providing EmOC as 
evidenced from the fact that their utilisation had progressively increased in the recent years. 
The national health policy has categorically identified the mobilization of private and non-
governmental sectors for quality health care.   

The system of reporting does not take into account the services provided by the private 
sector. The private sector must not be perceived as competitors but be treated as a 
collaborator and potential partner in the process of health development.  The system does not 
take into account, the needs of the human resources in the private sector, neither are the 
opportunities for skill enhancement or knowledge up gradation provisioned for them  
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Chapter  7 

Recommendations 

This study has documented findings on the utilisation of EmOC services, the factors that 
deter the users and the constraints for improving the situation.  

7.1 On information system 
The available data from the routine records presents a number of serious difficulties, 
particularly in data requirements for calculation of UN Process Indicators. The culture of 
information generation and its use at the facility and the district level is yet to develop.   
·  There is a need for updating the information on the importance of stringent data 

recording, monitoring and technical back stopping right at the facility level.   
·  Routine statistics must be regularly discussed among the staff, managers and the 

stakeholders so that, corrective actions could be taken locally, this in essence what is 
anticipated in decentralised management of health services.   

·  Evidence based management system will help to improve the utilisation of services by 
helping the managers to take appropriate and timely corrective measures.  

7.2 On increasing utilisation of services 
8 Ensuring the continuous availability of skilled and competent persons at all health 

facilities for handling referral and appropriate case management. Therefore, human 
resources strategy for safe motherhood programme must be developed 

·  Strengthening of transportation to facilitate patient transfer 
·  Free delivery services at the governmental hospitals to improve utilisation of institutional 

deliveries by the mothers  
·  Development and implementation of guidelines for effective utilisation of "poor fund"   
·  Community empowerment on importance of seeking skilled care during delivery, 

recognition of complications and the importance of referral 

8.1 On creating enabling environment for  MCHWs 
·  Creation of an enabling environment for dealing with issues such as work condition, 

availability of supportive supervision, support and recognition, acceptance by the 
community, and support from the VDCs all needs strengthening.  

·  Exploration for alternative means for replenishing the consumables of the MCHW©s kit 
box and service charge for home delivery to reduce the cost barriers, particularly for poor 
and marginalized women.   

8.2 On sustainability 

8.2.1 Coordination and collaboration 

�  Intrasectoral for improving communication between the facilities for better patient 
management and referral; and for strengthening the coordination between the hospital and 
the district public health office 

�  Intersectoral coordination by identifying key sectors (poverty reduction, income 
generation, population and environment, agriculture, nutrition and others as appropriate) 
and stakeholders, followed by exercise on strategic planning for coordinated actions from 
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different sectors for achieving meaningful collaboration for maternal mortality reduction 
at operational level.  

�  Collaboration with district level line agencies for community involvement and 
empowerment  

8.2.2 Resources mobilisation 

RHCC to plan and recommend for mobilisation of budget from local governmental agencies 
for safe motherhood activities 

8.2.3 Human resource management 

�  Continuity of services to be the prime consideration, transfer with concurrence of local 
managers  

�  Regular opportunity for skill up gradation for all categories of health workers 
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:jf:Yo ;+:yfaf6 lng' kg]{ hfgsf/L 

k|Zgstf{sf] gfd M ldlt M 

pQ/bftfsf] gfd M kb M 

pQ/bftfn] :jf:Yo ;+:yfdf sfo{ u/]sf] cjwL M 

!= :jf:Yo ;+:yfsf] kl/ro  

!=! :jf:Yo ;+:yfsf] gfd M 

!=@ 7]ufgf 

!=# :jf:Yo ;+:yfsf] lsl;d !=$ :yfkgf ldlt M 

!=% :jf:Yo ;]jfsf k|sf/x? 
M 

lgh
L 

 ;/sf/L  BEOC  CEOC  

@= :jf:Yo sfo{stf{af/] hfgsf/L  

@=! k|;'tL ;]jf ;DjlGw sfo{df sf] sf] sfo{/t x'g' x'G5 < 
qm=;+= gfd kb ljefu zfvf sfo{ u/]sf] cjwL 
     
     
     
@=@ ut ! jif{df k|;'tL ;]jfdf sfo{/t :jf:Yo sfo{stf{ -Obstetrician, tflnd k|fKt g;{, 

O{TofbL_ ljbf lnPsf], ljrdf 5f8]sf] cyjf s'g} nfdf] cjlwsf] nflu tflnddf cyjf 
cWoogdf uPsf] 5 jf 5}g\ olb 5 eg] sfo{df jfwf k'u]sf] 5 5}g\ vf]tNg]  

 
@=# tYofÍ Joj:yf ug]{, k|ltj]bg jgfpg] sfo{ s:n] ug'{ x'G5 < 

-pxfFx?sf] gfd, kb, sfd ug]{ ljefu, zfvf af/] vf]tNg]_ 
qm=;+= gfd kb ljefu zfvf sfo{ u/]sf] cjwL 
     
     
     

#= cf}ifwL Joj:yfkg jf/] M 

#=! cfjZoQmf cg';f/ cf}ifwL Joj:yfkg ePsf] 5 jf 5}g jf/] vf]tn]/ lj:t[t hfgsf/L lng] 
-;d:of, ;dfwfgsf pkfo_ 
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$= k|;'tL ;]jfdf k|of]u x'g] pks/0f dd{t ;Def/ jf/] 
$=! pks/0fx? k|ofKt 5 5}g  
$=@ pks/0fsf] dd{t ;Def/ jf/] s]lx ;d:of 5       5}g       o;n] sfddf jfwf 

k'¥ofPsf] 5 ls 5}g 
$=# tkfO{sf] ljrf/df o; c:ktfndf cfsl:ds k|;'tL :ofxf/ Joj:yfkgsf] nflu jfwf 

k'¥ofpg] s] s] sf/0fx? x'g v'nfO{lbg'xf];\ 
 
$=$ :jf:Yo ;+:yfsf] ;]jf tyf z'Ns jf/] 

s_ o; c:ktfndf cfsl:ds k|;'tL ;]jf lng cfPsf cfdfx?sf] nflu s'g} lgz'Ns tyf 
cg'bfg cGtu{t ;]jf k'¥ofpg] u/]sf] 5 ls 5}g olb 5 eg] s;/L 

v_ cfsl:ds jrt k|of]u ug]{ k|lqmof jf/] vf]tNg] -s;n], s;/L lg0f{o u5{_ 

u_ olb o; ;+:yfdf Pdj'n]G; ;]jf 5 olb 5 eg] cfsl:ds k|;'tL ;]jfsf] nflu slt ef8f 
lng] ul/Psf] 5 b'/L tyf b/ /]6 v'nfpg cfu|x ug]{ . 

3_ cfsl:ds k|;'tL ;]jfsf] nflu ;]jf jfkt s] s:tf] z'Ns lgwf{/0f ul/Psf] 5 x/]s ;]jf 
cg';f/ z'Ns /]s8{ ug]{ -o;sf] nflu ;DjlGwt n]vf tyf z'Ns j'emfpg] 7fpFdf 
j'em]/ /]s8{ ug'{ kg]{ x'g' ;S5_ 

ª_ o; ;+:yfaf6 Blood Transfusion ug]{ ;]jf 5 ls 5}g olb 5 eg] o;sf] ;]jf jfkt 
slt z'Ns lng] ul/Psf] 5 To;sf] /]s8{ ug]{ . 

$=% tkfO{sf] ljrf/df o; c:ktfndf cfsl:ds k|;'tL :ofxf/ Joj:yfkgsf] nflu ;xof]u 
k'¥ofpg] s] s] ;fwg tyf s[ofsnfkx? x'g v'nfO{lbg'xf];\  

$=^ k|;'tL ;]jfsf] nflu cfPsf] cfdfsf] nflu /]s8{ ug]{ Joj:yf s] s:tf] 5 -ljefu, zfvf, 
/]s8{ ug]{ /lhi6/ cflb jf/] vf]tNg] / tYof+s ;+sng ug]{sf] nflu cfjZos 
JolQmsf] ;xof]u dfUb} tYofs+ kmf/d eg]{ (form No. 2a and 2b) 



 50 

Study on Utilization of Emergency Obstetr ic Care (EOC) 
Institute of Medicine/NSMP 

Kathmandu, Nepal 
2004 

:jf:Yo ;+:yfdf cfPsL cfdfnfO{ ;f]lwg] k|ZgfjnL 

k|Zgstf{sf] gfd M ldlt M 

pQ/bftfsf] gfd M kb M 
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hft÷y/  hDdf kl/jf/ ;+Vof M  
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M 

 wd{ M  

$= kl/jf/df lg0f{o ug]{ JolQm  

%= uj{jtL ePsf] j]nfdf k|;'tL ;]jfsf] nflu s'g} tof/L ul/Psf] lyof] ls lyPg 
olb lyof] eg] s] s] vf]tNg]   

jrt         ;'Ts]/L ;]jf ug]{ JolQm         

n'uf sk8f        ;'\Ts]/L ;fdfu|L         

vfgfsf] hf]xf]         oftfoftsf] ;fwg         

;'\Ts]/L ug]{ sf]7fsf] tof/L         

^  xfnsf] k|;'tLsf] cj:yfdf s] s:tf] ;d:of ef]u]sf] vf]tNg] -nIf0f tyf lrGxx?_ 

&= 3/ b]lv c:ktfn ;Dd cfpg  
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·  s;n] k7fof],  
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·  ljrdf c? :jf:Yo ;+:yfdf klg uPsf] lyof] ls lyPg eGg] jf/] lj:t[t hfgsf/L lng] 
o :jf:Yo ;+:yfsf] gfd M 

=================================================
=========== 

o ToxfF ljtfPsf] ;do M 
=================================================
=========== 

o ;]jf ug]{ :jf:Yo sfo{stf{ M 
=================================================
=========== 

o s:tf] ;]jf kfPsf] lyof] M 
=================================================
=========== 

o s;n] l/km/ u¥of] / lsg u¥of] -;d:of af/] vf]tNg]_ 

*=  o; c:ktfnsf] ;]jf lng tkfO{n] lsg ljrf/ ug'{ eof] -sf/0fx? vf]tNg]_ 

(= 3/ b]lv c:ktfn ;Dd cfpgsf] nflu s]lx ;d:of ef]Ug' ePsf] 5 ls 5}g\ olb 5 
eg] ;d:ofx?af/] vf]tNg] 

o kl/jf/ leqsf] ;d:of 

 

o ;d'bfo÷5/l5d]sL, 

 

o oftfoft ;'ljwf tyf 

 

o cfly{s Joj:yfsf] jf/]df 

 

!)= clxn]sf] ;'Ts]/L cj:yfnfO{ ;lhnf] ug{ c:ktfn cfpg cuf8L 3/d} s]lx 
k|of;x? u/]sf] lyof] ls lyPg olb lyof] eg] 

o slt ;do ljtfosf] lyof] lj:t[t hfgsf/L lng] . 

 

!#= k|;'tL ;]jfnfO{ cem Joj:yLt ug{ tkfO{ ;'emfjx? s]lx 5g\ ls  
o kl/jf/nfO{ 

 

o ;d'bfofnfO{   

 

o :jf:Yo ;+:yfnfO{ 
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dft[lzz' sfo{stf{af6 lnOg] hfgsf/L 

 

k|Zgstf{sf] gfd M ldlt M 

pQ/bftfsf] gfd M 7]ufgf M  

slt jif{sf] cg'ej M lzIff M 

!= tflnd M  

cfwf/e't tflnd cjwL   k'g/tfhuL tflnd cjwL M  
 
@= ;'Ts]/L ;]jf /]s8{ ug]{ ;DjlGw  

·  cfkm'n] u/]sf] ;'Ts]/L ;]jfsf] clen]v /fVg' ePsf] 5 olb 5 eg] /]s8{ x]/]/ ut !@ dlxgfdf 
slt hgfnfO{ ;]jf k'¥ofPsf] jf/] tYof+s ;+sng ug]{  

qm=;+= dlxgf k|;'tL ;]jf lbPsf] ;+Vof 
   
   
   
   
   
   
   

 
olb /]s8{ /fVg] u/]sf] 5}g eg] dlxgfdf cGbfhL stL ;]jf k'¥ofpg] u/]sf] jf/] ;f]w]/ jif{ lbgsf] 
cGbfhL ;+Vof lgsfn]/ /]s8{ ug]{ . -olb dfl;sfn] jif{e/L s'g} dlxgf g6'6fO{ sg sfo{ u/]sf] eP 
;f]Wg] k|Zg_ ut dlxgf slt hgf cfdfnfO{ k|;'tL ;]jf pknJw u/fpg' eof] pQ/bftfn] eg]sf] ! 
dlxgfsf] ;]jf ;+VofnfO{ !@ n] u'0ff u/]/ ! jif{sf] ;]jf ;+Vof cGbfh u/]/ /]s8{ ug]{ .  

#= ;'\Ts]/L ;]jf k'¥ofpFbfsf] cg'ej 

·  ;'Ts]/L ;]jf k'¥ofpbf s] s:tf] ;d:of jf/] lj:t[t hfgsf/L lng] -kl/jf/af6, ;d'bfoaf6 tyf 
kl/of]hgf÷:jf:Yo ;+:yf_ 

·  ;'Ts]/L ;]jf k'¥ofpbf s] s:tf] ;xof]ujf/] lj:t[t hfgsf/L lng] -kl/jf/af6, ;d'bfoaf6 tyf 
kl/of]hgf÷:jf:Yo ;+:yf_ 

·  kl/jf/af6 
·  ;d'bfoaf6 
·  tyf kl/of]hgf 
·  hg :jf:Yo sfof{no 

$= cfs:dLs k|;'tL :ofxf/sf] l/km/af/] 

·  cfs:dLs ;'Ts]/L :ofxf/sf] nflu cfdfx?nfO{ sxfF k7fpg' x'G5 / o;/L cGo 7fpFdf l/km/ 
ubf{ s] s:tf] ;d:of tyf ;xof]u af/] vf]tNg] 

%= cf}ifwL tyf cGo ;fwgsf] Joj:yf jf/]  
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·  ;'Ts]/L ;]jfsf] nflu :jf:Yo ;+:yf tyf kl/of]hgfaf6 s] s] cf}ifwL tyf ;fwgx? k|fKt ePsf 5g\ 
/ To;sf] cfk'tL{ s;/L e}/x]sf] 5 < 

·  k'g/tfhuL tflndsf] ;dodf 8]lne/L ls6 pknJw ePsf] lyof] ls lyPg olb lyof] eg] s] s] 
;fdfu|L pknJw lyof] < 

·  k|;'tL ;]jf lbP kl5 pQm ls6sf] ;fdfu|Lx? s;/L ;f]wegf{ ePsf] 5 < olb ;f]wegf{ ePsf] 
5}g eg] ;]jf ubf{ s;/L Joj:yf ldnfpg] ug'{ ePsf] 5 < kl/of]hgf jGb eP kl5 8]lne/L 
ls6sf] ;fdfu|Lx?sf] ;f]wegf{ nfO{ lg/Gt/tf lbg tkfO{sf] s]lx ;'emfj 5g\ ls -kl/jf/nfO{, 
;d'bfonfO{, ;d'bfonfO{, hg :jf:Yo sfof{nonfO{_ 

^= tkfO{ ;+:yfut ;]jf jfx]s lghL ;]jfdf -cf}ifwL k;n, 3/e]6 / cfˆg} 3/_ klg sfo{ ug'{ x'G5 
< olb lghL ?kdf ;]jf k'¥ofpg' x'G5 eg] ;]jf jfkt s] s:tf] kf/>lds lng] ug'{ ePsf] 5 < 

s_ cf}ifwL k;n - gub tyf lhG;L_ 
v_ 3/e]6 -gub tyf lhG;L_ 
u_ cfˆg} 3/ -gub tyf lhG;L_ 

&= cfs:dLs ;'Ts]/L :ofxf/ k'¥ofP/ cfdf arfp sfo{qmdnfO{ 6]jf k'¥ofpg tkfO{sf] cfˆgf] 
s]lx ;'emfj 5g\ ls -kl/jf/nfO{, ;d'bfonfO{ tyf :jf:Yo ;+:yfnfO{_ 
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ANNEX 1b 

List of Key informants by facility 

Health facility Par ticipants/respondents of meeting or  
key informant interview 

No. of persons 
interacted to collect 
data regarding EOC 

utilization in the 
facility 

Rupandehi 25 
Rupandehi DPHO 1.Mr. Asta Ratna Shakya DPHO  

2. Statistics assistant 
2 

Bhim hospital 1. Dr. Ramji Chaudhari 
2. Medical recorder 

2 

Dhakdhahi PHCC of Rupandehi  1. Inchrge 
2. ANMs 

3 

Basantapur PHCC 1. Incharge 1 
Rayapur PHCC 1. Incharge 1 
Lumbini Zonal hospital 1. Dr. Y. B. Oli  MS 

2. Dr. Pryaschit Shrestha, Obstetrician 
3. Medical recorder  

3 

Rupandehi NSMP field office Staff of  NSMP field office 2 
Siddhrtha Children and Women 
hospital AMDA Nepal 

1. Dr. Bimal Thapa 
2. Dr. Yogesh Bajracharya 
3. Mr. Dhruba Shrestha 
4. Gynendra Sharma 
5. Suruchi Parajuli 

5 

Lumbini Nursing Home, 
Butwal 

1. Mr. Mrigendra Serchand 
2. Administrative officer  

2 

Lumbini PHCC 1. ANM 1 
Universal College of Medical 
Science, Bhairahawa  

1. Deputy  Medical Superintendent  
2. Dr. Jali Shrestha 
3. Sister incharge 

3 

Nawalparai 10 
P. Chandra hospital at 
Nawalparasi 
 

1. Dr. Yem Bahadur Basnet 
2. Sister In-charge 
3. Medical Recorder 

3 

Dumkauli PHCC 1. PHCC In-charge 
2. Sister In-charge 

2 

Chormara PHCC 1. PHCC, Incharge 
2. Sister incharge 

2 

Kaligandaki private hospital 1. Incharge 1 
Manakamana Clinic 1. Incharge 1 
Family health clinic FPAN 1. Incharge 1 

Kapilvastu 8 
P. Bir Hospital Kapilvastu, 
Taulihawa 

1. Dr. Altaf Hussain (DHO 
 2. Ms. Hira Maya Rana, Sister in-charge 
3. Public health nurse 
4. FP assistant 

4 

Shivaraj hospital, Bahadurganj, 
Kapilvastu 

1. Dr. Mahaju (Medical superintendent) 
2. Health assistant  
3. Sister incharge 

3 
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Health facility Par ticipants/respondents of meeting or  
key informant interview 

No. of persons 
interacted to collect 
data regarding EOC 

utilization in the 
facility 

Kapilvastu UNICEF field office 1. Uma Rai 1 
Sapatar i 11 
Sagarmatha Zonal hospital 1. Dr. Ashokananda Misra, MS  of SZH 

2. Medical recorder 
3. Dr. Rabi Regmi 
4. Sister In-charge 

4 

Kalyanpur PHCC 1. Incharge 
2. ANM 

2 

DPHO, Saptari 1. Mr. Rakesh Thakur, DPHO 1 
Fattepur  Sub Health post  1.Peon 1 
Topa PHCC 1.PHCC in-charge 1 
Kanchanpur PHCC 1. AHW 

2. ANM 
2 

Kaski 19 
Kaski DPHO DPHO Ms. Maiya Devi Shrestha 1 
Western Regional hospital Medical Superintendent (Dr. Kalu 

Sharma, Subedi) 
Mr. Laxman Poudel 
Sister in charge (Obstetric ward)  
Medical recorder 

4 

Manipal Teaching hospital  Dr. Suresh Ramchandran Medical 
Superintendent 
Head of Community Medicine Dept. 
Assistant Matron,  
Sister In-charge (Obstetric ward),  
Head of operation theatre  
Blood bank,  
Account section 

6 

Shishuwa PHCC PHCC In-charge of Shishuwa 1 
Padma Nursing home  
 

Mr. Karna Shrestha 
Staff of all the private hospital  
 

2 

Ventabari PHCC PHCC in charge 1 
Fishtail private hospital Administrative officer 

Medical recorder 
2 

Visit Abhiyan maternity 
hospital 

Administrator (Shova Kant Neupane) 
Sister in charge 

2 
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ANNEX 1c 

List of registers reviewed by facility 
Rupandehi Distr ict 
Name of Facility Type of Data  Source of data Remark 

Total deliveries Delivery register  
Maternity Register  

Well furnished and newly 
build maternity home but 
mostly vacant  

Bhim Hospital 
  
  
  Complication and 

users profile 
MVA register 
Discharge Register 

Visitor room locked and 
not maintained 

Total deliveries and 
Users profile 

Delivery register, 
Maternity register 

Address was not recorded 
in OT register 
056/57 registers was not 
available 

Complication and 
CS 

Gynae OT register *Delivery and Maternity 
register used for user©s 
profile 

Lumbini Zonal 
Hospital 
  
  

Maternal mortality Individual patient record 
chart 

Individual case chart 
analysed. Maternal death 
register was not available 

Total deliveries Delivery Register, 
Maternity  

Secular calendar was used 
which was converted to 
Nepali fiscal year with 
estimation 

Siddhartha Child &  
Women Hospital 
  
  

Complication/CS 
and users profile 

OT Register,   

Total delivery Birth Register, Delivery 
Record Register 

No Obstetrician at the 
facility during study period 

Universal Collage of 
Medical Science 
  CS/Complication 

and users profile 
OT Register No coordination with 

DPHO  

Total delivery Gynae Delivery register 056/57 and 57/58 registers 
were not available 

Butwal Hospital 
Private LTD 

Complicated cases 
and Users profile 

Delivery record book, 
Admission and discharge 
register 

 

Total delivery Gynae Book,  056/57 and 57/58 registers 
was not available 

Lumbini Nursing 
Home 

Complicated cases 
and Users profile 

Discharge register for 
inpatient 

 

Total deliveries Delivery and Maternity 
Register 

 Lumbini PHC 

Complicated cases 
and user©s profile 

Maternity Register  

Nawalparasi 
Name of Facility Type of data Source of data Remark 

Total deliveries Delivery Record Well functioning Dumkauli PHCC 
 Complicated case 

and users profile 
Maternity Register  
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Name of Facility Type of Data  Source of data Remark 
Total deliveries Delivery Record Picking up to manage the 

EOC problems 
Chormara PHCC 

Complicated case 
and users profile 

Maternity Register  

Jaganathpur PHC, 
Semari 

Total delivery Delivery Record Only normal delivery 
service 

Janakalyan Hospital Total delivery Delivery Record Newly started 
Total delivery Delivery Register Not utilised much Kaligandaki Hospital 

  Complicated cases 
and users profile 

Maternity Register  

Total delivery Maternity/Delivery register 
  

Functioning as BEOC   
Recently started CS service 
so change into CEOC in 
060/61 

Prithvi Chandra 
District Hospital 
  

Complicated case 
and CS, users profile 

Discharge Register, MVA 
register 

 

Complication and 
patient profile 

Maternity Register FPAN private functioning 
as birthing centre 

Pariwar Swastha 
Clinic (FHC) 
  
  

Total delivery Delivery Record  

Baglung 
Total delivery Delivery Register, 

Maternity Register 
PHCC could not visit and no 
reports in DPHO from PHCC 

Baglung Hospital 
  

Complicated cases 
and CS 

OT register and MVA 
Register 

 

Kapilvastu 
Maharajgunj PHC Total delivery Delivery Record Book Only normal delivery service 

Total delivery Delivery Register 
Maternity Register 

058/59 register was not 
available 

Prithvi  Bir Hospital 
  

Complication and 
users profile 

Maternity register 
MVA 

 

Total delivery Maternity Register 
Delivery Register 

056/57 no indoor service Shiva Raj Hospital 
  
  Complicated cases 

and users profile 
MVA, Discharge 
register 

 

Palpa 
Total delivery Delivery &  Discharge 

Register 
Only normal delivery service Hospital 

  
Complicated cases 
and user©s profile 

Discharge Register   

Complication and 
user©s profile 

Delivery Register,  
Surgical Register, 
Admission Book  

(Computer epi-info data base 
recorded with specific 
diagnosis code) 

United Mission 
Hospital, Tansen 

Total delivery and 
CS  

Report entry book  
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Name of Facility Type of Data  Source of data Remark 
Chitwan 
Asha Hospital Pvt. 
Ltd. 

Total 
delivery/CS/Compli
cated cases 

Delivery Registry Records of User©s profile and 
old registers was not 
maintained  

Total delivery Maternity ward 
Register, Registration, 
Service Register 

Recording well maintained College of Medical 
Sciences Bharatpur 
  

CS/Complicated 
cases and user©s 
profile 

Major OT Gynae 
Register  

 

Chitwan Om Hospital 
Pvt. Ltd. 

Total delivery, 
/CS/Complication 
and user©s profile 

Maternity/Delivery 
Individual case Chart 
analysis 

Register was not well 
maintained  

Total delivery Delivery Conducted 
Register 

Medical recorder could not 
trace registers of O56/57, 
057/58  

Mahendra Adarsha 
Chikitsalaya 
Bharatpur 

CS / Complicated 
cases and user©s 
profile 

Emergency OT register  
&  Gynae OT Register 

 

Kaski Distr ict 
Total delivery Admission., Delivery  Recently started by 

Nursing staff as 
cooperative (From Marga 
2060)  

Abhiyan Community 
Hospital 

Complicates cases 
and user©s profile 

OT register Good recoding 

Bhedabari PHC Total delivery Delivery Register Only normal delivery 
service 

Total delivery  Delivery Register Fish Tail 
  
  

CS/Complicated 
cases, user©s profile 

Admission, & Discharge 
Register 

Normal delivery service 
was not available. Mostly 
conduct CS 

Total delivery Delivery &  Maternity 
Register, Birth register 

No problem Manipal Teaching 
Hospital 

CS, complicated 
cases and user©s 
profile 

Maternity Register, OT 
register 

 

Shishuwa PHC  Total delivery Maternity health Registry 
&  Delivery Register 

Only Normal delivery 
service 

Total delivery Delivery, Maternity 
Register  

 Western Regional 
Hospital, Gandaki,  
  CS/Complicated 

cases 
Maternity Register, 
Admission Register, 
Reporting form 

Records not available, 
information gathered 
according to the reporting 
data. Information on 
address and caste not 
available 
 

Saptar i distr ict 
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Name of Facility Type of Data  Source of data Remark 
Delivery register 
Maternity register 

Total number of normal 
delivery 

 

Operation theatre 
register 

Total no. of CS 
Complicated cases 

 

Sagarmatha Zonal 
Hospital 

PAC register Complicated  cases  
Delivery register Total number of normal 

delivery 
 Kanchanpur PHCC 

Maternal register Complication managed  
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ANNEX-2  

Table 2.1 a. Trends of UN Process Indicators in Rupandehi Distr ict 
Indicator# 1a Indicator# 1b Indicator# 3 Indicator# 4 Indicator# 5 Indicator# 6 

Year  
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case Fatality 
Rate 

2056/57 - - - - - - 
2057/58 0.7  2.7  24.8  19.2           2.5  1.4  
2058/59 0.7  3.4  23.3  27.6           2.7  0.2  
2059/60 1.3  2.6  25.5  34.1           2.8  0.6  
2060/61 1.3  3.3  24.4 40.9           3.9  0.2  

 

 

 

 

 
 

 

 

 

Table 2.1b. Trends of UN Process Indicators in Nawalparasi Distr ict 
Indicator# 1a Indicator# 1b Indicator# 3 Indicator# 4 Indicator# 5 Indicator# 6 

Year 
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case 
Fatality Rate 

2056/57         1.6           -             2.3           0.9            -     -  
2057/58          2.4            -             2.7           1.8            -     -  
2058/59          2.4            -             3.1           2.1            -     -  
2059/60          2.3            -             3.9           4.0            -     -  
2060/61          1.5           0.8           4.7           7.7           0.0           0.6  
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Proportion of all births, complicated & CS cases in 
Baglung District
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Table 2.1c. Trends of UN Process Indicators in Baglung Distr ict 
Indicator# 1a. Indicator# 1b. Indicator# 3. Indicator# 4. Indicator# 5 Indicator# 6 

Year  
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case 
Fatality 

Rate 
2056/57           -             1.8           4.3           6.4           0.3            -    
2057/58           -             1.8           5.6           6.6           0.3            -    
2058/59           -             1.8           6.0           4.9           0.3            -    
2059/60           -             1.7           6.5           8.2           0.3            -    
2060/61           -             1.7           5.9           5.9           0.4            -    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2.1d. Trends of UN Process Indicators in Kapilvastu Distr ict 

Indicator# 1a Indicator# 1b Indicator# 3 Indicator# 4 Indicator# 5 Indicator# 6 

Year 
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case 
Fatality 

Rate 
2056/57          1.0            -             1.1           0.1            -    - 
2057/58          2.0            -             1.8           0.5            -    - 
2058/59 2.0 - 1.8 0.5           -    - 
2059/60          1.0            -             0.8           0.4            -    - 
2060/61          1.9            -             2.0           2.4            -    - 

 
 Proportion of all births, complicated & CS cases in 
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Table 2.1e. Trends of UN Process Indicators in Saptar i Distr ict 
Indicator# 1a Indicator# 1b Indicator# 3 Indicator# 4 Indicator# 5 Indicator# 6 

Year  
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case 
Fatality 

Rate 
2056/57 - 0.9 6.1          8.2  1.3 - 
2057/58 -          0.9           7.0           7.4  1.0          2.3  
2058/59 0.8          0.8  9.6          8.1  1.0          1.4  
2059/60 0.8          0.8  11.5          8.5 1.3           -    
2060/61 0.8          0.8  12.2        14.0  1.5           -    

 
Table 2.1f. Trends of UN Process Indicators in Kaski Distr ict 

Indicator# 1a Indicator# 1b Indicator# 3 Indicator# 4 Indicator# 5 Indicator# 6 

Year 
BEOC CEOC 

% of all births 
in EOC 
facilities 

% of 
complicated 

cases 

CS as a % of 
all births 

Case Fatality 
Rate 

2056/57 - 2.7 1.5 1.1 0.3 - 
2057/58 - 2.6 2.4 2.4 0.7 - 
2058/59 - 3.9 44.4 50.0 7.8 - 
2059/60 - 3.8 45.3 41.1 7.4 - 
2060/61 1.2 4.9 38.0 30.6 7.2 0.2 

 
 
 

Chart 2.1.e Proportion of all births, complicated & CS cases in 
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Table 2.2a Trend of EmOC Service users by Type of Health Facility 
Rupandehi distr ict 

Deliveries Complicated cases Caesarean Direct Obstetric 
Death F.Y Facilities 

Number % Number % Number % Number % 
Public 4016 67.1 385 55.5 424 70.1 8 88.9 
Private 1970 32.9 309 44.5 181 29.9 1 11.1 

20
57

/5
8 

Total 5986 100.0 694 100.0 605 100.0 9 100.0 

Public 3651 65.2 335 33.7 381 59.7 1 50.0 
Private 1951 34.8 660 66.3 257 40.3 1 50.0 

20
58

/5
9 

Total 5602 100.0 995 100.0 638 100.0 2 100.0 

Public 3530 57.8 419 34.3 357 52.8 6 85.7 
Private 2546 42.2 802 65.7 319 47.2 1 14.3 

20
59

/6
0 

Total 6071 100.0 1221 100.0 676 100.0 7 100.0 

Public 2949 50.0 592 39.9 334 35.4 2 100.0 
Private 2947 50.0 892 60.1 610 64.6 0 0.0 

20
60

/6
1 

Total 5896 100.0 1483 100.0 944 100.0 2 100.0 

 

 

 

 

 

 

Chart 2.2.a.1 Trend of Deliveries by Type of Facilities in 
Rupandehi District
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Trends of CS Cases by Type of Facilit ies in 
Rupandehi District
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Chart 2.2.a.2 Trend of Complicated Cases by Type of 
Facilities in Rupandehi Distr ict
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Table 2.2.b Trends of Users by Types of Services and Health Facilities in  
Nawalparasi Distr ict 

Deliver ies Complicated Caesarean Direct 
Obstetr ic Death       

F.Y Facilities 
Number % Number % Number % Number % 

Public 467 100 29 100.0 0  0  
Private - - - - -  -  

20
56

/5
7 

Total 467 100.0  29 100.0 0  0  

Public 558 100 54 100.0 0  0  
Private - - - - -  -  

20
57

/5
8 

Total 558 100.0  54 100.0 0  0  

Public 638 100 64 100.0 0  0  
Private - - - - -  -  

20
58

/5
9 

Total 638 100.0  64 100.0 0  0  

Public 797 100 121 100.0 0  0  
Private - - - - -  -  

20
59

/6
0 

Total 797 100.0  121 100.0 0  0  

Public 983 100 237 100.0 2  1 100 
Private - - - - -  -  

20
60

/6
1 

Total 1194 100.0  263 100.0 2  1 100 
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Chart 2.2.b.2 Trends of Complicated cases by Type of 
Facilities in 

Nawalparasi District
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Chart 2.2.b.3 Trends of CS cases by Type of      
Facilities in 

Nawalparasi District
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Table 2.2c Trends of Users by Types of Services and Health Facilities in Baglung Distr ict 

Deliver ies Complicated Caesarean Direct Obstetr ic 
Death       

F.Y Facilities 
Number % Number % Number % Number % 

Public 396 100 88 100 30 100 0  
Private NA  NA  NA  NA  

20
56

/5
7 

Total 396 100 88 100 30 100 0  

Public 515 100 91 100 31 100 0  
Private NA  NA  NA  NA  

20
57

/5
8 

Total 515 100 91 100 31 100 0  

Public 550 100 67 100 25 100 0  
Private NA  NA  NA  NA  

20
58

/5
9 

Total 550 100 67 100 25 100 0  

Public 595 100 113 100 28 100 0  
Private NA  NA  NA  NA  

20
59

/6
0 

Total 595 100 113 100 28 100 0  

Public 552 100 83 100 35 100 0  
Private NA  NA  NA  NA  

20
60

/6
1 

Total 552 100 83 100 35 100 0  
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Table 2.2d Trends of Users by Types of Services and Health Facilities in Kapilvastu Distr ict 

Deliver ies Complicated Caesarean Direct Obstetr ic 
Death       

F.Y Facilities 
Number % Number % Number % Number % 

Public 168 100 2 100 0 0    
Private NA  NA  NA  NA  

20
56

/5
7 

Total 168 100 2 100 0 0   

Public 284 100 12 100 0 0   
Private NA  NA  NA  NA  

20
57

/5
8 

Total 284 100 12 100 0 0   

Public 287 100 12 100 0 0   
Private NA  NA  NA  NA  

20
58

/5
9 

Total 126 100 0 0 0 0   

Public 136 100 9 100 0 0   
Private NA   NA  NA   NA  

20
59

/6
0 

Total 184 100 10 100 0 0   

Public 173 100 61 100 0 0   
Private 162      NA  

20
60

/6
1 

Total 335 100 61 100 0 0    
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Trends of CS Cases by Type of Facilities in 
Kapilvastu  District
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Trends of Complicated Cases by Type of Facilities in 
Kapilvastu District
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Table 2.2e Trends of Users by Types of Services and Health Facilities in Saptar i Distr ict 

Deliveries Complicated cases Caesarean Direct Obstetric 
Death 

        
F.Y Facilities 

Number % Number % Number % Number % 
Public 1170 100 237 100 257 100 3 100 
Private NA  NA  NA  NA  

20
56

/5
7 

Total 1170 100 237 100 257 0 3 100 
Public 1341 100 213 100 192 100 5 0 
Private NA  NA  NA  NA  

20
57

/5
8 

Total 1341 100 213 100 10 100 5 0 
Public 1854 100 235 100 196 100 3 100 
Private NA  NA  NA  NA  

20
58

/5
9 

Total 1854 100 235 100 196 100 3 100 
Public 2227 100 249 100 250 100 0 0 
Private NA  NA  NA  NA  

20
59

/6
0 

Total 2227 100 249 100 250 100 0 0 
Public 2430 100 419 100 353 100 0 0 
Private NA  NA  NA  NA  

20
60

/6
1 

Total 2430 100 419 100 353 100 0 0 
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Trends of Complicated Cases by Type of Facilities in 
Saptari District
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Trends of CS Cases by Type of Facilities in 
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Table 2.5f Trends of Users by Types of Services and Health Facilities in Kaski Distr ict 

Deliveries Complicated cases Caesarean Direct Obstetric 
Death F.Y Facilities 

Number % Number % Number % Number % 
Public NA  NA  NA  NA   
Private 181 100.0 20 100 41 100 0   

20
56

/5
7 

Total 181 100 20 100 41 100 0   
Public NA  NA  NA  NA   
Private 301 100.0 45 100 82 100 0   

20
57

/5
8 

Total 301 100 45 100 82 100 0   
Public 5220 94.1 814 86.8 862 88.9 0   
Private 330 5.9 124 13.2 108 11.1 0   

20
58

/5
9 

Total 5550 100 938 100 970 100 0   
Public 5344 93.9 735 94.7 797 85.5 0   
Private 349 6.1 41 5.3 135 14.5 0   

20
59

/6
0 

Total 5693 100 776 100 932 100 0   
Public 4673 95.3 531 89.7 138 92.8 1 100 
Private 231 4.7 61 10.3 80 7.2 0   

20
60

/6
1 

Total 4904 100 592 100 1118 100 1 100 
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Trends of Complicated Cases by Type of Facilities in 
Kaski District
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Table 2.3 a Trend of EmOC Users by Caste/Ethnicity-Rupandehi Distr ict 

Years      Caste/Ethnicity 
2056/57 % 2057/58 % 2058/59 % 2059/60 % 2060/61 % 

Brahman/Chetri - - 386 55.2  855 62.6  779 62.2  1084 58.8  
Newar - - 43 6.2  71 5.2  51 4.1  81 4.4  
Tharu - - 30 4.3  52 3.8  37 3.0  87 4.7  
Muslim - - 18 2.6  41 3.0  49 3.9  47 2.5  
Dalit - - 49 7.0  80 5.9  55 4.4  149 8.1  
Other Hill Ethnic Group - - 55 7.9  112 8.2  80 6.4  149 8.1  
Other Tarai Ethnic Group - - 60 8.6  68 5.0  94 7.5  125 6.8  
Others - - 57 8.2  78 5.7  106 8.5  114 6.2  
Unknown - - 1 0.1  8 0.6  2 0.2  8 0.4  

Grand Total - - 699 100.0  1365 100.0  1253 100.0  1844 100.0  

Chart 2.1.a Trend of EmOC users by Caste/Ethnicity in 
Rupandehi District
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Table 2.3 b Trend of EmOC Users by Caste/Ethnicity-Nawalparasi Distr ict      
Years Caste/Ethnicity 

2056/57 % 2057/58 % 2058/59 % 2059/60 % 2060/61 % 
Brahman/Chetri 7 41.2  17 29.8  14 28.6  48 46.2  156 38.1  
Newar   -   2 3.5    -   1 1.0  7 1.7  
Tharu 1 5.9  5 8.8  10 20.4  8 7.7  39 9.5  
Muslim 1 5.9  4 7.0  1 2.0  6 5.8  26 6.4  
Dalit   -   7 12.3  10 20.4  13 12.5  49 12.0  
Other Hill Ethnic Group   -   4 7.0  1 2.0  2 1.9  21 5.1  
Other Tarai Ethnic Group 1 5.9  7 12.3  7 14.3  7 6.7  39 9.5  
Others   -     -     -   3 2.9  16 3.9  
Unknown 7 41.2  11 19.3  6 12.2  16 15.4  56 13.7  

Grand Total 17 100.0  57 100.0  49 100.0  104 100.0  409 100.0  

Chart 2.1.b Trend of EmOC users by Caste/Ethnicity in 
Nawalparasi District
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Table 2.3 c Trend of EmOC Users by Caste/Ethnicity-Baglung Distr ict      
Years Caste/Ethnicity 

2056/57 % 2057/58 % 2058/59 % 2059/60 % 2060/61 % 
Brahman/Chetri 58 73.4  61 75.3  41 63.1  63 71.6  54 71.1  
Newar 6 7.6  7 8.6  5 7.7  3 3.4  1 1.3  
Tharu  -  -  -  -  - 
Muslim  -  -  -  -  - 
Dalit 7 8.9  5 6.2  10 15.4  13 14.8  13 17.1  
Other Hill Ethnic Group 6 7.6  8 9.9  9 13.8  9 10.2  8 10.5  
Other Tarai Ethnic Group  -  -  -  -  - 
Others 2 2.5    -   -   -   - 
Unknown           

Grand Total 79 100.0  81 100.0  65 100.0  88 100.0  76 100.0  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chart 2.1.c Trend of EmOC users by Caste/Ethnicity in 
Baglung District
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ANNEX-3 
Utilization of MCHW service for  home delivery 

Distr ict Name of SHP  
Total expected 
pregnancy*  
(2059-2060) 

Delivery 
conducted(year ly 
estimation) 

% of MCHW 
service 

Namarjung 95 20 21.1 
Kahun 120 12 10 
Begnas 418 36 8.6 

Kaski 

Armala  302 24 7.9 
Lekhani 128 8 6.3 
Palakot 163 16 9.8 
Singana 178 12 6.7 
Tungram 171 12 7 
Rayadanda 131 12 9.2 
Tityang 206 12 5.8 
Bhimpokhara 153 16 10.5 
Paiuthan thap 212 12 5.7 

Baglung 

Hatiya 317 8 2.5 
Khudhabagar 228 4 1.8 
Maryadpur 274 12 4.4 
Madhbaliya 340 20 5.9 
Tikuligad 561 16 2.9 
Padasari 319 16 5 
Hattipharsatikar 197 16 8.1 

Rupandehi 

Gangauliya 310 16 5.2 
Niglihawa 484 29* 6 
Gauri  188 5 2.7 
Bijuwa 254 104* 40.9 
Nandanagar 303 16* 5.3 
Patariya 317 72 22.7 
Mahendrakot 343 56 16.3 

Rangpur 236 26 11 

Kapilvastu 

Baidauli 246 40 16.3 
Devgaun  181 34 18.8 
Panchanagar 380 83* 21.8 
Jamuwad 299 4 1.3 

Kumarworti 253 20 7.9 
Parsauni 287 9 3.1 
Nayabelani 595 15 2.5 

Nawalparasi 

Benimanipur 389 27 6.9 
Mahadeva 275 16 5.8 
Jamuni Madhyapura 314 10 3.2 
Farsheth 166 12 7.2 
Khojpur 218 12 5.5 
Pipara (Purba) 162 22 13.6 
Lohajara 275 85* 30.9 
Bhoriya 221 2 0.9 

Saptar i 

Deurali Bharuwa 138 13 9.4 
*The projection of expected pregnancy was done by HMIS. DoHS 


