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EXECUTIVE SUMMARY

In the era of the Sustainable Development Goals, increased access to care alone will not be sufficient
to improve health outcomes if health systems cannot provide high quality care. Countries are now
focused on achieving universal health coverage and access to quality, essential health care services that
align with the goals on health. We know very little about the quality of care in Nepal’s health sector.
The comprehensive data collected on antenatal care, family planning, and sick child care in the 2015
Nepal Health Facility Survey allows for the first in-depth assessment of the quality of care in these
service areas. The Nepal Health Sector Strategy 2015-2020 defines high quality health care as effective,
safe, client-centered, timely, equitable, culturally appropriate, efficient, and reliable care. This study
used data from the 2015 Nepal Health Facility Survey to assess the quality of care at health facilities
that provide antenatal care, sick child care, and family planning by the eight dimensions of quality.

Methods

We used the 2015 Nepal Health Facility Survey data to assess the eight dimensions of quality identified
in the Nepal Health Sector Strategy. Our study defined the eight dimensions and operationalized
indicators for each dimension of quality captured in the Nepal Health Facility Survey for antenatal care,
family planning, and sick child care services. All indicators except for the equity dimension were
constructed at the facility level. The indicators vary in terms of units, with some presented as a score
(percent or ordinal) and others as a percent distribution. For the facility level indicators (which did not
include the equity dimension), we calculated and compared the mean, median, minimum, and maximum
values across all facilities (overall) and by facility characteristics such as facility type, management of
authority, ecological zone, and provinces. Data collected at the individual client level (observation or
exit interview) and the health worker level were aggregated to the facility level to allow for final
comparisons at the facility level.

For the equity dimension, we compared the quality of care indicators collected with patient observation
and exit instruments with the three individual client level characteristics (age, education, and ethnicity).
F-tests were used to test for independence of categorical variables and to compare the median and mean
scores for the process of care indicators that were ordinal scores across the individual level client
characteristics.

Results

The analysis included 919 facilities that provide antenatal care services. In the effectiveness dimension,
overall performance for each indicator was poor. The higher-level zonal/above facilities and district
hospitals did not perform better than the lower-level government facilities in terms of physical
examination scores for the clients who received antenatal care services. The private facilities had
slightly higher mean and median scores compared to public facilities. There was very little variation by
ecological regions and provinces. The efficiency dimension, which measured service readiness to
provide antenatal care services, was poor, especially for the staff training score and availability of
guidelines. Private facilities performed poorly in staff training and availability of guidelines but
performed better with equipment availability and laboratory diagnostic capacity compared to the public
facilities. The higher-level facilities (zonal/above and district hospitals) had higher service readiness
scores for the availability of equipment, laboratory diagnostic capacity, and essential oral medicines and
vaccines. The two indicators that measured timeliness showed that waiting time was an issue for the
majority of clients in the zonal/above-level hospitals with an average mean of 54% of clients waiting
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more than 30 minutes. The safety dimension included an infection prevention index score (0-4) and the
availability of injection safety precaution guidelines. The infection prevention index was based on four
domains. The facility scores were low due to poor performance in hand hygiene (availability of running
water and soap or hand disinfection), and the availability of injection safety precaution guidelines in
only 4.2% of the facilities.

The client-centeredness indicators that measured the mean percent of clients satisfied with overall
antenatal care service and with 11 service components averaged 85% and 79% of clients per facility,
respectively. The mean client satisfaction was lower for the zonal/above-level hospitals. Compared to
the publicly managed facilities, a higher proportion of private facilities had private rooms for antenatal
care service consultations, although they were less likely to have visual aids for client education on
pregnancy and antenatal care. The indicators that measured whether a facility was reliable and
appropriate showed much better performance in the private facilities.

A total of 934 outpatient curative care facilities for sick children were analyzed for sick child care
services. Overall, four of the five basic child health services were provided with the median public
facility and private facility providing four and two services, respectively. The other effectiveness
indicators that measured the clinical process of care and the performance of the clinical procedures (sick
child assessment in general and for specific diagnosis) as per evidence-based guidelines was poor in all
indicators except for the main symptom assessment score. The efficiency of the facilities was assessed
for service readiness to provide quality outpatient curative care and vaccination services. The outpatient
curative care service readiness was poor for staff trained on child care training in the past 24 months
(all facility types), availability of the Integrated Management of Newborn and Childhood Illness
guidelines or chart booklets (not found in the majority of private facilities, zonal/above-level facilities,
or urban health centers) and priority medicines, with the median facility having only one of three priority
medicines.

Service readiness to provide vaccination services (three domains) showed that on average, only 23.4%
of the facilities had at least one staff who received epidemiology in-service training in the 24 months
before the survey and about 55% of facilities had a vaccination guideline. With timeliness of care,
clients in the zonal/above-level facilities and the district hospitals reported waiting time as a problem
with clients waiting longer than 30 minutes. The client-centeredness indicators were relatively better,
but were similar to the antenatal care analysis. The public facilities (urban health centers and health
posts) lacked private rooms for sick child consultations, while the private facilities lacked visual aids
for client education on child health. The findings on safety were similar to those of the antenatal care
facilities. The higher-level public facilities had lower infection prevention index scores (both mean and
median) and the majority of facilities did not have injection safety precaution guidelines. The indicators
for reliability of a facility were optimal. Among the various indicators that measured the appropriateness
of service delivery, the areas that needed improvement were the distance to facility (for private facilities)
and the hour or days of service (for the higher-level facilities and the facilities in Provinces 1, 6 and 7).

The dimensions of effectiveness, efficiency, and safety for the family planning services were relatively
poor. In terms of effectiveness, there were fewer than the required number of modern family planning
methods available in the higher-level facilities and private facilities. The indicators that measure the
process of family planning care (taking reproductive history, conducting physical examinations, and
providing comprehensive family planning counseling based on method) were poor in overall quality
and need to be strengthened substantially. For example, on average, only 5.7% and 12.1% of clients at
each facility received information on use of the contraceptive method and the method’s potential side
effects, respectively. The effectiveness dimension that measured service readiness showed sub-optimal



performance in all three domains that measured service readiness (availability of guidelines, trained
staff, and availability of basic family planning equipment). The higher-level public facilities and private
hospitals performed better in terms of service readiness to provide intrauterine contraceptive device and
implant services, and the quality of stock. The results of the indicators for timeliness and safety
dimensions were similar to those of the antenatal and sick child care facilities. The client-centeredness
indicator that measured client satisfaction with overall care showed that a lower proportion of clients
were satisfied at the zonal/above and private facilities. An average of 32% of clients at each facility
were able to discuss their concerns about the family planning method, which showed low client-
centeredness in terms of the process of care. The indicators that measured the reliability and
appropriateness dimensions of quality performed much better.

Our analysis also found evidence of inequity in the process of antenatal care by age group and education.
A separate analysis showed that clients who had never attended school and those who were age 20 or
younger had significantly lower mean physical examination scores. In the family planning analysis, the
mean and median physical examination score was lowest for the Terai/Madhesi ethnic group, although
there was no significant difference in the bi-variate test of association.

The sick child care assessment included two measures of effective service (danger signs and main
symptoms assessment scores). A significantly higher proportion of sick children whose caretaker never
attended school were more likely to receive no danger sign assessment compared to those sick children
whose caretaker had attended school. Similarly, the sick children whose caretakers who were from
Terai/Madhesi and Muslim/other ethnic groups were also significantly more likely to not receive any
danger sign assessment, while those from Janjati/Newar (minority) ethnic group had better scores.
Inequity by education and ethnicity group was also evident in the main symptoms and signs assessment
scores.

Conclusion

This study helped to identify potential areas of concern that should be addressed in the design of policies
and programs that can improve the quality of health care. These concerns could be monitored more
closely during implementation of the three service areas. Although service-specific interventions are
proposed in this report, there are several findings that were similar across the three service programs
that can be resolved through intervention by the health facility management teams and also by regular
monitoring and supervision by the health facility quality improvement teams. Clinical care data need to
be regularly monitored to ensure comprehensive assessment of the quality of care. Our findings also
highlighted the need to improve the health care workers’ performance in terms of compliance with the
standards of care through regular refresher trainings, as well as on-the-job monitoring and supervision.
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FOREWORD

The 2015 Nepal Health Facility Survey (2015 NHFS) is the first nationally representative
comprehensive survey conducted in Nepal as part of the Demographic and Health Surveys (DHS) in
the country. It combines the components of the Service Provision Assessment (SPA) survey of the
Demographic and Health Surveys (DHS) Program, supported by the United States Agency for
International Development (USAID); the World Health Organization (WHO) Service Availability and
Readiness Assessment; the United Nations Population Fund (UNFPA) Facility Assessment for
Reproductive Health Commodities and Services; and the Nepal-specific Service Tracking Survey,
funded by the UK Department for International Development (DFID).

The standard format of the main report includes only a descriptive presentation of findings, without
using analytical statistical methods to ascertain the significance of change, readiness, and some
causative association among variables. Though largely sufficient, the standard report is limited,
particularly in providing answers to “why” questions, which are essential in reshaping important
policies and programs. Hence, following the dissemination of the 2015 NHFS, the Ministry of Health
and Population (MoHP) and partners convened and agreed on key areas to assess progress and gaps,
and to assess determinants, in high priority public health programs that MoHP is implementing. In this
context, further analysis has been carried out by relevant technical professionals from MoHP and
partners who directly work on the given areas, with technical support and facilitation from research
agencies.

The primary objective of this further analysis of 2015 NHFS is to provide more in-depth knowledge
and insight into key issues that emerged based on data from the 2015 NHFS. This analysis will provide
guidance in planning, implementing, refocusing, monitoring, and evaluating health programs related to
issues in Nepal. The long-term objective of the further analysis is to strengthen the technical capacity
of the local institutions and individuals to analyze and use data from complex national population and
health surveys to better understand specific issues per country need and situation. The further analysis
assesses quality of care at health facilities that provide antenatal care, sick child care, and family
planning by eight dimensions of quality.

The further analysis of the 2015 NHEFS is the concerted effort of various individuals and institutions,
and it is with great pleasure that I acknowledge the work that has gone into producing this useful
document. The participation and cooperation among the members of the Technical Advisory Committee
in the different phases of the survey is highly regarded.

I also would like to thank the Public Health Administration Monitoring and Evaluation Division
(PHAMED) of MoHP for its effort and dedication in the completion of this further analysis of the 2015
NHFS. I extend my appreciation to USAID/Nepal for providing financial support for the further
analysis. I would also like to acknowledge ICF for its technical assistance at all stages. My sincere
thanks go to the New ERA team for their management and coordination of the process.

Dr. Pui’pa ZZhaudhary

Secretary
Ministry of Health and Population
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ABSTRACT

In the era of the Sustainable Development Goals, increased access to care alone will not be sufficient
to improve health outcomes if health systems cannot provide high quality care. The Nepal Health Sector
Strategy 2015-2020 defines health care to be of good quality when it is effective, safe, client-centered,
timely, equitable, culturally appropriate, efficient, and reliable. This study assessed the quality of care
at health facilities that provide antenatal care, sick child care, and family planning by the eight
dimensions using data from the 2015 Nepal Health Facility Survey. We operationalized indicators to
measure each dimension and constructed the indicators (except for equity dimension) at the facility
level. For the facility level indicators (except the equity dimension analysis), we calculated and
compared the mean, median, minimum, and maximum values across all facilities (overall) and by
facility characteristics (facility type, managing authority, ecological zone, and provinces). Overall, the
facilities performed better in the dimensions of client-centeredness, reliability, appropriateness, and
timeliness for all three service areas. The dimensions of efficiency, effectiveness, and safety showed
relatively poor performance. Performance was low overall and varied across facilities with important
implications for program design. Our analysis found evidence of inequity in the process of care by the
client’s age group and education in the antenatal care observations and by the caretakers’ ethnicity and
education level for the sick child care services. This study identified potential areas of concern that can
be addressed in the design of policies and programs and that can be monitored more closely during
implementation of all three service areas.

Key words: Quality of care, antenatal care, family planning, sick child care, Nepal
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ACRONYMS AND ABBREVIATIONS

AHW auxiliary health worker

ANC antenatal care

ANM auxiliary nurse midwife

BPb blood lead

CPR contraceptive prevalence rate

EPI epidemiology

FP family planning

GoN Government of Nepal

HP health post

HTC HIV testing and counseling

IEC information, education, and communication
IMCI integrated management of childhood illness
IMNCI integrated management of neonatal and childhood illness
IOM Institute of Medicine

IUCD intrauterine contraceptive device

IYCF infant and young child feeding

LMIS logistic management and information system
MDG Millennium Development Goal

MMR maternal mortality ratio

MoHP Ministry of Health and Population

NDHS Nepal Demographic and Health Survey
NHEFS Nepal Health Facility Survey

NHSS Nepal Health Sector Strategy

NSMP Nepal Safe Motherhood Program

PHCC primary health care centers

PNC postnatal care

QI quality improvement

QI-TWG Quality Improvement — Technical Working Group
SBA skilled birth attendant

SDG sustainable development goal

SPA service provision assessment

STI sexually transmitted infection

UHC urban health centers

WHO World Health Organization
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1 INTRODUCTION

Nepal has made impressive improvements in maternal, child, infant, and neonatal health in the last
decade. The Millennium Development Goals (MDGs) focus on expanding access to basic health
interventions known to be effective. Nepal has achieved all MDG 4 targets of reducing infant and child
mortality rates, along with increasing immunization against measles. Nepal was also very close to
meeting the targets for reducing the maternal mortality ratio (MMR) and increasing births attended by
skilled birth attendants (SBAs) (National Planning Commission 2016). Progress in Nepal on the
reproductive health targets were partially achieved with an almost two-fold increase in the contraceptive
prevalence rate (CPR) for modern methods (24% in 1990 to ~50% in 2015) and a significant increase
in antenatal care (ANC) coverage (National Planning Commission 2016).

Improving access to health care by expanding health services and strengthening community-based
interventions were key factors in Nepal’s progress towards the MDG targets. The Nepal Safe
Motherhood Program (NSMP) initiated both demand and supply side strengthening through the
provision of free delivery care, financial incentives that cover the transport costs to the health facility
for ANC and delivery care, and rapid expansion of birthing centers with 24 hour, 7 days- a-week
delivery services (Ministry of Health and Population (MOHP) 2006).

In the era of the Sustainable Development Goals (SDGs), increased access to care alone will not be
sufficient to improve health outcomes if health systems cannot provide high quality care (Kruk, Larson,
and Twum-Danso 2016). Emerging evidence in maternal and newborn health show that improving
coverage of health services has limited effect on health outcomes if the quality of care is poor (
Godlonton and Okeke 2016; Ng et al. 2014; Okeke and Chari 2015). The 2016 Nepal Demographic and
Health Survey (NDHS) reported that 69% of women received four or more ANC visits from a skilled
provider and 57% delivered at a health facility, compared to 50% and 35% respectively in 2011.
Institutional delivery increased from 35% in 2011 to 57% in 2016, although home births are still
common in rural areas (54.3%). These improvements in maternal health service coverage have not been
reflected in the current MMR, which has decreased only slightly from 281 in 2006 to 259 in 2016
(Ministry of Health and Population 2015). A 2013 national assessment of birthing centers showed that
the quality of clinical care (ANC and delivery care) was very poor and that facility readiness to provide
quality care as per the NSMP guidelines was suboptimal (Ministry of Health and Population and
Government of Nepal 2014). It is essential that clients be given quality clinical care at a health facility
that meets the minimum standards of care in order to have a direct impact on health outcomes.

Access to quality, essential health care services and achievement of universal health coverage in line
with the SDGs on health are now priorities in many low and middle-income countries including Nepal
(United Nations 2016). Quality of care is one of the four strategic principles of the Nepal Health Sector
Strategy (NHSS) 2015-20. The NHSS defines health care to be of good quality when it is effective,
safe, client-centered, timely, equitable, culturally appropriate, efficient, and reliable (Ministry of Health
and Population 2015). A first crucial step in the delivery of high quality care is the assessment of quality
of care at health facilities and the identification of the gaps that weaken the quality of care.

Several indicators that measure the quality of care at point-of-delivery have been identified under the
NHSS via the data obtained from the Nepal Health Facility Survey (NHFS) (MOH, New Era, NHSSP,
and ICF 2017) and other sources under the auspices of the Ministry of Health. In addition, as warranted
by the National Health Policy 2014, an autonomous accreditation body was to be established for quality



assurance of health services in the public and private sectors. However, an accreditation body has yet
to be formed. Meanwhile, it is essential to begin assessing the quality of care with data available in the
NHEFS.

We currently know very little about the quality of care in the health sector of Nepal. The comprehensive
data in the 2015 NHFS on ANC, family planning (FP), and sick child care allowed for the first in-depth
assessment of the quality of care in these service areas, as identified under the NHSS definition of
quality care.



2 DATA AND METHODS

2.1 Data Sources

The NHFS is equivalent to the service provision assessments (SPA) conducted in other countries that
provide information on the availability of basic and essential health care services and the readiness of
health facilities to provide quality health services. The 2015 NHFS provides an assessment of the
current health care services in Nepal with representative samples from various facility types, managing
authority (private versus public facilities), and the 13 development and ecological zones (MOH, New
ERA, NHSSP, and ICF 2017). The 2015 NHFS serves as a baseline assessment for future national health
facility assessments.

The 2015 NHFS conducted a general and service specific assessment of health facilities with types of
available services, infrastructure, staff trained in eight health services areas (child health, FP, ANC,
delivery and newborn care, HIV and sexually transmitted infection (STI), non-communicable diseases,
tuberculosis, and malaria). All eight health service areas included a detailed health facility inventory
assessment which collected data on facility infrastructure (running water, electricity, privacy), the
availability of resources (equipment, supplies, and medicines), and infection control practices.
Interviews with health providers collected information on their experience, qualifications,
training/supervision, and perceptions of the service delivery environment. Unlike the other service
areas, the FP, ANC, and sick child care services also included observation of client consultations that
assessed the extent to which providers complied with service delivery and quality standards, and exit
interviews with the ANC and FP clients, as well as the caretakers of sick children. In addition,
postpartum clients were also interviewed upon discharge, although they were not observed for obstetric
or delivery services. The exit interviews provided further insights into the quality of client-provider
interactions and the client’s satisfaction with the services. The detailed methodology of the NHFS 2015
has been reported elsewhere (MOH, New ERA, NHSSP, and ICF 2017).

The quality of care analysis presented in this report focuses on ANC, FP, and sick child services because
comprehensive data are available for these three service areas. The number of facilities, health workers
interviewed, and number of clients observed and interviewed differed by service. The NHFS included
all non-specialized government hospitals, all private hospitals with 100 or more inpatient beds, and all
primary health care centers (PHCCs), with the remainder of randomly selected samples from health
posts (HPs), private hospitals with at least 15 beds but fewer than 100 beds, stand-alone HIV testing
and counseling sites (HTCs), and urban health centers (UHCs). In total, 963 health facilities were
successfully surveyed with the majority (90%) government-operated public facilities and health posts
as the most common type of facility.

In this analysis, we included all facilities that provided ANC, FP, and sick child care services with the
same exclusion criteria used in the service specific analysis in the NHFS 2015 final report (MOH, New
ERA, NHSSP, and ICF 2017). We excluded HTCs since they do not provide ANC, FP, or sick child care
services. Table 1 shows the basic characteristics of ANC, FP, and sick child care services included in
the analytic sample. In addition to the data from the facility audits, we used client observations and exit
interviews for facilities in the analytic samples. A total of 1,502 ANC clients were observed and
interviewed along with 2,480 ANC service providers from the 919 ANC service facilities. Likewise,
data from a total of 2,928 FP providers and 770 FP clients (observed and interviewed) were analyzed.
For the sick child analysis, we used observations of sick children (n=2,186), and exit interviews with
the caretakers of the sick child and outpatient child care service providers (n=3,296).



Table 1 Facility characteristics in the analytic sample by type of services (ANC, FP, and outpatient

curative care for sick children)

Number of
outpatient curative

Number of ANC Number of FP care facilities for
Variable Category facilities® facilities' sick children?
Facility type Zonal and above hospitals 6 5 6
District-level hospitals 15 16 15
Private hospitals 60 49 65
PHCCs 42 42 42
HPs 765 775 775
UHCs 31 32 31
Managing authority Public 859 870 870
Private 60 49 65
Ecological zone Mountain 118 118 118
Hill 479 474 481
Terai 322 326 336
Province 1 160 156 157
2 161 167 167
3 183 177 177
4 118 119 119
5 135 135 135
6 74 74 74
7 89 89 89
Overall 919 919 934
T Excluded Sukra Raj Hospital, Kanti Hospital, and the stand-alone HTC sites.
2 Excluded Sukra Raj Hospital, Bir Hospital, and the stand-alone HTC sites.
Table 2 Weighted number of observed consultations for ANC, FP, and outpatient curative care for
sick children by facility characteristics
Number of ANC Number of Number of sick
Variable Category clients FP clients children
Facility type Zonal and above hospitals 176 36 164
District-level hospitals 247 62 235
Private hospitals 292 17 308
PHCCs 172 81 146
HPs 610 544 1,306
UHCs 5 29 26
Managing authority Public 1,211 753 1,878
Private 292 17 308
Ecological zone Mountain 48 76 189
Hill 685 381 977
Terai 770 313 1,019
Province 1 261 145 302
2 309 125 530
3 476 261 559
4 83 57 160
5 224 88 289
6 53 24 150
7 96 69 197
Overall 1,502 770 2,186




2.2 Measurements of Quality of Care Dimensions

There is no universally accepted definition of quality of care. The complex nature of quality is
acknowledged but defined differently by various experts and institutions. The Institute of Medicine
(IOM) defines quality as “the degree to which health services for individuals and populations increase
the likelihood of desired health outcomes and are consistent with current professional knowledge”
(Institute of Medicine 2001). Donabedien, who is known as the architect of quality in health care,
defines quality of care assessment simply as “determining whether what is already known to be the best
care is being implemented” (Donabedian 1988). Donabedien introduced the classic quality of care
framework with three elements: structure, process, and outcome (Donabedian 1988). Structure refers to
stable, material characteristics (infrastructure, tools, and technology) and the resources of organizations
that provide care and the financing of care (levels of funding, staffing, payment schemes, and
incentives). Process denotes what is actually done in giving and receiving care. Process includes the
patient’s activities in seeking and implementing care, as well as the practitioner’s activities in making a
diagnosis and recommending or ensuring treatment. Outcomes, the effect of care on the health status of
patients and populations, can be measured by health status and deaths, as well as patient satisfaction
with care, patient knowledge, and salutary changes in the patient’s behavior (Donabedian 1988).

The elements of quality of care have evolved over the years to include specific domains for assessment
and improvement. For example, the IOM proposes six specific aims for improving health care which
would make health care safe, effective, patient-centered, timely, efficient, and equitable (Institute of
Medicine 2001). Similarly, the World Health Organization (WHO) identified six dimensions of quality
in health care and health systems, which were effective, efficient, accessible, acceptable/patient-
centered, equitable, and safe (World Health Organization 2006). Campbell et al. have simplified this
even further to define quality with two domains of access and effectiveness (effectiveness of clinical
care and effectiveness of interpersonal care), although this definition is more specific to quality of care
at the individual level (Campbell, Roland, and Buetow 2000). The NHSS 2015-2020 defines quality of
care with eight dimensions, which are effective, safe, client-centered, timely, equitable, culturally
appropriate, efficient, and reliable (Ministry of Health and Population 2015). This definition
incorporates most of the quality dimensions of the WHO and IOM with two additional new dimensions
- “culturally appropriate” and “reliable.”

We selected the eight dimensions of quality of care proposed by the NHSS as the operative conceptual
framework for this analysis. Since the NHSS does not provide a definition for the eight dimensions, we
created definitions for seven of the eight dimensions based on a literature review and consultation with
experts from the Ministry of Health and Population (quality/management division) and the Quality
Improvement Technical Working Group (QI-TWG). The NHSS quality dimensions of culturally
appropriate and reliable were not included in any other quality dimensions. Given the diverse culture in
Nepal and lack of data on what may be deemed culturally appropriate in the delivery and availability of
health care services, we revised this dimension as appropriate/accessible. Furthermore, reliability is
very difficult to measure and is subjective in nature because it is assessed from the client’s viewpoint.

The definition of the eight quality dimensions used in these analyses are:

Effective — services are based on scientific knowledge and evidence-based guidelines

2. Efficient — readiness to deliver health care which maximizes resource use and avoids wastage,
along with the ability and capacity to offer a specific service measured with tracer items such
as trained staff, guidelines, equipment, diagnostic capacity, medicines, and commodities

3. Timely — reduction of delays in providing and receiving health care



4. Client-centered — provision of care that takes into account the preferences and aspirations of
individual service users and respects the cultures of their communities

5. Safe — delivery of health care which minimizes risks and harm to service users, including
avoiding preventable injuries and reducing medical errors

Reliable — ability to perform the promised service dependably and accurately

Appropriate — geographically reasonable and provided in a setting where skills and resources
are appropriate to the medical need

8. [Equitable — delivery of health care which does not vary in quality because of personal
characteristics such as gender, race, ethnicity, geographical location, or socioeconomic status

We identified the quality of care indicators for each dimension through a review of peer-reviewed
literature, grey literature, and the 2015 NHFS report, as well as indicators that were the closest proxy
measurements based on the data available. All indicators were constructed at the facility level.

Appendix A illustrates the indicators for measuring quality of care in ANC services and the various data
components used to generate each indicator. Appendices B and C illustrate the indicators for sick child
care services and FP services, respectively. These tables depict the indicators for each quality of care
dimension, the indicator components (numerator, denominator, and the related NHFS question), along
with the NHFS tool and relevant reference for that indicator. In several cases, we adapted indicators
used in the NHFS 2015 final report to provide additional information. Several indicators have a percent
or ordinal score in order to provide a more holistic picture beyond the individual components or
aggregate, as presented in the NHFS 2015 report. For example, instead of presenting all essential
equipment for ANC services (blood pressure apparatus, examination bed/table, fetoscope, adult
weighing scale, and measuring tape) available and as an aggregate, as shown in Table 6.2 of the NHFS
2015 report (MOH, New ERA, NHSSP, and ICF 2017), we calculated a percent score (such as 80%) or
an ordinal score (such as 4 of 5) for the equipment available, which provided additional information
from the NHFS 2015/2016 report.

2.2.1 Dimension: Effective

A health facility that provides services based on scientific knowledge and evidence-based guidelines is
deemed effective by our definition. The indicators to measure effective services or effectiveness varied
by ANC, FP, and sick child services. In general, the indicators chosen for this dimension measured the
type of services available, and were obtained from the facility audit/inventory questionnaire and then
compared across all levels of the health system. For example, the indicator that measures ANC service
included a total of 12 key ANC services, while the sick child care services included five key services.
The FP service assessed the number of temporary FP methods. Other indicators were obtained from the
client observation data to measure if the services were provided according to the guidelines or standard.

There was a total of three indicators for the ANC services (Appendix A), while the FP (Appendix C)
and sick child care services (Appendix B) had a total of ten and eight indicators, respectively. The FP
and sick child services had a greater number of indicators because there were several procedures
observed for each FP method or sick child diagnosis to determine if they met the accepted standard of
care such as percent of sick children at each facility diagnosed with fever of unknown origin who
received a complete assessment.



2.2.2 Dimension: Efficient

The efficiency domain measures readiness to deliver health care in a manner that enhances resource use
and avoids wastage through consideration of tracer items such as trained staff, guidelines, equipment,
diagnostic capacity, medicines, and commodities.

The indicators for efficiency were based on service readiness to provide the required services (ANC,
FP, and sick child care services) measured on several domains such as availability of guidelines, at least
one staff trained in the past 24 months who received service specific training, and availability of the
standard equipment, medicines/vaccines, and diagnostic capacity. Most data were obtained from the
facility audit/inventory data, except for the staff training information, which was obtained from the
health worker interviews but calculated at the facility level.

The ANC service had one overall service readiness indicator while the sick child care service had two
separate service readiness indicators: outpatient curative care (six domains) and vaccination service
(four domains). The FP service had four indicators: 1) measuring general FP service readiness (three
domains); 2) intrauterine contraceptive device (IUCD) services; 3) implant services based on
availability of the required equipment and supplies; and finally, 4) whether the facility had taken all
organizational measures to store FP commodities according to standard. There were more indicators for
FP services because the survey tool collected information on the types of equipment and supplies
required for specific FP methods.

2.2.3 Dimension: Timely

The timeliness dimension includes indicators for service delivery that reduce delay in providing and
receiving health care. Client waiting time is an important indicator of the quality of services offered by
hospitals (Maxwell 1984). Other studies have shown that client waiting time is a factor that determines
quality of care with longer waiting time negatively associated with client satisfaction (Agha and Do
2009; Assaf, Wang, and Mallick 2015; Hutchinson, Do, and Agha 2011; Tafese, Woldie, and Megeressa
2013; Wang et al. 2014). Timely care is equally important as skilled care. The time a client waited to
see a health care provider was included in the client exit interview. The data were then divided into a
binary variable with a cutoff of 30 or less minutes for ANC and sick child care services, and 15 minutes
or less for FP services as a short wait time. The cutoff was determined based on the mean and median
values of the wait time data for each service in other studies (Tessema, Gomersall, Mahmood, and
Lawrence 2016; Wang et al. 2014).

The client’s perception of whether the waiting time was satisfactory or not was also assessed by the
client’s response to the question on whether wait time to see provider was a major problem or not. This
indicator has been used as a proxy indicator that measured client satisfaction in past studies (Tessema,
Gomersall, Mahmood, and Lawrence 2017; Tumlinson et al. 2015).

2.2.4 Dimension: Client-centered

The client-centeredness domain considered the preferences and aspirations of the users of individual
services and the cultures of their communities.

For each health service, the availability of visual aids for client education specific to that service area
was assessed based on the facility audit data. In addition, each facility was assessed for the availability
of whether a private room (visual and auditory privacy) for ANC, outpatient child care, and FP specific
services was available, which is the first step toward ensuring privacy when consulting with a health



care provider. One way to understand client-centeredness, which indicates whether the care meets the
aspirations and preferences of the individual service user, is through the client’s satisfaction with the
services they received. Client satisfaction is often used as a non-health related outcome, which measures
the consequence of care (Donabedian 1992).

Thus, two indicators of client satisfaction were measured by the client exit interview responses to
questions about service quality. One measured the overall satisfaction with the services received based
on response to a general satisfaction question, which has been used in several studies to analyze client
satisfaction as an outcome (Assaf, Wang, and Mallick 2017). In addition, clients were asked to report
on their perceptions of 11 aspects of the quality of the visit (waiting time, ability to discuss concerns
with provider, amount of explanation given, quality of examination and treatment provided, visual
privacy during examination, auditory privacy during examination, availability of medicines at facility,
hours of service provision, number of days services available, cleanliness of the facility, and staff
treatment of client). Clients were satisfied with all service components if the clients reported that they
had no major problem with any of the 11 aspects. Several studies that analyzed service provision
assessment (SPA) and other similar survey data have used the 11or 12 aspects of service components
as proxy indicators for client satisfaction (Agha and Do 2009; Bessinger and Bertrand 2001;
Hutchinson, Do, and Agha 2011; Wang et al. 2014).

The FP service has three additional client-centeredness indicators obtained from observation of the FP
consultation data. The indicators were calculated as the percent of observed clients at a facility where:
1) the concerns about the methods were either asked by provider or expressed by clients about the
contraceptive method including possible side effects; 2) provider ensured visual and auditory privacy
during consultation; and 3) provider ensured confidentiality during consultation. Since FP consultations
are sensitive in nature, a provider’s assurance of confidentiality and privacy are particularly important
for a woman who wants to use a certain FP method without informing her husband or other family
members. Since assurance of patient confidentiality has been associated with client satisfaction, it is
essential to measure these processes of care, especially with FP services (Agha and Do 2009; Tessema,
Gomersall, Mahmood, and Lawrence 2016).

2.2.5 Dimension: Safe

The safety dimension measures the delivery of health care that minimizes risks and harm to service
users, including the avoidance of preventable injuries and the reduction of medical errors. Two
indicators were used to measure whether safety measures were in place for each of the three services
areas (ANC, FP, and sick child). Both indicators were generated from the facility audit questionnaire.
The first was an infection prevention index score from 0 to 100 that was created by giving equal weight
to each of the four domains (waste management, cleaning/disinfection, aseptic technique, and hand
hygiene). The domains and the individual components within each domain were based on the WHO
infection prevention memo (World Health Organization 2014). In addition, another indicator measured
the availability of injection safety precaution guidelines because this would be one of the first steps,
beyond health worker training, to ensure safety measures are in place for both the health worker and
the client.

2.2.6 Dimension: Reliable

Health facilities that are able to perform the expected service dependably and accurately are defined as
reliable. The NHFS and SPA surveys were not designed to measure reliability of services because this
is a more complex measurement that requires data on whether the intended results were achieved



(Nolan, Resar, Haradan, and Griffin 2004). The intended results may differ from person to person and
these surveys were not designed to conduct follow-up with clients to assess if their health outcomes
improved, if the sick child was readmitted, if there were any side effects from FP, or if the pregnancy
was normal.

Given the challenges of directly measuring reliability, we selected two indicators as proxy measures of
some aspects of reliable health care service. Since one component of a reliable health care system is
minimizing the failure rate, one indicator of reliability was whether the ANC, FP and sick child care
consultations were provided by a qualified provider. The definitions of a qualified provider were
selected by consultation with experts in the field and the national and international guidelines (Ministry
of Health and Population Nepal 2006; WHO 2011). Another proxy indicator was assessing if the client
said they would recommend the facility to a friend or family. This indicator has been used as a proxy
measure of client satisfaction (Tumlinson et al. 2015).

2.2.7 Dimension: Appropriate

The quality of care dimension of appropriateness, defined as being geographically reasonable and
provided in a setting where skills and resources are appropriate to medical need, was assessed with three
indicators. One, a facility level characteristic, was the number of days the facility provided each of the
specific services to determine if the number of days of service was standard. Proximity to care was
related to the facility being geographically accessible and reasonable. This was determined by analyzing
the response in the exit interview on whether the facility the client the visited for services was the one
closest to their home (Tessema et al. 2017). Another indicator used to determine appropriateness from
the client’s perspective was whether or not the timing of the service availability at the facility (in terms
of hours or days of service) was a major problem to the client.

2.2.8 Dimension: Equity

Equitable care is defined as care in which health care delivery does not vary in quality because of
personal characteristics such as gender, race, ethnicity, geographical location, or socioeconomic status.
Equity is the only dimension of the eight that cannot be measured at the facility level since it is directly
measured by personal characteristics of the individual such as gender, ethnicity, geographic location,
and socioeconomic status. Given the limited data collected on individual characteristics in the NHFS,
we assessed differences in service effectiveness and patient-centeredness indicators by three types of
individual patient characteristics (education status, age, and ethnicity). Education status was a binary
variable for whether the client had every attended school or not. Age was a continuous variable
categorized into three groups (age <20, age 21-25, age >25, or don’t know). Ethnicity was categorized
into five groups: Brahmin, Terai/Madhesi, Dalit, Janjati/Newar, and Muslim/other.

We compared the quality of care indicators which were collected by patient observation and exit tools
with the three individual client level characteristics. The percentage distribution of client’s satisfaction
with all 11 components was compared with the three characteristics (education status, age category, and
ethnicity). In addition, the effectiveness indicators (physical examination score of ANC clients and FP
clients; general danger sign score; and main symptoms assessment score for all sick children) were also
compared in a bi-variate analysis.



2.3 Analysis

The Stata Statistical Software Release 15 (StataCorp 2017) was used to conduct this analysis. All
indicators, except for the equity dimension, were constructed at the facility level. The indicators vary
in terms of units with presented as scores (percent or ordinal score) and some as percent distribution
indicators. The data and data source used to calculate each indicator are clearly listed in the tables in
Appendices A-C.

For most of the facility level indicators (except the equity dimension analysis), we calculated and
compared the mean, median, minimum, and maximum values across all facilities (overall) and by
facility type (zonal and above hospitals, district-level hospitals, private hospitals, PHCCs, HPs, and
UHCs), managing authority (private versus public), ecological region (mountain, hill and Terai), and
the seven provinces. The facility background characteristics were chosen based on the definitions used
in the NHFS 2015 report (MOH, New ERA, NHSSP, and ICF 2017). Facility level data that did not
require the creation of scores, was not based on individual client or health worker level data, but showed
how many facilities within each facility background characteristic provided the service or had the
facility level indicator available were calculated as simple percentages.

Data collected at the individual client level (observation or exit interview) or health worker level were
aggregated to the facility level so that the final comparisons at the facility level used facility weights.
The results for the individual level data within a facility were calculated as a “mean percent” which was
first computed by calculating the percent of clients for each facility meeting the requirements of a
certain indicator and then averaging the percent of clients at a facility across the facilities by background
characteristics. Construction of the individual client or health worker level data at the facility level in
the form of mean percent of clients or health workers allowed for comparisons by facility background
characteristics.

For the analysis of equity dimension, the unit of analysis was the client and the client’s weights. Since
the Fisher’s tests for associations are not allowed with survey design, the default Pearson chi-square
test for independence for categorical variables was used, where a p-value below 0.05 was considered
significant.
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3 RESULTS

3.1 Quality of ANC Services

The results for ANC service by quality of care dimensions are shown in Appendix D. The key findings
are highlighted below.

3.1.1 Effectiveness
Figure 1 Overall mean, minimum, mean, and median and maximum scores for effectiveness
dimension indicators for ANC service
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31141 ANC services provided score (out of 12)

Each of the 919 facilities that provided ANC service was assessed for whether 12 key ANC services
were provided with each service, earning a point towards the total ANC services score (up to 12). The
12 key ANC services provided routinely at each facility included weighing clients, taking blood
pressure, measuring protein in urine test, doing a hemoglobin test, counseling on FP, counseling on a
minimum four ANC visits, counseling on birth preparedness, HIV testing and counseling, testing with
a syphilis rapid diagnostic test, and providing iron/folic acid supplements, tetanus vaccination, and
albendazole.

Overall, on average, 8.6 ANC services were provided with the median facility providing 9 of the 12
services as part of routine ANC service. Among the facility types, the district-level hospitals provided
the greatest number of average ANC services. The private facilities had a slightly higher average, with
minimum scores compared to the public facilities. There was minimal variation observed by ecological
region and provinces (Appendix D: Table 1). Among the 12 services, the services that were least
available nationwide as part of routine ANC services were the availability of laboratory diagnostics
tests for protein in urine (10.9%), hemoglobin (8.8%) and syphilis rapid diagnosis (6.7%).

3.1.1.2 Mean physical examination score for ANC clients (out of 6)

Each ANC client’s observation included a record of whether the provider conducted the required
components of the physical examination during the ANC visits: 1) weight measured; 2) blood pressure
measured; 3) breast examined; 4) checked for edema; 5) checked client’s abdomen for uterine/fundal
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height using a measuring tape or ultrasound device to measure gestational age; and 6) examined
conjunctiva/palm for anemia.

A separate analysis was conducted for ANC clients who were visiting a facility for the first consultation
of their pregnancy (first visit ANC clients) and those returning for follow-up ANC visits. A total of 523
first ANC clients and 980 follow-up ANC clients were included in the analysis.

3.1.1.2.a Mean physical examination score for first visit ANC clients (out of 6)

Across facilities, the mean physical examination score was 3 and the median facility had a score of 3
examinations conducted of the six required examinations. By facility type, the HP level and zonal and
above hospitals performed fewer examinations on average (Appendix D. Table 1). The minimum mean
physical examination score was lowest at 0 for HP level facilities, while it was highest at 3.0 for the
UHC level facilities, which indicates that the lowest performing UHC facility conducted a mean of 3
of 6 examinations. In comparisons by managing authority, the private facilities had slightly higher mean,
median, and minimum scores. By ecological region, there were very little difference in the mean and
median scores. There was slight variation by provinces, with Province 4 having the highest mean and
median score, and the lowest minimum and maximum score as well.

Of the six physical examinations conducted, the physical examinations that were rarely performed were
breast examinations, followed by checking for edema which was performed in only 5% and 26% of the
first visit ANC clients, respectively.

3.11.2.b Mean physical examination score for follow-up visit ANC clients (out of 6)

Among the follow-up visits ANC clients, the physical examination score was similar overall compared
to the first visit ANC clients. By facility type, the UHC level facilities had the highest mean score with
an average of 3, a score for median facility of 4, and the highest maximum score of 6. The zonal/above
hospitals, the PHCC, and the HP level facilities performed fewer examinations on average. None of the
zonal and above-level hospitals, district-level hospitals, private hospitals, and PHCC level facilities
conducted all six physical examinations for the observed follow-up ANC clients. The mean physical
examination scores by managing authority, ecological regions, and provinces showed only slight
variations. The mean and median scores were similar in the comparisons by province. The physical
examinations that were performed in less than half of the follow-up ANC clients were breast
examinations (~5%), checking for edema (~29%), and examination of conjunctiva/palms for anemia
(~39%).

3.1.1.3 Mean score for preventive intervention/counseling for first-time visit ANC
clients (out of 8)

To understand the quality of prevention intervention and counseling provided to the first-time visit ANC
clients, each of the observed first-time visit ANC clients were given a score on whether the eight ANC
interventions/counseling were conducted. A facility score was created based on the average scores of
the observed first-time visit ANC clients for each facility. The eight prevention intervention/counseling
components are outlined in Appendix D (Table 1).

In comparisons by facility type, the UHC facilities showed the best performance, while the HP level
facilities had the poorest performance in terms of the preventive intervention and counseling for first-
time ANC clients (Figure 1). Further, there were one HP and one PHCC level facility that did not
conduct any of the preventive intervention and counseling for the observed first-time ANC clients
(minimum score is 0). The private facilities on average had slightly higher mean scores than the publicly
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managed facilities. There was very little variation by ecological region. Among the provinces, Province
4 performed the best, while the facilities in Province 2 had the lowest scores.

Among the eight service items, in the private facilities, albendazole was either not prescribed or
provided for about 80% of the observed ANC clients. (Data not shown.) Furthermore, less than half the
ANC clients were either asked, given, referred, or had a laboratory report for all four diagnostic tests,
with the smallest proportion for the syphilis test. This finding was much lower for the HP and UHC
level facilities.

3.1.2 Efficiency

3.1.21 Service readiness to provide ANC care

Service readiness to provide ANC care is measured by five domains: 1) availability of guidelines, 2)
trained staff, 3) availability of functioning equipment, 4) diagnostics, and 5) availability of medicines
and vaccines. These service readiness indicators are limited to the essential physical actions required to
provide efficient ANC services.

Figure 2 Overall minimum, mean, and median scores for efficiency indicators for ANC services

Service readiness overall scores by domains
Service
readiness
score
4.5

4
3.5
3
2.5
2
18
1
0.5
0

Mean Minimum Median

DOMAIN 2: STAFF TRAINING DOMAIN 3: ANC DOMAIN 4: LABORATORY DOMAIN 5: ESSENTIAL ORAL
SCORE ON FIVE ANC EQUIPMENT SCORE DIAGNOSTICS SCORE MEDICINE AND VACCINE
TRAINING TOPICS (TOTAL SCORE: 5) (TOTAL SCORE: 2) SCORE (TOTAL SCORE: 3)
(TOTAL SCORE: 5)

31.21.a Domain 1: Percent of facilities with an ANC guideline available
(reproductive health clinical protocol or any other ANC guideline such as
maternity guidelines or the National Medical Standard Volume lil)

Overall, only 25% of the facilities had some form of ANC guideline, which could be either a
reproductive health clinical protocol or any other ANC guideline such as a maternity guideline or the
National Medical Standard Volume III (MOH, New ERA, NHSSP, and ICF 2017). Among the publicly
managed facilities, the facilities least ready in terms of availability of guidelines were the UHCs (4.0%)
and zonal/above hospitals (18.3%), while the PHCCs and district-level hospitals were the most likely
to have the guidelines (27.5%). Public facilities had a much higher availability of guidelines at 26.4%
compared to 4.3% of the private facilities. There were very few differences among ecological regions
and provinces.
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3.1.21.b Domain 2: Staff training score in the past 24 months on five ANC training
topics (max number of trainings out of 5)

A staff training score was created for ANC services at the facility level, where the maximum number of
trainings any one ANC staff had received of five ANC topics in the past 24 months was assigned for
each facility. The five topics of training were ANC screening (blood pressure, urine glucose, and
protein), counseling for ANC (nutrition, FP, and newborn care), management of the complications of
pregnancy, nutritional assessment of pregnant women, and prevention of mother-to-child transmission
of HIV.

On average across facilities, the maximum number of ANC-related trainings in the previous 24 months
by a staff person was very low at 0.8, with the median facility having a score of 0 training (Figure 2).
At all levels of facility type, there were facilities with staff who had not received any training on the
five topics in the past 24 months. On average, the district and PHCCs had the highest mean scores of
1.6 and 1.3 trainings completed by a staff person, respectively. The UHC and HP level facilities had the
lowest mean score, while the private facilities performed poorly with the average of 0.3 trainings. All,
except the private facilities and UHCs, had at least one facility with staff trained on all five ANC topics.
There were only minor differences in the mean score by ecological region and province (Appendix D:
Table 2).

31.21.¢c Domain 3: ANC equipment score for each facility (out of 5)

All 919 facilities that provide ANC services were assessed for five basic pieces of equipment (BP
apparatus, examination bed/table, adult weighing scale, fetoscope, and measuring tape) and given an
aggregate score from 0 to 5 based on whether the equipment was available and functioning. The score
was then converted to a percentage score. On average, the facilities had 3.9 pieces of the ANC
equipment available on site, with the median facility having four of the five pieces of basic equipment
(Figure 2).

Among the public facilities, the HP facilities had slightly fewer functioning pieces of equipment, with
at least one facility not having any basic ANC equipment. Similarly, at least one facility among the
private facilities did not have any of the five basic pieces of equipment, which is of great concern in
terms of service readiness to deliver quality care. There was little to no variation among the facilities
by ecological regions. Among the provinces, the mean and minimum score was the highest for Province
4 (Appendix D: Table 2).

As shown in Table 6.2 of the NFHS 2015 report, among the five pieces of required equipment, the
measuring tape was the least available in about 30% of the ANC facilities, while the other pieces of
equipment were available in the majority (more than 85%) of the facilities. Further analysis of the
availability of all five pieces of equipment showed that overall, only a quarter of facilities had all five
pieces of equipment, with HP and UHC level facilities being the least likely to have all five. (Data not
shown.) Fewer than one-fifth of the ANC service facilities in Provinces 1, 2, 6 and 7 had all five pieces
of the required equipment. (Data not shown.)

31.21.d Domain 4: ANC laboratory diagnostics score for each facility (out of 2)

Among the facilities that offer ANC services, each facility was assigned a score (of 2) based on the
availability of the testing kits for hemoglobin and urine protein tests as per the criteria defined in Table
6.4 of NFHS 2015 report. Among the 919 facilities, a facility has a average laboratory diagnostic score
of 0.3, with the median facility having no laboratory diagnostic capacity, which indicates very poor
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readiness to provide basic ANC-related laboratory services (Figure 2). This score is affected by the lack
of laboratory services in HP facilities, which had a mean and median score of 0.1 and 0 respectively.
The majority of HP facilities (~93%) and about 23% of PHCC level facilities did not have either
laboratory test available. (Data not shown.) The higher-level public facilities such as the zonal/above
and district hospitals, along with the private facilities, were equipped to perform both tests. In contrast,
none of the UHCs has the capacity for either laboratory test. The findings were similar across ecological
regions and provinces. Table 2 in Appendix D presents the detailed results by facility background
characteristics.

3.1.21.e Domain 5: ANC essential oral medicine and vaccine score for each facility
(out of 3)

Each facility was assigned a score based on the availability of the each of the two essential oral
medicines (iron/folic acid and albendazole) and the tetanus toxoid vaccine. Overall, the mean and
median facility had two of the three essential oral medicines/vaccine. Of the three items, the tetanus
vaccine was available in only about 18% of HP-level facilities and among 25% of the 919 ANC facilities
overall. In addition, the tetanus vaccine is not available on all days that ANC services are available,
especially at the PHCC, HP, and UHC level public facilities. (Data not shown.)

By facility type, the HP level facilities had the least availability of the essential medicines/vaccine,
which is primarily due to the lack of availability of tetanus toxoid vaccine which is only available a few
days a month. As expected, the district hospital and zonal/above hospitals had higher mean scores, with
the median facilities having a median score of 3. All the zonal/above hospitals, district hospitals,
PHCCs, and UHCs had at least one of the three essential medicines/vaccine, while at least one private
facility and HP-level facility had none (Appendix D: Table 2). The variations among ecological region
and provinces were minimal when comparing the mean and median scores.

3.1.3 Timeliness

Figure 3 Mean percentage scores on timeliness dimension indicators by facility type for ANC
services

Timeliness indicators for ANC services
m Zonal/above hospitals ~ ® District-level hospitals = Private hospitals PHCCs m®mHPs m®mUHCs

Percentage

872 g4 879 854

Mean percent of clients at each facility who reported waiting Mean percent of clients at each facility reporting that waiting
time for consultation <30 minutes time was NOT a problem
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3.1.31 Mean percent of clients at each facility who reported waiting time for
consultation < 30 minutes

All the observed ANC clients were asked during the exit interview about the waiting time for
consultation with a health care provider from the time they arrived at the facility. Of the 1,502 ANC
clients interviewed, about 30% reported seeing the provider immediately with a mean wait time of 33
minutes. A binary variable was created with the cutoff of more than 30 minutes and 30 or less minutes
waiting time. The percent of clients who reported waiting time of 30 or less minutes was calculated for
each facility and the average presented by facility type.

On average, 81.5% of clients at a facility waited 30 minutes or less to see a health care provider. The
zonal/above facilities had the lowest mean percentage of clients, while three-fourths of the clients at the
other facilities waited less than 30 minutes or less (Figure 3). This could be due to the heavy caseload
in the higher-level hospitals. By managing authority and ecological region, the mean percent was lower
in the private facilities (72.2%) and the Terai Region (79.7%). Province 1 had the lowest proportion of
ANC clients on average who waited 30 minutes or less (74%), while Province 6 had the highest (87%).

3.1.3.2 Mean percent of clients at each facility who reported waiting time was
NOT a problem

The percentage of ANC clients who did not report waiting time as a problem was calculated for each
facility and the average percentage calculated by the background characteristics of the facility. Overall,
an average 73% of the ANC clients reported not having a problem with the waiting time. By facility
type, the average zonal/above hospital had only about 40% of the clients at each facility who reported
not having a problem with the waiting time compared to the mean scores for the other public facilities
(Figure 3). The ANC clients at the publicly managed facilities were more likely to be satisfied with the
wait time (74.7%) than the ANC clients at a private facility (61.8%). The percent distribution was
similar with the ecological regions. At the province level, the facilities in Provinces 3 and 1 had on
average the lowest percentage of satisfied clients (67.7% and 69.6% respectively), while Provinces 4
and 6 had the highest at 89.7% and 88.7%, respectively.

3.1.4 Client-centeredness

3.1.4.1 Percent of facilities where visual aids for client education related to
pregnancy or ANC were available

Each facility was assessed for the presence of a visual aid for ANC clients (related to pregnancy or ANC
such as danger signs posters, blood lead (BPb) flip charts, ANC/postnatal care (PNC) job aids, and
pamphlets for client education). Overall, about three-fourths of the facilities that provided ANC services
had some form of visual aid. In comparisons by managing authority, the private facilities were least
likely to have any visual aid compared to the public facilities. Among the public facilities, only 69% of
the zonal/above hospitals had visual aids as compared to 81% of HP facilities (Figure 4). By ecological
region and provinces, the mountain region and Province 3 lacked visual aids with only 68.4% and 63.3%
of the facilities having any visual aids related to ANC and pregnancy.
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Figure 4 Percentage scores of client-centeredness dimension indicators by facility type for ANC
services

Client-centerdness indicators for ANC services

B Zonal/above hospitals ~ m District-level hospitals = Private hospitals PHCCs ®HPs ®mUHCs

Percentage
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Percent of facilities where Mean percent of ANC clients  Mean percent of ANC clients Percent of ANC facilities where
visual aids for client education  at each facility who reported at each facility who reported  private room available during

related to pregnancy and ANC overall satisfaction satisfaction with all service ANC consultation
were available component
3.1.4.2 Mean percent of ANC clients at each facility who reported overall

satisfaction

Each of the ANC clients were asked about their overall satisfaction with the ANC service received at
the facility. Those who reported being very satisfied or fairly satisfied were categorized as being
satisfied. Among all facilities, about 85% of ANC clients at each facility were satisfied with the overall
service. For each facility, the percentage of clients who reported overall satisfaction (from 1 or 10 ANC
clients interviewed per facility) was calculated, along with the mean within each facility category. As
shown in Figure 4, the zonal/above level hospitals had the lowest mean percentage of satisfied clients
(76.4%), with the private hospital clients the most satisfied (89.4%). The facilities in the mountain
region had the lowest mean percentage of satisfied clients (80.8%), while the highest was among the
hill facilities (87.5%). The facilities in Provinces 4 and 1 had the highest mean percent of client
satisfaction at each facility (92.2% and 91.5%, respectively), while the lowest was in Provinces 7 and
2 at 75% and 78.1%, respectively.

3143 Mean percent of ANC clients at each facility who reported satisfaction
with all service components

The ANC clients who were interviewed upon exit were deemed to be satisfied with all service
components if the clients reported that they had no major problem with any of the following 11 service
items: waiting time, ability to discuss concerns with provider, amount of explanation given, quality of
examination and treatment provided, visual privacy during examination, auditory privacy during
examination, availability of medicines at facility, hours of service provision, number of days services
available, cleanliness of facility, and staff treatment of client. The percent of ANC clients reporting
satisfaction with all service components and the mean score were calculated for the facilities by facility
type, ecological region, and provinces.

Overall, 79% of ANC clients reported not having major problems with the 11 service items. Among the
various facility types, the mean percentage of satisfied clients ranged from 65.2% to 81.4% with the
zonal/above facilities the lowest and HP facilities the highest percentage of satisfied clients (Figure 4).
The private hospitals had a slightly lower mean compared to public facilities.
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By ecological regions, the facilities in the Terai Region had the lowest mean percentage of 73%, while
the facilities in the hill region had highest mean (86%) of ANC clients reporting no major problem.
Province 1 had the lowest mean percentage (68%) of satisfied clients, while Province 4 facilities had
the highest mean percentage of satisfied ANC clients (96%).

As illustrated in Table 6.12.1 in the 2015 NFHS report, the wait time to see a provider was the most
commonly reported major problem by the ANC clients, with a national average of 11.5% of clients and
25% of the clients at the zonal/above hospitals. The other service items were not major problems, with
the national average at less than 5%.

3144 Percent of ANC facilities where private room was available during ANC
consultation

Overall, about 74% of the ANC facilities had a private room (visual and auditory privacy) for ANC
consultation visits. By facility type, the majority of the facilities had a private room except for the UHC
facilities (Figure 4). When comparing the private versus publicly managed facilities, only 72.4% of the
public facilities had a private room compared to 93.4% of the private facilities. By ecological region,
there was little difference with the percentage of facilities with a private room ranging from 72.7% to
74.8%. Similarly, Provinces 3 and 4 had relatively fewer facilities (~71%) with private room available,
while Province 1 had the most (80%).

3.1.5 Safety
3.1.51 Infection prevention for ANC services index score (0-4)
Figure 5 Infection prevention for ANC service index score by facility type (minimum, mean, and

median scores)

Infection prevention for ANC services index score
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An infection prevention index score (range 0 to 4) was created by giving equal weight to all the domains
and the indicators within a domain. The four domains were: 1) waste management, 2)
cleaning/disinfection, 3) aseptic technique, and 4) hand hygiene. The overall mean infection prevention
index score for ANC facilities was 2.7, with the median facility score 3. When analyzed by facility type,
the median district hospital had an optimal infection prevention index score of 4, while the median
facilities in all other categories had three of the four infection prevention domains (Figure 5). Among
the ecological regions, the facilities in the hill had a slightly higher mean index score (2.8) compared to
the Terai and mountain regions (2.6). At the province level, the ANC facilities in Provinces 2, 1, and 7
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had the lowest mean index score of 2.4, 2.5, and 2.6 respectively, with the highest mean score (3.0) in
Province 5.

Analysis of the individual domains showed that overall, less than half of the facilities (~44%) had all
components of hand hygiene (domain 4), which can also be seen in Table 6.3 of the NFHS 2015 report
(MOH, New ERA, NHSSP, and ICF 2018).

3.1.5.2 Percent of facilities with injection safety precaution guideline for standard
precautions available (%)

All ANC facilities were assessed for the presence of an injection safety precaution guideline for standard
precautions. The percent of facilities with the guideline was calculated by background characteristics.
The overall availability of an injection safety precaution guideline at ANC facilities was very low
(4.2%). The percentage of facilities with the guideline available ranged from 1.7% (private facilities) to
11% (zonal/above facilities). The private facilities were less likely to have the guideline than the public
facilities. The facilities in the hills (6.2%) and Province 4 (15.5%) were more likely to have the
guideline, while the least likely were the facilities in the Terai Region (1.6%) and Provinces 1 (0.8%)
and 2 (1.6%).

3.1.6 Reliability

3.1.6.1 Percent of ANC consultations at each facility conducted by qualified
provider

At the facility level, the percent of observed ANC clients served by a qualified health provider (general
medical doctor, obstetrician/gynecologist, medical officer, nurse/auxiliary nurse midwife (ANM) or a
health assistant/auxiliary health worker (AHW)/sub-auxiliary HW/public health inspector) was
calculated. All ANC clients were seen by a qualified provider for each background characteristic.

Further analysis of provider type showed that the majority (67%) of the ANC clients were seen by an
ANM, followed by 23% who were seen by a gynecologist/obstetrician. In the cross-tabulation of the
type of health provider with facility, more than 90% of the ANC clients at district-level hospitals,
PHCCs, HPs, and UHCs were seen by an ANM, while about 55% and 80% of ANC clients at
zonal/above hospitals and private facilities, respectively, were seen by a gynecologist/obstetrician.
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3.1.6.2 Mean percent of ANC clients at each facility who would recommend
facility to a friend or family member

Figure 6 Mean percent of ANC clients at each facility who would recommend facility to family/friend
by facility type, managing authority, and ecological region

Mean percent of ANC clients at a facility who would recommend facility to friend/family
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Another proxy indicator to measure the reliability dimension of quality of care was whether the ANC
clients would recommend the facility to a friend or family member. This assumed that if the service was
deemed reliable, the likelihood of recommending the facility would also be high.

Most ANC clients (97.7%) reported that they would recommend the facility. Among the various types
of facilities, the mean percent was high with very little variation (Figure 6). There was also little
variation in the proportion by ecological region, managing authority, and provinces. However, some
facilities in the hill and Terai regions and Provinces 2, 4, 5, and 7 had at least one facility where no ANC
client reported that they would recommend the facility.

3.1.7 Appropriateness

3.1.71 Number of days per month ANC services are provided in a 28-day month

Overall, the mean number of days per month that ANC services were provided was 21.5 days, with the
median facility open for 24 days of a 28-day month. (Appendix D: Table 3). The mean number of days
ANC services was provided was slightly higher among private facilities (25.5 days) compared to public
facilities (21.2 days). The minimum number of days that ANC services were available was 4 of 28
among the private facilities, and 1 of 28 among the public facilities.

Among the public facilities, the UHC facilities provided ANC services for the greatest number of days
(24.1 days), followed by the HP facilities (21.2 days) and the PHCCs (20.3 days). The zonal/above
hospitals and district-level hospitals offered ANC services for an average 18 days per month. At least
one facility in the PHCC and HP facilities provided only one day of service in a 28-day month. Among
the ecological regions and provinces, the facilities in the Terai Region and Province 5 were open for the
fewest number of days a month, at 20 days and 18.1 days, respectively.
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Figure 7 Mean percent score distribution for appropriateness dimension by facility types for ANC
services

Mean percent score for appropriateness dimension indicators
m Zonal/above hospitals = District-level hospitals = Private hospitals PHCCs mHPs m®mUHCs

Percentage 97.4
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Mean percent of ANC clients at each facility who reported Mean percent of ANC clients at each facility who did not
ANC facility as closest facility to their home consider the hours or days of service as problem

3.1.7.2 Mean percent of ANC clients at each facility who reported the ANC facility
was the closest facility to their home

Overall, 90% of the ANC clients reported that the facility they sought service from was the closest
facility to their home. This indicated that the facility of choice was geographically appropriate for the
majority of the clients. By facility type, the zonal/above hospitals, followed closely by private hospitals,
had the lowest mean percent score. In contrast, a higher percent of clients at the lower-level HPs, PHCCs
and UHC facilities reported the facility as the closest to their home (Figure 7). This was expected, given
that the higher-level facilities are fewer in number and not decentralized at the district level. There was
little variation by ecological region. At the province level, the mean percent was the lowest for Province
3 (83.2%), while Province 2 had the highest mean (95%) of ANC clients at each facility reporting the
facility to be the closest.

3.1.7.3 Mean percent of ANC clients at each facility who did not consider the
hours or days of service at facility as a problem

The convenience and appropriateness of the timing of the facility was assessed by calculating the
percent of ANC clients at each facility who reported the hours or days of service as not being a major
or minor problem. Overall, the hours or days of service at a facility were reported to not be a problem
by the majority of the ANC clients (85%). As illustrated in Figure 7, the zonal/above hospitals had a
lower percent (76%) compared to other facility types. The UHC facilities were most likely to have
conveniently timed service.

Among the ecological regions, the facilities in mountain region had the most convenient service hours
or days, as reported by 92.2% of ANC clients at each facility compared to 81.1% in Terai Region. At
the province level, Province 1 had the lowest mean percent of ANC clients at a facility reporting that
they did not consider the hours or days of service at facility as a problem (72.8%) compared to the other
provinces with 80%.
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3.2 Quality of Care of Sick Child Care Service

The results for sick child care service by quality of care dimensions are shown in Appendix E. Below
is description of the key findings by dimensions.

3.2.1 Effectiveness

Figure 8 Overall scores on effectiveness dimension indicators (1-3) for sick child care service
(minimum, mean, and median scores)
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3.211 Child health services provided score (out of 5)’

All 940 facilities (other than Sukra Raj Hospital, Bir Hospital, and the HTCs) were given a score from
0 to 5 that indicated the number of child health services provided at each facility. The five child health
services were outpatient curative care, growth monitoring, child vaccination with four vaccines (BCG,
Polio, Pentavalent, and Measles-Rubella), and an additional 2 vaccines - pneumococcal conjugate and
Japanese encephalitis - as well as routine Vitamin A supplementation. Overall, four child health services
were provided per facility, with the median facility providing four of the five services (Figure 8). In
comparisons by facility type, among the public facilities, the mean was similar ranging from 3.8 to 4.2,
with the median facility providing four services (Appendix E: Table 1).

In contrast, the private facilities had fewer child health services available with an average of 2.3 services
and the median facility providing only two of the five services. As indicated in Table 4.1 of the NFHS
2015 report, the majority of the private facilities did not provide vaccination services with fewer than
10% of facilities offering all child vaccination services (MOH, New ERA, NHSSP, and ICF 2017). In
addition, only 54% and 45% of the private facilities provided growth monitoring services and Vitamin
A supplementation services. There was very little variation by ecological region and provinces, which
had similar mean and median values.

! This analysis included 940 facilities that also included facilities that did not provide outpatient child care
services; the rest of the analysis was limited to facilities that offer outpatient curative care for sick children
(N=934) and those that offer vaccination services (N=816).
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3.21.2 Mean danger sign assessment score (out of 3 danger sign assessments)

Each sick child observation included a record of whether the provider asked about or whether the
caretaker mentioned any of the three danger signs (inability to eat or drink, vomiting, and convulsions),
regardless of the illness type. Among the facilities that provided outpatient services for children, the
mean score based on the observation(s) of sick child assessments at each facility was assigned as the
score for the facility.

Overall, at the facility level, the average facility had a mean of 0.5 of danger signs assessed (Figure 8).
The median facility had an average of only 0.3 assessments, with the minimum and maximum of 0 and
3, respectively. This shows that the assessment of the three danger signs, regardless of the illness, was
overlooked in the majority of facilities. By facility type, the zonal/above hospitals had on average mean
danger sign assessment score of 0.6, with the lowest for UHCs, which had a mean score of 0.2
(Appendix E: Table 1). The maximum mean danger sign assessment score was 3 for private facilities,
PHCCs, and HPs, which indicated that all of the higher-level public facilities lacked thorough danger
sign assessments in more than half of their sick child consultations. The private facilities had a slightly
higher mean score compared to the publicly managed facilities. There was very little difference in the
facilities by ecological region. Province 2 had lowest mean and median facility that had no children
assessed for any of the three danger signs (Appendix E: Table 1).

3.21.3 Mean main symptoms assessment score (out of 3 main symptoms
assessments)

Each of the sick child observations included a record of whether the provider asked about or whether
the caretaker mentioned that the child had the three main symptoms (cough or difficulty breathing - fast
breathing or chest in-drawing - diarrhea, and fever) regardless of the illness type. At the facility level,
each facility was assigned a score, which was the mean number of main symptoms that was compared
by background characteristics.

The average for each facility was a mean and median main symptoms assessment score of less than 2
(Figure 8). By facility type, the average for each UHC was lowest with a mean score of 1.2 of 3 main
symptoms assessed, and the zonal/above facilities with the highest mean at 2.9. Except for the
zonal/above hospitals, there was at least one facility where no sick client was assessed for the three
main symptoms (Appendix E: Table 1). In the comparisons by managing authority, the private facilities
on average had a higher mean score. There was little variation by ecological region. Province 2 had
lowest mean and median scores (Appendix E: Table 1).

3.21.4 Mean index of integrated assessment score (range 0-100)

The quality and completeness of the sick child assessment by the health care provider was assessed by
creating an index (range 0-100) based on the 13 assessments for children age 2 and above and 16
assessments for children under age 2 (see Appendix E Table 1, indicator 4 for the list of assessments).
First, a separate integrated assessment score index (ranging from 0-100) was created for sick children
age 2 and above and for children under age 2 using the difference denominator of 13 and 16 assessments,
respectively. The assessment scores were then combined for all the sick child assessments observed in
a facility. Each facility was assigned the mean index score of the calculated indices by taking the mean
score of all the observations at that facility. This mean index was then compared between facilities.

The overall average mean index of the integrated assessment was only 28 with a maximum score of
84.6. This indicated that at the facility level, all children did not receive the complete integrated
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assessment. The median facility had a mean index score of 25, which meant that only 25% of the 13 or
16 assessments were completed for the sick children at that facility.

Figure 9 Mean index of integrated assessment score for sick child care consultations by facility type

Mean index of integrated assessment score by facility type
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Among the publicly managed facilities, the UHCs had a much lower mean score than the other public
facilities (HPs, PHCCs, district and zonal/above hospitals), while the zonal/above, district hospitals and
PHCCs had a similar mean of 28, which meant that at each facility, slightly more than 25% of the
assessments were done for the observed children at that facility. Overall, the children visiting private
facilities had higher number of assessments performed with higher mean, median, and maximum scores
(Figure 9). Among the ecological regions, the facilities in the Terai Region had lower performance,
while among the provinces, Province 2 had much lower scores (Appendix E: Table 1).

Of the 13 individual components of the assessments for children age 2 and above, the assessment for
fever (client history of fever or took child’s temperature by thermometer) was conducted in about 80%
of the sick child assessments. This was followed by about 60% of children being checked for cough or
difficulty breathing (client history or counted breaths for 60 seconds). The assessments that were
conducted with the lowest frequency of the 16 possible assessments for children under age 2 were
pressing both feet to check for edema, checking for visible severe wasting by undressing child to
examine from shoulders to ankles, and checking palmar pallor, at 1.7%, 2.5%, and 3.8% of observations,
respectively.

3.21.5 Mean percent of sick children diagnosed with pneumonia that received a
complete assessment

In total, there were 177 sick children who were diagnosed with pneumonia (unweighted). A complete
assessment to diagnose pneumonia includes counting the breaths in one minute, looking for chest in-
drawing, as well as looking and listening for stridor and wheezing per the integrated management of
neonatal and childhood illness (IMNCI) guidelines. To assess if the sick children diagnosed with
pneumonia in the Nepal NHFS sample had received a complete assessment per the IMNCI guidelines,
we assessed the percentage of sick children diagnosed with pneumonia at each facility for whom the
provider asked or caretaker of the sick child mentioned main symptoms of cough or difficulty breathing
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(fast breathing or chest in-drawing), and whether the health provider counted the respiration for a
minute, auscultated the child (listened to the chest with stethoscope), or counted the pulse as per the
IMNCI guidelines. The mean percent was then calculated for each background characteristic of the
facility, with the results by facility type illustrated in Figure 10.

Figure 10 Mean percent of sick children with pneumonia at a facility receiving complete assessment
by facility type2
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An average of 48% of the children diagnosed with pneumonia at a facility received a complete
assessment according to the guidelines. None of the zonal/above facilities completed all components of
the complete assessment, while the UHCs had only one facility with one pneumonia diagnosis with a
child who had all three assessments, which resulted in a 100% complete assessment score (Figure 9).
The HP facilities had the greatest number of pneumonia cases, with the majority of the sick children
receiving incomplete assessments. The private hospitals’ performance (with only 40% of clients at a
facility receiving a complete assessment) was similar to the publicly managed facilities (43.4%). By
ecological region, the facilities in the Terai Region had the lowest percentage with only about 38% of
children with pneumonia receiving a complete assessment compared to the hills (43.4%) and mountain
(50.1%) regions. Province 2 had the lowest proportion of children with pneumonia receiving a complete
assessment (8.3%), with Provinces 1 and 5 the highest proportion of complete assessments at 58% each.

In the analysis by individual components of the assessment procedure, about 97% of the children with
pneumonia were assessed for a client history of difficulty breathing by the provider asking or the
caretaker mentioning the problem. Of the two physical examination procedures performed on the
children with pneumonia, 72% of the children were assessed for a respiration rate for 60 seconds, while
about 69% of children were auscultated (listen to chest with stethoscope) or had their pulse counted.

2 n=The number of sick children with pneumonia observed at each facility type.
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3.21.6 Mean percent of sick children diagnosed with ear infection that received a
complete assessment (%)

Among a small number of 123 sick children who were diagnosed with an ear infection, the percentage
who received a complete assessment per the IMNCI guidelines was calculated at the facility level. The
assessment for ear infection should include asking about ear pain and discharge, looking for pus
draining from the ear, and feeling for tender swelling behind the ear. A complete assessment should
include the child’s history of ear pain or discharge, and the provider looking in and feeling behind the
child’s ear.

Figure 11  Mean percent of sick children with ear infection at each facility that received complete
assessment by facility type3
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Only about 16% of children with an ear infection diagnosis at a facility had a complete assessment.
Figure 11 illustrates the mean percent distribution by facility type showing that except for the UHC
(which had only one case of ear infection), complete assessment of ear infection cases remains low,
especially in HPs, which had the greatest number of ear infection cases. The small number of ear
infection cases in the zonal/above hospitals, private hospitals, and UHCs is not sufficient to measure
this indicator with accuracy. The facilities in the mountain region had only about 3% complete
assessments completed among the children with an ear infection diagnosis. Among the provinces,
Province 3 facilities had the lowest mean percent of complete assessments (1.5%) and Province 2
facilities the highest (23.6%).

Among the individual components of the assessment, the client history of whether the child had ear
pain or discharge was asked by a provider or mentioned by the caretaker in 76% of the cases that were
diagnosed. The health care provider looked in the child’s ear in about 85% of the ear infection cases,
but felt behind the child’s ear in only 25% of the cases. The IMNCI guidelines call for feeling for tender
swelling behind the ear, which is necessary for diagnosing cases of mastoiditis, a more serious type of
ear infection. This important procedure that differentiates between the types of ear infection was
overlooked in the majority (75%) of cases.

3 n=the number of sick children with ear infection observed in each facility type.

26



3.21.7 Mean percent of sick children diagnosed with fever of unknown origin
who received a complete assessment (%)

A total of 392 sick children were diagnosed with fever of unknown origin. Of these diagnoses, the
percentage that received a complete assessment for fever was calculated at the facility level. According
to the IMNCI guidelines, a diagnosis of fever should include asking about a history of fever (duration
of fever, if more than 7 days, then if fever is present every day, and asking about the child having
measles within the last 3 months), and a physical assessment looking or feeling for stiff neck, runny
nose, bacterial cause of fever, fever due to malaria if in a malaria risk zone, and signs of measles. The
physical and client history components used to define complete assessment for this analysis included a
client history of fever (asked by provider or mentioned by caretaker as the main symptom) and the
provider taking child’s temperature by thermometer, feeling the child for fever or body hotness, and
checking for neck stiffness.

Figure 12 Mean percent of sick children with fever at each facility who received complete assessment
by facility type4
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On average, fewer than 1% of children diagnosed with fever at a facility received the complete
assessment. The HPs and UHC facilities had 0% of children with a fever diagnosis receiving a complete
assessment. The highest was at zonal/above hospitals with an average of 9% of children with a fever
diagnosis receiving the complete assessment (Figure 12). In the aggregate, the public facilities had a
slightly lower mean at 0.6%, with the best performing private facility only conducting a complete
assessment in 33% of the children diagnosed with fever. Similarly, none of the facilities in the mountain
region or in Provinces 4, 6 and 7 had conducted a complete assessment of the sick children diagnosed
with fever.

The low percent of complete assessments at all levels was due primarily to the lack of examination for
neck stiffness, which was done only in about 2% of the children diagnosed with fever. Taking the client
history of fever and feeling for hotness, or taking the child’s temperature was done in 98% and 81% of
the fever diagnosis cases, respectively. The examination for stiffness of the neck, which is done to rule
out severe febrile diseases as per the IMNCI guideline, was overlooked in the majority of the cases
during the physical examination.

4 n=number of sick children with fever observed at each facility type.
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3.2.2 Efficiency

3.2.21 Service readiness to provide outpatient child curative care

Figure 13  Outpatient curative child care service readiness overall scores by domains (minimum, mean
and median)
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3.221.a Domain 1: Percent of facilities with IMNCI/IMCI guideline available

Overall, 61% of the facilities had either the IMNCI guideline or an IMNCI chart booklet. Among the
publicly managed facilities, the facilities least ready in terms of availability of guidelines were the
zonal/above hospitals (18.3%) and the UHCs (24.6%), with the PHCCs having the greatest availability
(73.3%). In the aggregate, 65.1% of public facilities had the guidelines available compared to only 5.7%
of private facilities. There were very little difference by ecological region. Among the provinces, 73%
of Province 5 facilities had the guidelines, while only about 56% of facilities in Provinces 1 and 3 had
any IMNCl/integrated management of childhood illness (IMCI) guideline (Appendix E: Table 2).

3.221.b Domain 2: Staff training score in the past 24 months on two child care
training topics (max number of trainings out of 2)

A staff training score was created for outpatient child care services at the facility level, in which the
maximum number of trainings any one staff had received was two topics in the past 24 months for each
facility. The two topics of training were IMNCI/IMCI guidelines and infant and young child feeding
(IYCF). Training in the past 24 months was very rare for the majority of the staff who provide curative
care for sick children. As shown in Figure 13, a facility had an average staff training score of 0.4, which
indicated that the majority of staff had not received any training on the two important topics.

For all levels of facility type, there were facilities with staff who had not received any training on the
two topics in the past 24 months (minimum score is 0). On average, all facility types had received less
than one training with the district and PHCCs having the highest mean staff training score of 0.7
(Appendix E: Table 2). The zonal/above hospitals had staff receiving a maximum of only one of two
trainings. As illustrated in Table 4.4 of the NHFS 2015 report, none of the staff at zonal/above hospitals
had received IYCF training in the past 24 months and overall, only 21.9% and 14.7% had received
IMNCI/IMCI and IYCF training, respectively.
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The staff at the private facilities were least likely to receive any training with a mean score of 0.1. There
were only minor differences in the mean score by ecological region. Among the seven provinces,
Province 6 had the highest mean and median score at 0.7 and 1, respectively (Appendix E: Table 2).

3.221.c Domain 3: Outpatient curative child care equipment score for each facility
(out of 6)

All facilities that provide outpatient curative care for sick children were assessed for six basic pieces of
equipment (child scale, infant scale, length or height measuring equipment, thermometer, stethoscope,
and growth chart/child health card) and given an aggregate score from 0 to 6 based on the availability
and functioning of the equipment. Overall, the mean and median outpatient curative child care
equipment score was 4 of 6 (Figure 13).

By facility type, the zonal/above hospitals, district-level hospitals, and PHCCs had the highest mean
scores at 4.5, 4.6 and 4.8, respectively. The median zonal/above and district hospitals had about five of
the six pieces of equipment, while the median UHC facility only had three of the six pieces of equipment
(Appendix E: Table 2). The private facilities had a slightly lower mean score at 3.5 than public facilities
at4.1. There were very little difference between facilities when disaggregated by ecological regions. At
the province level, Province 2 was the least ready with the lowest mean score of 3.5 and the minimum
number of equipment at one compared to two in the other provinces (Appendix E: Table 2).

As shown in Table 4.4 of the NFHS 2015 report, among the six pieces of equipment, the stethoscope
and thermometer were available and functioning in more than 95% of the facilities, while the length or
height measuring equipment was the least available at only 14% of facilities.

3.221d Domain 4: Outpatient curative child care laboratory diagnostics capacity
for each facility (out of 3)

Among the facilities that offer outpatient curative care services for sick children, the laboratory
diagnostics capacity in terms of availability of equipment and test kits for conducting hemoglobin,
malaria, and stool microscopy tests was calculated as score of three for each facility. This reflects the
criteria defined in Table 4.6 of NHFS 2015 report. On average, among the 934 facilities, the laboratory
diagnostic capacity is very low at 0.5 with the median facility having no laboratory capacity (Figure
13). By facility type, the higher-level public facilities such as the zonal/above and district hospitals have
the highest mean score of 2.7 and 2.6 for each facility, with the median facility having all three lab
diagnostic capabilities (Appendix E: Table 2). The lower-level HPs and UHCs have little to no lab
capacity. The private facilities have a much higher laboratory capacity than the public facilities in
general with mean score of 2.4 versus 0.3. By ecological region, the facilities in the mountain region
had the lowest mean score of 0.2 and Terai Region had the highest mean score of 0.7. By provinces, the
mean score for lab diagnostics capacity was highest for Province 3 at 0.6, while Province 6 has the least
capacity at 0.3 (Appendix E: Table 2).

3.221.e Domain 5: Outpatient curative child care essential oral medicine score for
each facility (out of 7)

Each facility was assigned a score from 0 to 7 based on the availability of seven essential oral medicine:
oral rehydration salts, zinc tablets, amoxicillin syrup (suspension or dispersible), co-trimazole syrup
(suspension or dispersible), paracetamol (syrup or suspension), Vitamin A capsules, and albendazole.
On average, each facility has about 5.3 of the seven essential oral medicines. By facility type, the
district-level hospitals, PHCCs, and HPs have the higher mean essential oral medicine score at 5.8, 5.5,
and 5.4, respectively. There was at least one zonal/above and private facility that had none of the
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essential oral medicines with a minimum score of 0 (Appendix E: Table 2). Moreover, the private
hospitals had the lowest mean score at 4.1, which meant that each private facility had an average 4 of
the 7 essential oral medicines. Among the provinces, there were very little difference in the mean score,
which ranged from 5.0 to 5.6, with Province 4 having the highest mean score.

According to the NHFS 2015 report, amoxicillin was available the least in only about 24% of the
facilities, while co-trimoxazole was available in about half of the facilities (Table 4.7). The other
essential oral medicines were more widely available in more than 85% of the facilities.

3.221.f Domain 6: Outpatient curative child care priority medicine score for each
facility (out of 3)

The availability of the three priority medicines (ampicillin powder, ceftriaxone powder, and
gentamycin) was assessed by assigning a score to each facility. Overall, each facility had less than 1 of
3 priority medicines (Figure 13). By facility type, the zonal/above hospitals had a mean priority
medicine score of 2.2. The median facility of the zonal/above, district hospitals and private hospitals
had 2 of the 3 priority medicines. The UHCs were least likely to have any priority medicine with a mean
score of 0.3, and the median with none of the priority medicines available. The maximum number of
medicines available at any of the HP and UHC level facilities was 2 and 1 respectively, which indicated
a lack of readiness in providing quality care for sick children. When comparing private and publicly
managed facilities, the private facilities had a higher mean score of 1.7 compared to 0.7 (Appendix E.
Table 2). There was very little variation between ecological regions. At the province level, facilities in
Provinces 6 and 7 had the highest mean score of 1 of 3 medicines available, while the other provinces
had fewer than one medicine.

3.2.21.g Service readiness to provide vaccination services

Figure 14  Service readiness to provide vaccination by facility type
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3.222a Domain 1: Percent of facilities with vaccination guideline available
(national immunization for child vaccination guideline or any other
guideline for child vaccination)

The percent of facilities with either the national immunization for child vaccination guideline or any
other guideline for child vaccination (such as Khop ko byawaharik gyan or measles rubella khop
sambandhi nirdeshika) was calculated. Of the 816 facilities that offer child vaccination services, about
55% had a vaccination guideline. When disaggregated by facility type, slightly more than half of the
zonal/above hospitals, district hospitals, and HPs had these guidelines, while the percentage was lower
for the UHCs (Figure 14). The private facilities were less likely to have a vaccination guideline available
compared to the public facilities. There was little variation by ecological region. At the province level,
72% facilities in Province 5 had a vaccination guideline, while only 39.8% in Province 4 had the
guideline (Appendix E: Table 2).

3.2.22.b Domain 2: Percent of facilities with at least one trained staff reported to
have received EPI in-service training during 24 months before the survey

Among the facilities that offer vaccination services, less than a quarter of the facilities (23.4%) had at
least one staff who had received EPI in-service training in the past 24 months. The lower- level facilities
like the PHCCs and UHCs had a higher proportion of trained staff compared to the higher-level facilities
such as the zonal/above and district hospitals (Figure 14). The private facilities were the least prepared
for vaccination services in terms of trained staff. By ecological region, the Terai Region had the highest
percentage of facilities with at least one trained staff (29.1%), compared to the hills at only 20.5%.
Provinces 5 and 6 had less than 20% of the facilities with at least one trained staff, which indicated poor
service readiness in terms of availability of staff who received EPI in-service training in the past 24
months (Appendix E: Table 2).

3.222.c Domain 3: Vaccination service equipment score for each facility (out of 3
equipment)
Figure 15 Mean, minimum, and median vaccination service equipment score by facility type
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Each facility was given a score based on the number of required vaccine service equipment that was
available and functioning for quality vaccination service. The three pieces of equipment were a vaccine
carrier with ice pack, sharps container (safety box), and syringes and needles (single-use standard
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disposable syringes with needle or auto disposable syringe with needle). On average, a facility had 2.5
of the 3 pieces of equipment, while the median facility had all three. There was little variation in the
mean score by facility type (Figure 15). The UHC facilities had at least 1 of the 3 pieces of equipment
compared to the other facilities with 0 score. There was no difference between the private and publicly
managed facilities. There were little difference in the mean, median, minimum, and maximum scores
by ecological region and province (Appendix E: Table 2).

As shown in Table 4.8 of NHFS 2015 report (MOH, New ERA, NHSSP, and ICF 2017), the vaccine
carrier with ice pack was available in only 74.7% of the facilities that offer child vaccination services,
while the other two pieces of equipment were more widely available in 88% of facilities. Only about
half (55%) of the UHC facilities had the vaccine carrier with ice pack compared to more than 85% of
zonal/above hospitals, district hospitals, and PHCCs.

3.2.3 Timeliness

Figure 16  Timeliness indicators for sick child care services by facility type (mean % score)
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The caretaker was asked about the waiting time for a consultation with a health care provider from the
time they arrived at the facility for a sick child consultation. A binary variable was created with the
cutoff of more than 30 minutes and 30 or less wait time to determine the timeliness of care. On average,
81.7% of clients at a facility waited 30 minutes or less to see the health care provider. By facility type,
the vast majority of clients at the HP, UHC, and PHCC level facility reported waiting for 30 minutes or
less to see a health care provider (Figure 16). The long waiting times reported by fewer than half of
clients at zonal/above hospitals may be due to the heavy case load at these higher-level hospitals. By
managing authority, the private facilities had a lower mean percent of clients who reported waiting for
30 minutes or less compared to the aggregate mean percent in public facilities (89.4%). There was little
difference by ecological region in terms of wait time. Province 2 facilities had the highest mean
percentage of clients who waited 30 minutes or less at 95.5%, while Province 1 had the lowest mean at
81.5%.
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3.23.2 Mean percent of clients at each facility who reported waiting time was
NOT a problem

The percentage of caretakers of sick children who did not report waiting time as a problem was
determined for each facility. Overall, about three-fourths of caretakers at a facility (74.3%) reported not
having a problem with the waiting time, with the median facility having all the clients satisfied with the
waiting time.

As shown in Figure 16, the lower-level public facilities such as the UHCs and HPs had a higher
percentage of clients satisfied with the waiting time. This finding correlates with almost half the
caretakers reporting that they saw a provider immediately. (Data not shown.) In contrast, only about
half the clients at the higher-level facilities (the zonal/above and district hospitals) reported not having
a problem with waiting time. However, all facility levels had at least one facility where all caretakers
of sick child clients reported wait time to be a problem (minimum is 0), although there were also
facilities with 100% clients satisfied with the wait time. The mean percent distribution was similar in
the comparisons by managing authority and ecological region. At the province level, facilities in
Province 1 had the lowest mean percent (67.4%), followed closely by Province 7 (69.5%), while
Province 4 had the highest mean percent of 78.7% clients at each facility who report being satisfied
with the wait time.

3.2.4 Client-centeredness

Figure 17  Percentage scores of outpatient curative child care service client-centeredness dimension
indicators by facility type
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were available

Each facility was assessed for whether they had at least one type of visual aid for client education on
child health (either visual aid for teaching caretakers, IEC (information, education, and communication)
materials on [YCF, or information on IMCI). About half (48.8%) the facilities that provided outpatient
curative child care services had some form of visual aid, while the median facility did not. As shown in
Figure 17, the private facilities were the least likely to have any visual aid, while slightly more than half
of PHCCs and HPs had visual aids related to child health. By ecological region and provinces, more
than half of the facilities in the Terai Region and in Provinces 1, 2, and 3 did not have any visual aids
related to child health.
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3.24.2 Mean percent of caregivers of sick children at each facility who reported
overall satisfaction

Each main caretaker of the observed sick child was asked about their overall satisfaction with the service
received at the facility. Those who reported being very satisfied or fairly satisfied were categorized as
being satisfied in this analysis. The mean percent was then calculated from the percent distribution by
each category of background characteristics. Among all the facilities, a mean of 82% of clients at a
facility were satisfied with the overall service. Comparison by facility type showed that the district
hospitals had the lowest mean percentage of satisfied clients and the private hospital clients were the
most satisfied (Figure 17). The zonal/above hospitals, district hospitals, and UHCs had the lowest mean
percent of satisfied clients with overall service. By managing authority, on average, the caretakers who
took their children to a private facility had much higher satisfaction compared to public facilities. The
facilities in the Terai Region had the lowest mean percentage of satisfied clients (77%) at each facility.
At the province level, the Province 3 facilities had the highest client satisfaction on average at 92.3%,
while the lowest was seen in Province 2 and 6 facilities with about 74% of clients on average at a facility
reporting overall satisfaction.

3.243 Mean percent of caregivers of sick children at each facility who reported
satisfaction with all service components

Caretakers of sick children who were interviewed upon exit were deemed satisfied with all service
components if the caretakers reported that they had no major problem with any of the following 11
service items: waiting time, ability to discuss concerns with provider, amount of explanation given,
quality of examination and treatment provided, visual privacy during examination, auditory privacy
during examination, availability of medicines at facility, hours of service provision, number of days
services available, cleanliness of facility, and staff treatment of client.

Overall, 78% of caretakers of sick children at a facility reported not having major problems with the 11
service items. Among the various facility types, the lower-level public facilities such as the PHCCs,
HPs and UHCs and the private hospitals had higher levels of satisfaction while the zonal/above hospitals
and district hospitals had relatively lower levels (Figure 17). In comparisons by managing authority, the
public and private hospitals had a similar distribution. Among the three ecological regions, the facilities
in the hill region had a higher mean percent (85.2%), compared to the mountain (74.8%) and Terai
(77.2%). By province, Provinces 1 and 7 had a lower mean (71.4% and 75.7%, respectively) compared
to the other provinces.

As illustrated in Tables 4.13.1 and 4.13.2 in the 2015 NHFS report, the two service items that were most
commonly reported as a major problem by the caretakers were time to see a provider (national average
of 8.4%) and availability of medicine (national average of 7.5%). The availability of medicines was
reported as a major problem, primarily by the clients of public facilities (8.7%), as opposed to those at
private facilities (0.7%).

3.24.5 Percent of outpatient child care facilities where private room available
during sick children consultation

Overall, about 67% of the outpatient child care facilities had a private room for sick child consultation
visits. By facility type, the majority of the facilities had a private room for sick child consultation, except
for the lower-level facilities such as the UHCs and HPs. With comparisons by managing authority, only
65.3% of the public facilities had a private room compared to 91.1% of private facilities. By ecological
region, 70.7% of facilities in the mountain region had a private room available, which was slightly
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higher than the other two regions (66%). Among the provinces, Provinces 2 and 6 had the lowest
percentage of facilities (~62%) with a private room available, while Province 1 had the highest at 76%.

3.2.5 Safety

Figure 18 Infection prevention index score for outpatient curative child care services by facility type
(minimum, mean, and median score)
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An infection prevention index score from 0 to 4 was created by giving equal weight to all the domains
and indicators within a domain. The four domains were 1) waste management, 2) cleaning/disinfection,
3) aseptic technique, and 4) hand hygiene. The overall mean infection prevention index score for child
curative care facilities was 2.6 and the median facility had a score of 3. When analyzed by facility type,
the higher-level facilities (such as zonal/above hospitals, district hospitals and PHCCs) had a lower
mean score as illustrated in Figure 18. The HPs and UHCs had a higher mean score, with the median
facilities for both these facility type scoring 3. This indicated that there were better infection prevention
measures at the lower-level facilities. Further analysis showed that the HPs and UHCs had higher
availability of domain 1 (waste management) and domain 3 (aseptic technique). (Data not shown.)
There were facilities at each level that had at least one facility with an index score of 0, which meant
that the facility did not have any of the infection prevention domain components (Figure 18).

The private facilities had a slightly lower mean infection prevention index score than the aggregate
public facilities (2.2 versus 2.6). Among the ecological regions, the facilities in the hill region had a
higher mean index score at 2.8, while the Terai facilities had lowest mean index of 2.3. At the province
level, Provinces 2 and 7 facilities scored the lowest with a mean index of 2.1, with the median facility
having only 2 of the 4 domains available.

Separate analysis of the individual domains showed that overall, less than half of the facilities (~44%)
had all components of hand hygiene (domain 4), which can also be seen in Table 4.5 of NFHS 2015
report.
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3.25.2 Percent of facilities with injection safety precaution guidelines for
standard precautions available (%)

All outpatient child care facilities were assessed for whether an injection safety precaution guideline
for standard precautions was observed and the percent of facilities with the guideline was calculated by
background characteristics. Overall, only 3% of the facilities that provide curative child care services
had an injection safety precaution guideline available. By facility type, the highest percentage of
facilities with the guideline available were the zonal/above hospitals (11%), while only 2.8 % of the
HPs had this guideline. There were few differences by managing authority. The facilities in the hills
(4.5%) and Province 4 (12.1%) were more likely to have this guideline, while the least likely (less than
1%) were the facilities in the Terai Region and those in Provinces 1 and 2.

3.2.6 Reliability

3.2.61 Percent of sick children consultations at each facility conducted by
qualified provider

At the facility level, the percent of sick children clients who were provided service by a qualified health
care provider (either a general medical doctor, pediatrician, medical officer, ANM or a health
assistant/ AHW/sub-AHW /public health inspector) was calculated. Almost all (99.5%) the observed
sick children at each facility were treated by a qualified health care provider. When disaggregating by
facility type, all sick children at the zonal/above hospitals and UHCs were treated by a qualified provider
(minimum 100%). Among the other facility types, although the mean was high (98-99%) and median
was high (100%), the minimum was 0%, which indicated that at least one facility in each of the facility
types had no sick children receive care from a qualified provider. Further analysis showed that the
providers for those cases with a minimum score were either a clinical staff not on the list, an anesthetic
assistant, or general surgeon.

There were no differences by managing authority and ecological region in terms of the mean percent.
Similarly, at the province level, the only differences were in the minimum percentage, where it was 0%
for facilities in Provinces 1, 2, 5 and 6. However, in Provinces 4 and 7, all sick children received care
from a qualified provider (Appendix E: Table 3).

Among the various qualified provider categories, the majority (56%) of the sick children were seen by
a HA/AHW/subAHW/public health inspector level health care provider, while about 16% and 14%
were seen by a medical officer or a pediatrician. (Data not shown.) When cross-tabulating the type of
health provider with the type of facility, the majority of the sick children seen by a
HA/AHW/SAHW!/public health inspector were those who visited the PHCC, HPs, and UHC facilities.
In contrast, a higher proportion of children who visited private hospitals were seen by a pediatrician
and at the zonal/above hospitals were seen by either a pediatrician or medical officer. (Data not shown.)
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3.2.6.2 Mean percent of caretakers of sick children at each facility clients who
reported they would recommend facility to a friend or family member

Figure 19  Mean percent of caretaker of sick child clients at each facility who would recommend facility
to family/friend by background characteristics

Mean percent of caretakers of sick child at a facility who would recommend facility
to friend/family

98.9 98.
@ ) © Q @ Q ) = -
T = 2 o &} T i £ T g
5 g 3 T * =S = 3 £ o
%) o o o ) 5 Q S —
_8 < < o)
o k3] % =
=
g B 2
2 [a} s
©
c
o
N
Facility type Managing authority Ecological region

Another proxy indicator that measures the reliability dimension of quality of care was whether the
caretakers would recommend the facility to a friend or family member. This assumes that if the service
was deemed reliable, the likelihood of recommending the facility would be high. The mean percent was
then calculated for facilities within each category of background characteristics and compared.

The majority (96.2%) of the caretakers reported that they would recommend the facility. There was
little variation by facility type or geographic location (Figure 19). Among the provinces, there was little
difference as well. (Data not shown.)

3.2.7 Appropriateness

Figure 20 Mean percent score distribution for appropriateness dimension indicators by facility type
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3.2.71 Number of days per month curative child care services are provided in a
28-day month

Overall, of a 28-day month, the mean number of days per month that curative child care services were
provided was 24.3 days, with the median facility open for 24 days. The mean number of days that
services were provided was slightly higher among private facilities at 26.1 days compared to public
facilities (24.2 days), with the median public facility providing services for all 28 days (Appendix E:
Table 4). Among the public facilities, the mean number of days ranged from 22.8 to 24.4 days. The
zonal/above hospitals were open for a minimum of 24 days (the highest minimum), while the private
hospitals and HPs had at least one facility open for only 6 days a month. Further analysis showed that
one PHCC (Morang District) and one UHC (Rupendehi District) provided a minimum of only 1 day of
service. In addition, there was one district hospital (Dolpa District) that did not provide any curative
child care service in a 28-day month. There was little variation by ecological zones or province level,
except for the minimum number of days.

3.2.7.2 Mean percent of caretakers of sick children who reported the curative
child care facility being closest facility to their home

A mean 86% of the caretakers reported that the facility from which they sought service was the closest
facility to their home. This indicated that the facility of choice was geographically appropriate for the
majority of the clients at each facility. By facility type, the zonal/above hospitals had the lowest average,
while the PHCCs, HPs and UHC facilities were reported as being closest to their home by the vast
majority of clients (Figure 20). By managing authority, the private facilities had a much lower mean
percent compared to the public facilities. Among the ecological regions, facilities in the hills had a mean
value of 90.4%, while the Terai facilities were the most accessible for 94.7% of clients at a facility. At
the province level, the average percent was the least for Province 3 (83.5%), while Province 2 facilities
were the most accessible for 98.2% of clients at a facility.

3.27.3 Mean percent of caretakers of sick children at each facility who did not
consider the hours or days of service at facility as a problem

The convenience and appropriateness of the timing of the facility was also assessed by calculating the
percent of caretakers at each facility who reported the hours or days of service as not being a major or
minor problem. Overall, the hours or days of service at a facility were reported to not be a problem for
the majority of the caretakers (average of 81% at a facility). By facility type, the zonal/above hospitals
and district hospitals had a relatively lower mean percent, while private facilities were relatively higher
(Figure 20). The mean percent distribution was higher for facilities in hill region and Province 2 at
82.1% and 91.8%, respectively. Provinces 1, 6, and 7 had the lowest mean percent at 68.1%, 68.6%,
and 71.3%, respectively. Further analysis showed that the percent of caretakers reporting the hours or
days of service as a problem was 100% for the district hospital in the Dolpa District that had reported
no days of outpatient curative child care services.

3.3 Quality of care of FP service

The results for FP service by quality of care dimensions are shown in Appendix F. Below is a description
of the key findings by dimensions.
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3.3.1 Effectiveness

3.311 Number of FP methods offered at the facility, through prescription and
counseling, or through referral

Figure 21  Distribution of the mean number of services offered for the various types of FP services by
facility type
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We assessed the number of FP methods offered on site through prescription and counseling, or referral.
Similar to the NHFS 2015, we analyzed the FP methods in three broad categories of services offered:
1) all nine FP methods (all permanent, traditional, and modern methods), 2) all seven modern methods,
and 3) all five temporary modern methods. This made it easy to determine if the required number of FP
services are being provided for each level of facility type. Appendix C details the type of methods for
each category.

Figure 21 illustrates the mean number of services for all three categories of FP services by facility type.
The zonal/above hospitals and district hospitals had the highest number of services offered in all three
groups. The lower-level HP and UHC facilities offered fewer services on average. Private facilities
offered a greater number of FP methods on average compared to the aggregate public facilities for the
9, 7, and 5 FP methods.

The PHCCs are mandated to provide all 7 modern FP methods, although some were only offering three
methods and the median facility offers five methods (Appendix F: Table 1). In addition, the Government
of Nepal (GoN) also recommends provision of all five temporary modern methods at all levels of public
facilities. The median scores indicate that more than half of the facilities, except HPs and UHCs, offered
five FP methods. The two temporary modern methods that were not offered by the majority of HPs and
UHCs were the IUCD and implants.

There was very little variation in the FP services by ecological regions. By provinces, there were a few
variations in the FP services offered, with Provinces 1 and 6 having higher mean and median scores and
Provinces 2 and 4 with lower scores in all three categories of FP services (Appendix F: Table 1).
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3.31.2 Mean reproductive history score for first-visit clients only (out of 6)

Reproductive history scores are based on observations of service delivered to the first time FP clients
only (similar to NFHS 2015 report) and calculated as an aggregate of the number of the following six
activities conducted by the FP provider who asked: the client’s age, pregnancy history, last menstrual
period, desire for more children/desired timing of next child, breastfeeding status (if ever pregnant),
and regularity of menstrual cycle. The scores were averaged across clients seen at a facility and across
facilities by various background characteristics. A total of 147 FP clients were first-visit clients. The
average number of first-visit FP clients was 1.3 clients per facility.

Figure 22 The mean reproductive history score for first-visit FP clients by facility type (minimum,
mean, and median scores)

Mean reproductive history score for first-visit FP clients by facility type
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Overall, among all the facilities where first-visit FP clients were observed, the average facility has a
mean reproductive history score of 2.4, which means that each observed client had on average only 2.4
of the 6 reproductive history activities. As shown in Figure 22, the private health facilities performed
poorly compared to the public health facilities in taking a reproductive history. In addition, among the
public facilities, the HPs had the maximum score with at least one HP facility offering all six activities
for clients. The UHCs had a low maximum score of only three, which indicated that even the best
performing UHC did not offer half of the activities. All levels of facilities had at least one facility where
the first time FP clients did not have their reproductive history assessed (minimum score 0).

By ecological region, the mountain region facilities had the highest mean and median score of 3.2 and
3 respectively, compared to the hills and Terai with scores of less than 3. In addition, Province 4 facilities
had the best performance with a mean reproductive history score of 3.4, while the average facilities in
Provinces 1 and 2 had much lower mean scores of 1.7 and 1.6, respectively (Appendix F: Table 1). At
least one facility in Provinces 6 and 7 had conducted all six reproductive history activities on all the
first-visit FP clients (maximum score of 6). Table 5.8.1. in the NHFS 2015 report shows the distribution
of each of the six client history activities by background characteristics (MOH, New ERA, NHSSP, and
ICF 2017).
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3.31.3 Mean physical examination/medical history score among first-visit FP
clients (out of 6)

A score was assigned to each first-visit FP client based on the number of items of the physical
examination and medical history that were conducted. The six physical examinations items were BP
taken, weight taken, asked about smoking, asked about STIs, asked about chronic illness, and looked at
client’s health card. The client scores were averaged across all first-time clients to create a mean score
for each facility.

Figure 23 Mean physical examination/medical history score for first-visit FP clients (minimum, mean,
and median scores)

Mean physical examination/medical history score for first-visit FP clients by facility type
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Overall, the average facility with first-visit FP clients had a mean score of only 2.1, which suggested
that slightly more than two of the activities were conducted on average for the first-visit FP clients at a
facility. The overall maximum score of 5 indicates that none of the facilities conducted all six activities
for the first-visit FP clients. As shown in Table 5.8.1 of the NHFS 2015 report, asking about smoking
history and symptoms of STIs was asked of less than 5% of the first-visit FP clients (MOH, New ERA,
and NHSSP, and ICF 2017).

When analyzed by type of facility (Figure 23), the average UHCs had completed the greatest number
of activities compared to the other facilities. All levels of facilities, except the UHC facilities, had at
least one facility where the first time FP clients did not receive any component (minimum score of 0).
The maximum number of activities conducted were seen in district-level hospitals and PHCCs. There
were little variation by ecological regions. Among the provinces, Province 2 had lowest scores for the
mean, median, minimum, and maximum score (Appendix F: Table 1), while Provinces 3 and 5 had
relatively higher number of activities conducted on all four parameters.

3.31.4 Mean injectable procedure score (out of 7)

The quality of the injectable procedure was assessed for the 570 clients who were observed receiving a
FP injection. The quality of injectable procedure performed by the service provider was scored out of
seven tasks, with the facility mean score calculated on the number of observations in each facility
(Appendix C). Overall, the average facility had a mean score of 4.8 and the median facility had a mean
of 5 of 7 injectable procedures on all clients, with the minimum number of mean procedures at 2.
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Figure 24 The mean injectable procedure score for FP services (minimum, mean, and median scores)

Mean injectable procedure score by facility type
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By facility type, the average zonal/above hospital and private hospital had slightly higher mean scores,
while the worst performing facility conducted at least of 4 of the 7 injectable procedures for all its FP
clients (Figure 24). At least one of the district-level facilities had not conducted all seven injectable
procedures, while the other facility types all had a maximum score of 7. There was little difference by
ecological region with similar average scores. Among the provinces, the average facility in Provinces 1
and 3 had a slightly lower number of procedures performed with a mean score of 4.5. Only Province 6
had a maximum mean score of 6, while the other provinces had a maximum score of 7 (Appendix F:
Table 1).

Further analysis showed that the procedure that was conducted least was washing hands with soap or
disinfectant before giving an injection (11%), followed by drawing back of the plunger before injection
(57.8%), and cleaning/air drying the injection site before injection (59.6%).

42



3.31.5 Mean percent of clients at each facility provided with information about
how to use the contraceptive method

Figure 25 Mean percent of clients at each facility given specific information on contraceptive method
by facility type
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To assess the quality of FP method counseling, one indicator was whether the clients were provided
with appropriate information on using the contraceptive method that was provided. This was based on
observation of FP counseling for users of pills or injections, condom, [IUCDs, and implants, since there
was no observation of the other FP methods. Of the total observed clients for each facility, the
percentage of clients that received information on using the contraceptive method was calculated, along
with the mean percent for each facility for each of the background characteristics.

On average, across all facilities only 5.7% of clients at each facility were provided with this information.
By facility type, the zonal/above facilities, followed closely by PHCC facilities, had the highest mean
percentage. The mean percentage differed with privately managed facilities having a slightly higher
mean (6.7%) compared to the aggregate for public facilities (5.7%). The facilities in the mountain region
had a higher mean (7.8%) compared to 6.4% in Terai Region and 4.6% in the hills. Among the
provinces, Provinces 1 and 2 had the lowest mean percent at 3.1 and 2.7%, respectively, while Provinces
7 and 4 had the highest mean percent at 10.7% and 10.4%, respectively.

3.3.1.6 Mean percent of clients at each facility provided with information about
contraceptive method’s potential side effects

Among the users of pills, injections, [IUCDs and implants, the percentage of clients at each facility
provided with information on the method’s potential side effects was assessed and the mean percent
calculated for each background characteristic. Overall, 12.1% of clients at each facility were informed
of potential side effects. As show in Figure 25, the quality of FP counseling in terms of provision of
information on side effects was higher for the zonal/above level facilities. Performance was poor for
the HP facilities, with fewer than 10% of clients at each HP being informed of the potential side effects
of their contraceptive method.

Very little variation was seen in the quality of FP counseling on potential side effects by managing
authority and ecological region. At the province level, Province 4, 6, and 2 facilities had the lowest
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mean percent of clients informed about potential side effects at 5.5%, 6.8% and 7.5%, respectively,
while Provinces 5 and 7 had the highest mean percent at 20%.

3.3.1.7 Mean percent of clients at each facility provided with information on when
to return for follow-up (%)

Among the users of pills, injection, IUCDs and implants, the percentage of clients at each facility
provided with information on when to return for follow-up was calculated and the mean percent
calculated for each background characteristic.

Only 7.3% of FP clients observed at each facility were given information about when to return for
follow-up. The PHCC facilities had the highest mean percent score, whereas the private hospitals, HPs
and UHCs performed relatively poorly (Figure 25). Facilities in the mountain region had a much higher
mean percent score of 15.1%, compared to 7.6% in Terai Region and 5.3% in hill region. Among the
provinces, the facilities in Provinces 6 and 5 had a relatively higher mean percent score at 15.3% and
13.3%, while Provinces 4 and 2 had mean percent of only 1.4% and 2.7%.

3.31.8 Mean percent of clients at each facility provided with information about
protection from STls

For each facility, the percent of FP clients at each facility provided with information about whether the
method provides protection against STIs, HIV, or dual protection was calculated and the mean percent
calculated for each background characteristic.

The proportion of clients receiving information about protection from STIs was very low with an overall
mean percent of 0.5% for each facility. None of the observed FP clients at the private and UHC level
facilities received the information, and the highest mean percent was for the zonal/above facilities was
only 3.2% (Figure 25). Among the ecological regions, the mountain region had the highest mean score
of 1.5%, while the hills and Terai had scores of 0.6% and 0.2% of clients receiving this information. By
provinces, Provinces 5 and 6 had a mean score of 0%, while the highest was 1% in Province 1 facilities.

3.31.9 Percent of clients at each facility provided information on how to use,
side effects, and when to return for follow-up for the method prescribed
or provided (%)

An overall quality of FP counseling indicator was calculated for comprehensive counseling on using a
contraceptive method, knowing the side effects, and returning for follow-up for the method prescribed
or provided. The mean percent of clients at each facility that received information on all three topics
related to their method of contraception was calculated and compared by background characteristics.
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Figure 26. Mean percent of clients at each facility given comprehensive counseling by background
characteristics
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An average of only 1% of FP clients at a facility were given information on all three components of FP
counseling. Figure 26 illustrates the results by facility type, managing authority, and ecological region.
The private facilities performed slightly better in providing comprehensive counseling than the public
facilities. Among the provinces, facilities in Province 5 had the highest mean score of 2.9%, while the
FP clients at the average Province 2 facility received no counseling (mean 0%).

3.3.2 Efficiency

3.3.21 Service readiness to provide FP services

Figure 27 Overall FP service readiness domain scores (minimum, mean, and median scores)
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3.3.21.a Domain 1: Percent of facilities with a FP guideline available

Only 12.8% of facilities that offer FP services had an FP guideline. By facility type, 29.1% of the
zonal/above hospitals had the FP guideline, 15.8% of district-level hospitals, and 14.1% of HPs. Less
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than 10% of PHCCs had an FP guideline, while no UHC had a guideline available. The private facilities
were least likely to have an FP guideline at 1.3% compared to the aggregate of public facilities (13.5%).

3.3.21.b Domain 2: Staff training score in the past 24 months on seven FP training
topics (maximum number of training topics of 7)

A staff training score was created for FP services at the facility level where the maximum number of
trainings any one staff had received of seven FP topics in the past 24 months was assigned for each
facility. The seven topics were general FP counseling, [UCD insertion and removal, implant insertion
and removal, performing non-scalpel vasectomy, performing minilap tubal ligation, FP for HIV-positive
women and post-partum FP (including post-partum IUCD). Training in the past 24 months was very
rare for the majority of the FP staff. On average, a facility had at least one staff trained in 0.6 of the
seven FP training topics (Figure 27). The maximum number of trainings a staff member received in the
previous 24 months at any one of the facility was six.

The district-level hospitals facility had the highest mean score and the HPs the lowest at 0.5 (Appendix
F: Table 2). There were facilities with staff who had not received any training on the seven topics in the
past 24 months (minimum score of 0). The maximum training received by any one FP staff interviewed
at a facility was six of seven topics for district hospitals, PHCCs, HPs, and UHCs. However, the
zonal/above hospitals, the highest-level facility, had staff who received training on a maximum of three
topics. There was minimal difference between the private and public facilities or by ecological region.
At the province level, Province 7 had the highest mean score of 1.1, while Provinces 1 and 2 had
facilities with staff who received training on only four FP topics in the past 24 months.

3.3.21.c Domain 3: FP service equipment score for each facility (out of 7)

All facilities that provide FP services were assessed for seven basic pieces of FP equipment (blood
pressure apparatus, examination light, examination bed/table, FP counseling kit, pelvic model for
IUCD, model for showing condom use, and FP-specific visual aids) and given an aggregate score from
0 to 7 based on whether the equipment was available and functioning. On average, only 3.2 pieces of
the basic FP equipment were available at the facilities that offered FP services, with the median facility
having 3 of the 7 pieces of basic equipment (Figure 27). By facility type, zonal/above and district-level
hospitals had a highest mean score of FP equipment available at 4.8 and 4.4, respectively, while the
private facilities, HPs, and UHCs had the lowest mean score at 3.2. Among the various facility types,
there were at least one facility among the private hospitals, HPs, and UHCs that did not have any basic
FP equipment (minimum score 0).

There were slight differences between facilities when disaggregated by managing authority and
ecological regions. At the province level, Province 4 had slightly better facility readiness with the
highest mean, median, and minimum scores (Appendix F: Table 2).

3.3.21.d Domain 4. FP service basic commodity score (out of 3)

Each facility was given a score from 0 to 3 based on the sum of the number of temporary FP methods
of the three basic commodities available: combined oral contraceptive pills, injectable contraceptives,
and male condoms. As shown in Figure 27, the mean FP commaodity score was 2.8, although there were
some facilities that did not have any of the basic commodities (minimum score 0).

By facility type, all the public level facilities performed well with a mean score of 2.8 or 2.9 and median
score of 3, although the private hospitals had a mean score of 1.8. The minimum number of FP services
provided was 2 in the higher-level zonal/above hospitals and district-level hospitals, but was 0 among
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the lower-level public facilities (PHCC, HPs, and UHCs) and private hospitals. There were minimal
differences by ecological region and provinces (Appendix F: Table 2).

3.3.2.2 Service readiness to provide IUCD services based on availability of all the
required equipment/supplies (%)

Among the facilities that reported providing IUCD services (192 facilities), the facility readiness to
provide the IUCD was assessed based on the availability of all the following equipment and supplies:
sterile gloves, antiseptic solution, sponge holding forceps, sterile gauze pad or cotton wool, vaginal
speculum (small, medium, and large), tenacula (vulsellum forceps), and uterine sounds.

Overall, 27.8% of the facilities that provide IUCD services had all the required equipment and supplies,
while 58% of the zonal/above hospitals had the all the necessary equipment/supplies to provide IUCD
services. The only UHC that provided IUCD services did not have all the required equipment/supplies,
which resulted in a lack of facility readiness to provide quality IUCD services (Appendix F: Table 2).
It was evident that health posts were also the least prepared because only one-fifth of the HPs that
provide IUCD services had the required equipment and supplies. The IUCD services lacked all three
sizes of vaginal speculum, which were missing in 62% of facilities overall and predominantly in HP
facilities (74%). This resulted in low performance in service readiness. Almost half of the private
facilities had all the equipment/supplies to provide IUCD compared to only about 25% of the public
facilities. In the analysis by ecological region, the facilities in the mountain region had highest service
readiness to provide IUCD services at 35.3%, while the hills had the lowest at 26.8%. By provinces,
only 8.5% of Province 6 had all the required equipment/supplies, compared to 44.6% of facilities in
Province 5.

3.3.2.3 Service readiness to provide implant services based on availability of all
the required equipment/supplies (%)

Among the 366 facilities that reported providing implant services, the facility readiness to provide the
implant was assessed based on the availability of all the following equipment and supplies: sterile
gloves, antiseptic solution, sponge holding forceps, sterile gauze pad or cotton wool, local anesthetic,
sterile syringe/needle or disposable syringe, canula and trochar for inserting implant, sealed implant
pack, scapel with blade, and minor surgery kit with artery forceps.

As presented in Appendix E: Table 2, overall, less than half (42.8%) of the facilities that provide implant
services had all the required equipment and supplies. Almost 75% and 70% of the district-level hospitals
and zonal/above hospitals respectively had all the equipment/supplies to provide quality implant
services, while only 38% of HPs were ready to provide implant services because they lacked all the
required equipment/services. The private facilities had slightly higher readiness compared to public
facilities. By ecological region, the Terai facilities had the lowest readiness at only 32.7% compared to
47% in both mountain and hill regions. Among the provinces, Province 3 facilities were the most ready
to provide implant services with half (52.2%) having all the required equipment/supplies. Province 4
and Province 6 were the least ready at 30.1 and 33.2%, respectively.

3.3.24 Percent of facilities that met the quality of stock organization
measures (%)

Among the facilities that provide FP services, 912 facilities reported storing contraceptive commodities
in the facility. The quality of the stock organization was assessed based on measures which included
commodities were off the floor and protected from water and sun; the room was protected from rodents
and well-ventilated; and all commodities were organized according to expiration date. The percent of
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facilities that met the quality of stock organization measures was calculated and the results shown in
Appendix E: Table 2.

Overall, 67.3% of the facilities met the quality of stock organization measures. When compared by
facility type, zonal/above hospitals performed the best at 92%, followed by district-level hospitals at
81.5% of the facilities meeting all the measures. When compared by managing authority, about 75% of
the private facilities (compared to 67% of public facilities) met all the measures. Among the public
facilities, only 65.8% of the HPs met all the stock organization measures. By ecological region, the hill
and Terai region had relatively higher quality at 68% compared to 62% in the mountain region facilities.
About three-fourths of the Province 1 facilities had all the quality of stock organization measures, while
Province 2 only had 60% of the facilities.

3.3.3 Timeliness

Figure 28 Distribution of timeliness indicators for FP services by facility type

Timeliness indicators for FP services

m Zonal/above hospitals ~ m District-level hospitals = Private hospitals PHCCs mHPs m®mUHCs
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Mean percent of FP clients at each facility who reported Mean percent of FP clients at each facility reporting that
waiting time for consultation <30 minutes waiting time was NOT a problem
3.3.31 Mean percent of clients at each facility who reported waiting time for

consultation £ 30 minutes for each facility

During the exit interview, the FP clients were asked about the waiting time for consultation with the
health care provider from the time they arrived at the facility. A binary variable was created with the
cutoff of more than 30 minutes and 30 minutes or less wait time to determine timeliness of care. More
than half the clients reported seeing the provider immediately with the mean wait time about 13 minutes.
The mean was then calculated for each facility by background characteristics.

On average, 92% of clients at a facility waited 30 minutes or less to see the health care provider. As
shown in Figure 28, among the various facility types, the lowest proportion of clients reporting waiting
30 minutes or less was for district-level hospitals. The average private facility had a higher proportion
of clients who waited 30 minutes or less compared to the aggregate of public facilities (mean 91.9%).
Little difference was seen by ecological region. However, at the province level, except for Province 6
facilities which had a mean percent of 68.6%, all other provinces had mean percent of 90% or higher.
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3.3.3.2 Mean percent of clients at each facility who reported waiting time was
NOT a problem

The percentage of FP clients who did not report waiting time as a problem (major or minor) was
estimated for each facility. The mean percent for each facility was then calculated by background
characteristics. Overall, the vast majority of clients (81.3%) reported the waiting time was not a
problem. When analyzing by type of facility, more than 80% of clients at a facility at each level of
facility (except for the district hospitals) were satisfied with the wait time (Figure 28). The percent
distribution was similar when comparing the private and public facilities. FP clients at facilities in the
Terai Region on average had a slightly lower percentage of clients satisfied with waiting time at 75.7%
compared to 85% in the hills and mountain region facilities. Similarly, at the province level, Province
4 had the highest percentage of FP clients (99.3%) at a facility not having a problem with the waiting
time, while Provinces 5 and 6 had a lower percentage of clients satisfied with the timeliness of care
with a mean of 67.3% and 58.3%, respectively.

3.3.4 Client-centeredness

Figure 29 Client-centeredness indicators related to satisfaction with FP services by facility type

Client-centerdness indicators related to satisfaction for FP services
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Figure 30  Client-centeredness indicators related to privacy and confidentiality of FP services by
facility type
Client-centerdness indicators related to privacy and confidentiality for FP services
® Zonal/above hospitals = District-level hospitals = Private hospitals PHCCs ®=HPs ®=mUHCs
Percentage
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available during sick children consultation where privacy ensured during FP where confidentiality assured during FP
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3.3.41 Mean percent of clients observed at each facility where their concerns

about the methods were discussed

Among the FP clients whose procedure were observed, an average of 32% of clients at a facility either
discussed their concerns about the method or were asked by the provider about any questions or
concerns with the FP method (past or current). By type of facility, there was little variation when
comparing the average percentage but was lowest for private hospitals and HPs (Figure 29). Little
variation in the distribution was evident when analyzing by managing authority and ecological region.
At the province level, Provinces 5, 6, and 7 had higher mean percentages (ranging from 43-47%), while
the lowest was in Province 2 facilities, where only 22% of clients at each facility discussed about their
concerns about past or present FP methods.

3.34.2 Mean percent of clients at each facility who reported overall satisfaction

The FP clients were asked about their overall satisfaction with the service received at the facility. Those
who reported being very satisfied or fairly satisfied were categorized as being satisfied. The mean of
the percent distribution was calculated for each background characteristic.

Client satisfaction with the overall services was quite high at 88.8% of clients at a facility. Comparison
by facility type revealed relatively lower percentage of clients at zonal/above level hospitals and private
hospitals being satisfied relative to the other facilities (Figure 29). When comparing by ecological
zones, about 95% of clients in mountain region facilities reported overall satisfaction with the services
compared to 89.8% in hill facilities and 86.2% in the Terai facilities. By provinces, the mean percentage
was highest for Provincesl, 3, and 5 at more than 90% and lowest for Province 2 at 76.3%.

3.343 Mean percent of clients at each facility who reported satisfaction with all
service components

Clients were deemed satisfied with all service components if the clients reported that they had no major
problem with any of the following 11 service items: waiting time, ability to discuss concerns with
provider, amount of explanation given, quality of examination and treatment provided, visual privacy
during examination, auditory privacy during examination, availability of medicines at facility, hours of
service provision, number of days services available, cleanliness of facility, and staff treatment of client.
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Overall, 85.6% of FP clients at each facility reported having no major problems with the 11 service
items. Among the various facility types, the PHCCs had the highest mean percentage of clients satisfied,
while district-level hospitals had the lowest (Figure 29). Very little variation was seen between private
versus public and by ecological regions. When disaggregated by provinces, the lowest mean was around
78% (Provinces 5 and 7), while Province 4 facilities had the highest mean at 95.9% of clients reporting
satisfaction with all service components.

3.344 Percent of FP facilities where private room available during FP
consultation

Overall, 72% of the FP facilities had a private room for FP consultation. By facility type, the majority
of the facilities had a private room for FP consultation, except for the lower-level facilities like UHCs
and HPs (Figure 30). When comparing the private versus publicly managed facilities, only 70% of the
public facilities had a private room compared to 91% of the private facilities. There were no differences
when comparing by ecological region. Among the provinces, Province 2 and 3 facilities had the least
privacy at 69% and Province 1 facilities with the most privacy at 77.2%.

3.34.5 Mean percent of clients at each facility where privacy was ensured during
FP consultation

For each facility, the percent of clients for whom the provider took steps to ensure visual and auditory
privacy was calculated and the mean calculated by background characteristics. Overall, 37% of the
clients at a facility had visual and auditory privacy during their FP consultations. As shown in Figure
30, the private facilities, followed by the zonal/above facilities, had the highest, while the HPs and
UHCs had the lowest assurance of privacy. On average, private facilities had almost two times the
percentage of clients at a facility where privacy was ensured (private 65% versus public 36.3%). By
ecological region, the facilities in the mountain region had on average of 54% of client’s privacy
ensured, and were performing better than those facilities in the hill (35.7%) or Terai (34.2%) regions.
At the province level, facilities in Province 5 had only 25% of the clients’ privacy ensured at each
facility, while Province 6 had a higher level of privacy assurance with an average of 61.5%.

3.3.4.6 Mean percent of clients at each facility where confidentiality assured
during FP consultation

The quality of care in terms of the percent of observed FP client visits where the provider assured the
client of confidentially was calculated and the mean percent by each background characteristic
compared. Only 7.2% of clients at each facility were orally assured of confidentially, which was very
low. The percent of clients that were ensured of confidentiality was highest among PHCCs, HPs, and
district hospitals and lowest in the UHCs (Figure 30). Public facilities (with a mean of 7.2%) and those
in the hilly region (mean of 9.6%) performed slightly better. At the province level, 25.7% of clients at
each Province 6 facility had confidentiality assured, while a very low average of 0.9%, 1.2%, and 1.5%
clients at each of Province 4, 7, and 2 facilities, respectively, were assured of confidentiality.
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3.3.5 Safety

Figure 31 Infection prevention index score for FP services by facility type (mean, minimum, and
median scores)
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3.3.51 Infection prevention for FP services index score (0-4)

An infection prevention index score ranging from 0 to 4 was created by giving equal weight to all
domains and to the indicators within a domain. The four domains were 1) waste management, 2)
cleaning/disinfection, 3) aseptic technique, and 4) hand hygiene. The individual indicators within the
domains are shown in Appendix C. The overall average infection prevention index score for FP facilities
was 2.9 and the median facility score was 3. When analyzed by facility type, the zonal/above hospitals
had higher mean and median index scores, followed by district hospitals (Figure 31). By ecological
region, facilities in the hilly region had a slightly higher mean index score of 3 with the Terai Region
having the lowest mean score of 2.7. There was no difference in the median, minimum, and maximum
scores. Provinces 3, 4, and 5 had higher mean scores at 3.0, 3.1 and 3.2, respectively, while Provinces
2 and 7 had the lowest mean index score of 2.5.

3.3.5.2 Injection safety precaution guideline for standard precautions
available (%)

All facilities that provide FP services were assessed for whether an injection safety precaution guideline
for standard precautions was observed. The percent of facilities with the guideline was also calculated
by background characteristics. Only 3.9% of the facilities had an injection safety precaution guideline
available at the health facility. The injection safety precaution guideline was found to be available in
16.6% of zonal/above hospitals, 5.3% of district hospitals, 3.4 % of PHCCs, 3.9% of HPs, 3.2 % of
UHCs, and only 1.7% of private hospitals. The facilities in the hills (6%) were more likely to have this
guideline compared to mountain (2.9%) and Terai (1.2%). Among the provinces, 15.3 % of facilities in
Province 4 had the injection safety precaution guideline available, with the next highest (4.1%) in
Province 6 facilities. Fewer than 1% of Provinces 1 and 2 facilities had the guidelines.
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3.3.6 Reliability

3.3.6.1 Percent of FP visits at each facility conducted by qualified provider

At the facility level, the percent of FP clients who were provided service by a qualified FP provider
(either a general medical doctor, obstetrician/gynecologist, medical officer, ANM, or a health
assistant/ AHW/ subAHW/public health inspector) was calculated.

On average almost all (99.5%) of the FP clients at a facility were seen by a qualified FP provider. When
disaggregating by background characteristics, the mean percent (other than 100%) was 98.6% for the
HP facilities, 90.1% for the mountain region, and 96.67% for Province 3. There was one HP level facility
in the Sindupalchowk District where all four of the FP clients were served by a provider listed as “other
clinical provider not listed above” which did not count as qualified provider by our definition. Among
the various qualified provider categories, about 75% of the clients were served by a nurse/ANM,
followed by 23% served by a HA/AHW/subAHW/public health inspector level health care provider.
An obstetrician gynecologist was the FP provider for only 3.4% of the private facility clients and none
at the public level facilities.

3.3.6.2 Mean percent of FP clients at each facility clients who reported they
would recommend facility to a friend or family member

Figure 32 Distribution of mean percent of FP clients at a facility who would recommend facility by
background characteristics
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Another proxy indicator to measure the reliability dimension of quality of care was generated for each
facility as the percent of FP clients who said they would recommend the facility to a friend or family
member. The mean percent was calculated for the various background characteristics. Overall, the vast
majority (98.4%) of the FP clients at a facility reported that they would recommend the facility. As
illustrated in Figure 32, the mean percent did not vary by facility type, managing authority, or ecological
region. Among the provinces, the mean percent was 100% for facilities in Provinces 4, 5, 6, and 7, with
the lowest at 95.4% in Province 2.
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3.3.7 Appropriate

Figure 33  Distribution of mean percent score for appropriateness dimension indicators for FP services
by type of facility

Mean percent score for appropriateness dimension indicators for FP services
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Percentage
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Mean percent of FP clients at each facility who Mean percent of FP clients at each facility who did not consider
reported facility as closest facility to their home the hours or days of service as problem
3.3.71 Number of days per month FP services are provided in a 28-day month

Overall, from a 28-day month, the mean number of days per month that FP services were provided at a
facility was 23.9 days, with the median facility open for 24 days. The mean number of days FP services
was provided was higher among private facilities (25.8 days) compared to public facilities (23.8 days)
(Appendix F: Table 3). Among the public facilities, the UHCs, PHCCs, and HPs were open for the
greatest number of days (24 days on average). The UHCs provided FP services for at least 22 days,
whereas all other facility types included facilities that were only open for 1-5 days. There was minimal
variation by ecological zones or province.

3.3.7.2 Mean percent of clients at each facility who reported the FP facility being
the closest facility to their home

For each facility, the percent of FP clients who reported the facility being closest to their home was
calculated. The mean percent was also calculated by background characteristics. On the whole, 95% of
FP clients at each facility reported that the facility they sought FP service from was the closest facility
to their home. Among the facility types, the zonal/above hospitals followed by private hospitals had the
lowest average percent of clients report the facility being the closest facility to their home (Figure 33).
The publicly managed facilities were more likely to be located closer to the client’s home (mean 95.5%),
compared to the private facilities (87%). There was no variation by ecological region or provinces.

3.3.7.3 Mean percent of clients at each facility who did consider the hours or
days of service at facility as not a problem

The convenience and appropriateness of the timing of the facility was also assessed by calculating the
percent of clients at each facility who reported the hours or days of service as not being a major or minor
problem and then aggregating at the facility level. The mean percent was then calculated and compared
by each background characteristic.

Overall, the hours or days of service at a facility was not a problem for the majority 83.5% of clients at
a facility. By facility type, the UHC level facilities had a relatively lower percent (72%) of clients
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reporting the timing of service to not be a problem, while the private facility clients reported the highest
mean percent (Figure 33). The mean percent of clients at a private facility was much higher at about
95% compared to 83% at publicly managed facilities. In addition, the mean percent distribution was
relatively higher for facilities in hill region (85.1%) and Provinces 2 (88.0%) and 3 (88.9%), and the
lowest for facilities in the mountain (81.2%) region and Province 1 (76.3%).

3.4 Equity Dimension Results for Each Service Area

Table 3 shows the distribution of client characteristics by the three individual measurements (age
category, education, and ethnicity) for the client level data used for each of the three service areas. The
majority of the ANC clients are in the age 21-25 group, while the FP clients and caretakers of sick child
are generally in the older age category of above age 25 or don’t know. When categorized as ever or
never attended school, the majority of the clients had attended school in all three service sectors,
although the difference was greatest with the ANC clients. The Janjati/Newar (minority) and Brahmin
ethnic groups were more than 55% of the client population interviewed in all three service sectors.

Table 3 Description of ANC client, FP client and caretakers of sick child characteristics

Caretaker of
ANC clientN=1502 FP clientN=768 sick childN=2186

Variable Category (%) (%) (%)
Client’s age <20 29.2 6.2 13.8
21-25 42.6 25.2 37.2
>25 & don’t know 28.2 68.4 49.0
Clients education Ever attended school 78.2 55.8 67.7
Never attended school 21.8 44.2 37.2
Client’s ethnicity Brahmin 28.5 27.6 30.6
Terai/Madhesi 22.9 14.9 21.5
Dalit 111 14.6 14.0
Janajati/Newar 30.5 39.1 27.5
Muslim/other 7.0 3.8 6.4

3.4.1 Equity dimension: ANC services

Table 4 Association of client satisfaction with 11 service components of ANC service and physical
examination score by individual client characteristics among observed/interviewed ANC
clients at ANC facilities (N=1502)

Clients
satisfied with
= 11 service ANC physical examination score (up to 6)
1502 components (%, row)
Variable Category N (%) p-value 0 1 2 3 4 5 6 p-value
Client’s age <20 439 74.9 71 127 321 214 188 6.8 1.0
21-25 640 79.8 0.46 12 114 245 321 206 8.0 1.2 0.003
>25 & don’t know 423 79.3 35 173 247 313 128 8.1 2.3
Client’s
education Ever attended school 175 77.3 0.38 34 143 254 275 194 9.0 1.0 0.03
Never attended school 327 81.5 41 104 337 331 126 3.1 3.1
Client’s
ethnicity Brahmin 428 81.3 37 139 257 251 214 94 0.8
Terai/Madhesi 344 741 30 179 301 292 154 36 0.6
Dalit 167 736 992 24 92 272 348 189 69 06 046
Janajati/Newar 459 80.1 38 102 275 30.7 161 9.7 2.1
Muslim/other 104 78.7 52 185 226 244 182 6.1 5.1

55



There were no significant differences in client satisfaction with the 11 service components by each of
the three variables of client characteristics (age group, education, and ethnicity). The physical
examination score ranged from 0 to 6, where a point was given for each of the six physical examination
procedures (effectiveness dimension indicator 2). The mean and median score was lowest for the
youngest category of ANC clients (age 20 or below) at 2.6 and 2.0, respectively. A bi-variate analysis
of the categorical physical examination scores with the three age groups showed significant difference
in the distribution of the scores across the age groups (Table 4). The test of association between the
education and physical examination score showed significant difference in the distribution of scores
with a higher proportion of those who ever attended school having a score of 4 and 5 compared to those
who never attended school (Table 4). When examining for variation in the physical examination scores
by ethnicity, the mean and median scores (2.5 and 2, respectively) were lowest for ANC clients who are
from Terai/Madehsi ethnic group compared to the other ethnic groups. However, a bi-variate test of
association showed no significant association between ethnicity and the ANC physical examination
scores (Table 4).

3.4.2 Equity dimension: Sick child care services

Table 5 Association of caretaker of sick child satisfaction, main danger sign assessment score, and
main symptoms/signs assessment score by individual client characteristics at outpatient
child care facilities (N=2186)

Clients
satisfied
with 11 Main symptoms/
service Danger sign assessment sign assessment
components score (out of 3) %, row score (out of 3) %, row
Variable Category N % p-value 0 1 2 3 p-value 0 1 2 3 p-value
Client’s
age <20 302 7838 5 62.7 262 6.7 44 ) 19.8 215 33.1 256 2
21-25 814 832 92 665 231 87 18 927 135 218 396 251 O
>25 & don’t know 1,070 79.1 664 229 92 14 13.6 221 40.0 243
Client’s Ever attended
education school 1,371 799 053 614 267 10 19 0.002 1.4 20.6 409 272 <0001
Never attended
school 815 81.6 735 179 65 22 195 242 356 207
Client’s
ethnicity Brahmin 668 784 641 249 99 11 94 185 442 279
Terai/Madhesi 469 82.1 749 186 58 0.7 271 238 346 146
Dalit 307 778 930 647 251 61 41 002 420 205 338 24. <0.0001
Janajati/Newar 601 844 59.3 26.6 11.2 29 89 194 403 314
Muslim/other 141 753 76.2 151 71 1.7 248 26.1 334 157

As shown in Table 5, there were no significant associations between caretaker of sick child satisfaction
with the 11 service components with the three variables of caretaker’s characteristics (age group,
education, and ethnicity).

For the sick child care analysis, two measures of effective service (danger sign assessment score and
main symptoms/signs assessment score) were compared by the three characteristics. The assessment of
danger sign score (which included the assessment of inability to eat or drink, vomiting, and convulsions)
did not vary by the age category (Table 5). There was significant association in the bi-variate analysis
between education and danger sign assessment, with 73.5% who did not attend school being more likely
to have no danger signs assessed compared to 61% of those who attended school (Table 5). In the
comparisons of ethnicity of the caretaker of the sick child, the bi-variate analysis showed that a
significantly lower percentage of the clients from Janjati/Newar ethnic group (59.3%) did not have any
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danger sign assessed compared to 76% and 75% of the Muslim/other and Terai/Madhesi ethnic groups,
respectively (Table 5).

The main symptoms/sign assessment (cough or difficulty breathing, diarrhea, and fever) with a score
from 0 to 3 had no significant association with the age of the caretaker of sick child, as shown in Table
5. A test of association in the bi-variate analysis showed significant difference in the assessment score
distribution by the two categories of education. The percentage of sick children who were not assessed
for any of the three symptoms/signs was higher for the children whose caretaker had not attended school
(19.5%) compared to those who had attended school (11.4%) (Table 5). Similar to the danger sign
assessment scores, the test of association by ethnicity also showed that a significantly higher percentage
of sick children whose caretakers were from the Muslim/other (24.8%) and Terai/Madhesi (27.1%)
ethnic groups were not assessed for the three main symptoms or signs, compared to about 9% of those
who were from Brahmin or Janjati/Newar ethnic groups (Table 5). A significantly higher proportion of
Janjati/Newar ethnic group (31.4%), compared to 15% of the Terai/Madhesi and Muslim/other ethnic
group, was assessed for all three main symptoms/signs.

3.4.3 Equity dimension: FP services

Table 6 Association of client satisfaction with 11 service components of FP services and physical
examination score by individual client characteristics among observed/interviewed FP
clients at FP facilities (N=768)

Clients
satisfied with
11 service FP Physical examination score (up to 6)
components (%, row)
Variable Category N %  p-value 0 1 2 3 4 5 6 p-value
Client’'sage <20 48 81.6 99 201 393 233 74 0 0
21-25 194 87.2 074 126 296 182 319 52 20 0.5 0.28
>25 & don’t know 527 87.5 13.0 327 240 265 32 04 0
Clients Ever attended
education school 429 86.7 0.80 117 300 222 303 42 13 0.2 058
Never attended
school 339 87.5 140 326 252 243 37 0.1 0
Client’s
ethnicity Brahmin 212 87.8 147 313 228 267 38 0.6 0
Terai/Madhesi 114 84.6 191 328 218 17. 8.4 0 0
Dalit 112 815 015 404 283 297 284 32 0 0 0.78
Janajati/Newar 301 91.2 93 330 221 307 31 15 0.4
Muslim/other 29 70.8 185 16.0 264 39.2 0 0 0

As shown in Table 6, there was no significant association between client satisfaction with the 11 service
components with each of the three variables of FP client characteristics (age group, education, and
ethnicity). The measure FP physical examination score was from 0 to 6, in which a point was given for
each of the six physical examination procedures (effectiveness dimension indicator 4). However, the
bi-variate test of association of each of the three client characteristic variables with the physical
examination score showed no significant association (Table 6).
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4 DISCUSSION AND CONCLUSION

41 Recommendations for the ANC Program

Our analyses of ANC service by quality of care dimensions illustrate areas of strengths and weaknesses
by facility characteristics. Overall, the ANC service delivery was suboptimal or poor quality in the
following three quality of care dimensions: effective, efficient, and safe. The quality of ANC service in
terms of physical examination was poor for both first-visit and follow-up clients. This must be
strengthened through refresher training of ANC providers on conducting all aspects of the physical
examination, emphasizing breast examination, and checking for signs of anemia and edema. Although
the private facilities and UHC level facilities had the best performance of conducting breast
examinations and checking for anemia and edema, this needs to be done for ANC clients at all facility
levels. Similarly, the quality of preventive intervention and counseling for first-time visit ANC clients
was suboptimal at all facility types, except for the UHC facilities. This represents a missed opportunity
to identify and prevent complications during pregnancy. The safe motherhood program can explore the
use of a checklist (either a job-aid or QI tools) for ANC providers as a reminder to perform all the
essential physical examination procedures, and preventive intervention and counseling on all clients.
The effectiveness of using checklists to improve service delivery and compliance through management
of complex or neglected tasks has been demonstrated in various medical fields (DuBose et al. 2008;
Haynes et al. 2009; Perry et al. 2017; Wolff, Taylor, and McCabe 2004).

Among the five domains for service readiness in ANC services, lack of ANC guidelines, laboratory
diagnostic capacity, and staff training were areas of weakness. One step to standardizing the quality of
ANC service is ensuring that all facilities in both the private and public sector have ANC guidelines
available for the health workers. This would help to ensure that protocols are followed. Such guidelines
were missing in majority of the facilities and need to be provided immediately. In addition,
comprehensive training on all five topics of ANC (ANC screening, counseling, complications of
pregnancy and its management, nutritional assessment of pregnant woman, and prevention of mother-
to-child transmission of HIV) was very rare across all facility types and geographic areas. These topics
are usually included in the additional SBA in-service training provided to government facility
ANM/staft nurses who work in maternal and newborn care (Government of Nepal and Ministry of
Health and Population 2006). Although more than 8,500 ANMs who provide ANC services have
received SBA training, the government plans to eventually appoint only SBA-trained ANMs at birthing
centers (Department of Health Services and Government of Nepal 2017). In the future, the safe
motherhood program should also develop a mechanism to include private health facility staff in similar
training and should begin training service providers from the non-governmental private sector.

Basic laboratory diagnostic services such as hemoglobin and urine protein testing to identify and
prevent pregnancy complications are integral parts of ANC, which were lacking in the majority of HP
and UHC facilities, as well as some PHCC level facilities. Similar findings were found in the Nepal
Birthing Center Assessment conducted in 2013 (Ministry of Health and Population Nepal and
Government of Nepal 2014). Lack of diagnostic services can lead to delayed diagnosis or non-diagnosis
of a potential pregnancy complication (such as pre-eclampsia/eclampsia), and can result in the inability
to take preventive measures or receive timely treatment (World Health Organization 2015). Thus, it is
essential for even the peripheral public facilities to have laboratory diagnostic services for conducting
hemoglobin and urine protein tests. Given the decentralization of the management of health facilities in
the federal system, one recommendation to the National Public Health Laboratory, Ministry of Health
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is to provide financial and technical assistance to the peripheral facilities in establishing laboratory
diagnostic services with the priority given to the birthing centers and to the non-birthing center HPs and
UHCs with a large number of ANC clients. In terms of availability of functioning equipment, measuring
tapes for conducting fundal height measurements must be made available at all facilities.

In the new federal system, there is the need for the province-level safe motherhood programs to work
with the local logistic management division to regularly monitor and ensure the supply and availability
of essential oral medicines and vaccines, especially at HP-level facilities and facilities in Province 2,
where this availability was the weakest. Regular QI assessments by the health facility QI team need to
be conducted at regular intervals to monitor service readiness, identify gaps, and intervene accordingly
at the local level. This may be more efficient under the new federal system of localized management
and delivery of health care services. The budget for improving the quality of care and
monitoring/supervision activities should be included in the planning phase. Since supervision visits are
more likely to occur than refresher trainings (MOH, New ERA, NHSSP, and ICF 2017), there is a need
for the ANC supervision visits to also entail observation of the ANC client examination/counseling at
all levels of the facility to ensure that standard guidelines are followed. The QI modules developed by
the management division should be useful in identifying gaps in skills and the mentoring of health
workers on ANC examinations (Ministry of Health 2018).

Although the higher-level zonal/above hospitals are expected to be equipped and staffed to provide a
comprehensive ANC services, their performance in terms of adherence to standards of care service
delivery was not optimal. The zonal/above hospitals performed about 9.5 of the 12 ANC services on
average, which is equivalent to the PHCC level facility or private facilities. Fewer than half of the
zonal/above hospitals reported providing essential ANC services such as testing for protein,
hemoglobin, and syphilis rapid diagnosis. The laboratory capacity in higher-level facilities is a priority
that needs to be strengthened and reasons for lack of such service should be further investigated. In
addition, the zonal/above hospitals had longer waiting times which was reported as a problem by a
greater proportion of patients. Similar long waiting times have been reported in other countries at
higher-level facilities (Wang et al. 2014). The zonal/above hospitals also had a relatively lower
proportion of satisfied clients with the overall service and the eleven service components. Long waiting
time is known to be associated with increased client dissatisfaction and can have a negative impact on
service uptake (Pizer and Prentice 2011).

As the referral hospitals, zonal/above hospitals are known to be overcrowded and overburdened. One
way to reduce the burden on the higher-level facilities is to improve the service delivery capacity in the
peripheral health facilities which are often bypassed (Karkee, Lee, and Binns 2015; MOHP, HERD, and
NHSSP 2014; Shah 2016;). In addition, the zonal/above hospitals could conduct client flow analysis
(Lynam, Smith, and Dwyer 1994) in order to reduce waiting times. Since the average number of days
ANC services are provided at zonal/above and district hospitals was relatively low compared to the
other facilities, there is a need to reduce the heavy case load and waiting time. In addition, the service
hours and days at the zonal/above hospitals and facilities in Province 1 need to be assessed by the QI
team in order to improve accessibility for clients.

Because the private facilities were less likely to have visual aids for client education, it is recommended
that the safe motherhood program include the private sector facilities during the printing and
distribution. The UHC and HP facilities also need to be provided with a private area for ANC
consultation in order to improve the quality of client-centered ANC service, which was found to be
lacking in these lower-level facilities.
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Our results provided evidence that infection prevention practices are still not optimal. This suggests a
need to strengthen infection prevention practices in all facilities, but especially in the UHC and private
health facilities. Of the various infection prevention domains, less than half of the facilities had soap
and running water (44.3%), which are very basic but essential supplies that were missing. Thus, there
needs to be regular implementation of QI tools to assess infection prevention and regular monitoring by
health facility QI team or local level monitoring body to help maintain optimal infection prevention
standards. Furthermore, the vast majority of facilities did not have an injection safety precaution
guideline because there is no injection safety guideline developed for the safe motherhood program.
This needs to be done immediately by the Ministry of Health in order to avoid putting the health workers
and clients at risk.

The ANC services were performed better in the following quality of care dimensions: timely, client-
centered, reliable, and appropriate. The service delivery by qualified ANC providers was found to be
optimal. Similarly, most of the clients who visited the lower-level health facilities reported them as
being the closest facility to home. Despite the delivery of suboptimal performance of effective, efficient,
and safe ANC service delivery, the vast majority of clients at each facility said they were satisfied with
the services and would recommend the facility to a friend or family member. Further analysis with the
NHFS data that assesses client satisfaction and its associated factors could enhance further
understanding of service delivery.

4.2 Recommendation for the Child Health Program

Our analysis showed high availability of child curative services especially in the public facilities,
although other components related to effectiveness of child services were generally poor. The basic
assessments required by the IMNCI guidelines for any sick child were lacking in most facilities and
were especially poorly conducted at the UHC and HP-level facilities. Under the IMNCI program,
training of new and older staft should emphasize the importance of conducting danger sign and main
symptom assessment for all sick children. In addition to the basic assessments, complete assessment
that is specific to the child morbidity (fever of unknown origin, ear infection, and pneumonia) was
lagging behind at the national level and all facility levels, especially in the zonal/above hospitals. There
is a need for health care providers at all levels to abide by the IMNCI guidelines and to strengthen the
training and supervision of staff in order to enhance the quality of clinical care for sick children.

Availability of services should come hand-in-hand with facility readiness to provide quality care (World
Health Organization 2013). Interestingly, service readiness in zonal and above hospitals was poor,
compared to other facilities in terms of most service components such as availability of the IMNCI
guidelines, training of staff in previous 24 months, and availability of the essential oral medicines. The
peripheral health facilities (HPs and UHCs) were the least prepared to provide laboratory services.
However, the lack of laboratory services in a few higher-level government facilities is unacceptable. Of
all the service readiness components of curative services, staff training in IMNCI and IYCF was the
weakest. Based on the knowledge and skill assessments that used tools such as QI tools, the child health
program should decide whether to provide refresher training or onsite coaching in order to enhance the
capacity of service providers. The Ministry of Health should strictly enforce minimum service readiness
standards for each facility level through the existing quality assurance mechanisms such as “supervisory
checklists for health systems” and then immediately address the gaps in service.

The readiness to provide quality vaccine service was suboptimal with the majority of the staff having
not received the EPI training in past 24 months and the lack of vaccination guidelines in almost half the
facilities. Availability of vaccination service equipment was good on average, although the availability
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of vaccine carriers with ice packs, which is very important to maintain the temperature of vaccines, was
lacking in several facilities. Vaccine service readiness was observed to be comparatively poor in the
Terai Region and Province 2 facilities. A recent national survey also showed that basic vaccinations
were comparatively lower in the same regions (Ministry of Health Nepal, New ERA, and ICF 2017).
Thus, addressing readiness of vaccination service through refresher trainings or on-site coaching at
more regular intervals, provision of vaccination guidelines at all facility levels including the private
sector, and regular monitoring of vaccination equipment could improve the overall quality of
vaccination services.

Regular procurement of commodities and drugs in Nepal’s health facilities has been an area for
improvement (MOHP, HERD, and NHSSP 2014). This analysis also showed that in addition to the lack
of equipment for the outpatient care of sick children, the facilities lack readiness in the provision of
basic and priority medicines as well. This study highlights the poor service readiness in the availability
of essential oral medicines in the higher-level zonal/above hospitals. Amoxicillin and Cotrimoxazole
syrup are essential medicines that were scarcely available as noted in the NHFS 2015 (MOH, New
ERA, NHSSP, and ICF 2017). A 2013 survey conducted in Nepal also reported that Amoxicillin
syrup/tab stock-out was most problematic among other essential drugs, especially at the peripheral
health facilities (MOHP, HERD, and NHSSP 2014). The same survey showed that peripheral level
health facilities (PHCCs and HPs) faced more problems with stock-out compared to the hospitals. In
our analysis, it was true for priority medicines, whose availability was considerably higher among the
higher-level facilities compared to the peripheral facilities. There is a different mechanism for
procurement and supply in zonal and above hospitals compared to peripheral facilities. This may
account for the availability of essential medicines. The Child Health Program needs to establish a
mechanism that will make these medicines available at the higher-level hospitals round the year. On a
quarterly basis, the Program should analyze the logistic management and information system (LMIS)
information on the availability of these medicines at the health facilities and take definitive action
accordingly.

The availability of equipment for curative services was lower in the peripheral health facilities. This
was largely attributed the lack of height or length measuring equipment and a child weighing scale at
these facilities. A study conducted in 2016/17 in selected health facilities of Nepal also showed there
was low availability of weighing scales compared to other basic equipment (World Health Organization
and Nepal Development Research Institute 2017). The recent NDHS revealed that stunting in Nepal
remains at 36% among under 5 children, which is only a modest decrease from 2011 (Ministry of Health
Nepal, New ERA, and ICF 2017). Since growth monitoring and promotion is crucial to preventing
malnutrition (Ashworth, Shrimpton, and Jamil 2008), the availability of basic tools for monitoring the
growth of infants and children is essential. Health management committees at the local level could play
vital role in ensuring the availability of such basic tools equipment by using local resources.

There are several management issues that health facilities could address to improve the timeliness and
safety dimensions of quality care. For instance, the longer waiting time at higher- level health facilities
was problematic for clients. A study of delivery care services in Nepal showed that long waiting time
at a health facility was one of the major components of dissatisfaction that lead to bypassing local
birthing centers and opting to either deliver at home or go to a referral hospital (Khatri et al. 2017). One
way to address this issue of long waiting time in the higher-level health facilities is to strengthen the
two-way referral mechanism so that follow-up could be done at the peripheral level. The Child Health
Program should focus on enhancement of the client flow and the capacity of zonal and above hospitals.
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Infection prevention efforts remain moderate at all levels of health facilities. The overall infection
prevention index score was moderate, although it was lower in the higher-level health facilities and the
private facilities. Low availability of safety boxes or sharp containers in private facilities and higher-
level facilities is a concern. Difficulty in maintaining or improving infection control was observed in
the higher-level facilities where there is a higher influx of clients. In addition to improving infection
prevention, the lack of injection safety precaution guidelines was evident in the vast majority of the
facilities. Lack of standard guidelines can hamper adherence to safety precautions. However,
availability of guidelines alone will not ensure adherence to protocols. A study in Uganda found that
only half of health workers had ever read guidelines on infection control and that in-service training on
infection control was an important factor for improving infection control (Wasswa et al. 2015). Regular
in-service training on infection control by supervisors, along with the use of visual guidelines at the
facility level, can improve the safety dimension of quality of care. The Child Health Program needs to
work with Management Division and other divisions to take immediate action to improve the infection
prevention practices at public as well as private health facilities.

The quality of care dimensions that were relatively better were reliability, client-centeredness, and
appropriateness. Overall client satisfaction was quite high at the national level. By facility type,
satisfaction was lower among clients visiting the district hospitals and zonal/above hospital, compared
to the peripheral health facilities. This agreed with the IMNCI program assessment in which caretakers
who visited PHCCs and HPs were highly satisfied with the overall service (World Health Organization
and Nepal Development Research Institute 2017). According to our findings, the three major problems
at the higher-level facilities were waiting time to see a provider, availability of medicines at facility, and
amount of visual and auditory privacy. Despite the suboptimal quality of care, the majority of the
caretakers said they would recommend the facility to their friends and family members. This could be
due to the lack of availability of other facilities, especially in rural areas, as seen in rural Haiti where
access to one health facility when there are no other choices played a key role rather than the facility
readiness in the utilization of delivery care (Wang, Winner, and Burgert-Brucker 2017).

Research conducted in one of the districts of Nepal showed that mothers emphasized the importance of
timely services, privacy, and responsiveness from providers in maternal and neonatal health services
(Koirala, Madhu, and Aro 2015). Visual aids which are effective in providing information and educating
the client and caretakers need to be made available at all health facilities, including the private sector.
The availability of these visual aids at facilities should also be regularly monitored and made available
by external quality assurance teams. Although the outpatient curative services for sick children were
reported to be geographically appropriate for the majority of the clients, the service hours and days of
service could be improved. This needs to be assessed and explored at the individual facility level,
especially when there is increased client flow.

4.3 Recommendation for the FP Program

Nepal has stagnated in use of FP methods in the last decade. The decrease in TFR has shown positive
progress, and the limited gain in the CPR (Ministry of Health and Population (MOHP) 2015) should be
viewed cautiously and needs to be explored. This analysis of FP service by the quality of care
dimensions has provided further insights into program improvement.

Our analysis revealed that the effectiveness, efficiency, and client-centeredness dimensions performed
poorly to moderately in FP family services. One of the strategic directions for universal health coverage
in Nepal is ensuring access to all basic health services. However, a primary barrier, as identified in this
study, is the lack of FP commodities at all levels, especially at the peripheral level, which is accessible
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by the vast majority of the population. It is also evident that availability of a greater number of choices
of FP methods at a facility helps to promote contraceptive use (Ross and Stover 2013; Wang et al. 2015).
However, provision of FP methods is limited at the peripheral level health facilities (MOH, HERD, and
NHSSP 2014) despite strategies that aim to increase availability of at least five temporary modern FP
methods (combined oral contraceptive pills, progestin-only injectable contraceptives, male condoms,
IUCD, and implants). As shown in Table 5.4.1 in the NHFS 2015 report, the provision of [UCD and
implant services in the HP and UHC level facilities is very low and can be improved (need reference
for NFHS). This calls for major program action. The GoN should address this by strengthening
readiness and supply chain management, and making long-acting reversible contraceptives available,
specifically in the peripheral facilities and private hospitals. Moreover, local governments should also
encourage facilities to practice FP micro-planning in low coverage and low availability areas. Micro-
planning is a strategy to analyze the current FP situation and make context-specific response plans
which have been shown to be effective in improving FP outcomes in the Doti District in Nepal (Nepal,
Ancker, and Baral 2016).

The practice of taking a client’s reproductive history and performing a physical examination, which are
mandatory in identifying a client’s health condition, reproductive need, and suitability of FP method,
especially for the first-visit FP clients, was very poor overall. Table 5.8.1 in the NFHS 2015 report
illustrates that breastfeeding status and desire for more children/desired timing of next child were not
asked of the majority of the clients overall when taking a reproductive history (MOH, New ERA,
NHSSP, and ICF 2017). Furthermore, the report also illustrates that medical history (namely smoking,
STIs, and chronic illnesses) were assessed in only 3%, 4.3% and 18.8% of the first visit FP clients.
Compared to public facilities, the private health facilities performed poorly in conducting
comprehensive reproductive history and physical examinations.

Similar findings were evident in a systematic review that revealed that the private sector performed
poorly in following the medical standard of practice when compared to public sector (Basu et al. 2012).
To address this, FP trainings (in-service and refresher) should stress that all components of reproductive
history and physical examination are extremely important and that these practices should be encouraged
by service providers through the availability of guidelines and job-aids for FP staff in both the public
and private sectors. Furthermore, the federal and local government should also strengthen its
supervision and monitoring system and focus on the importance of effective counseling, history taking,
and physical examination during coaching, supervision, and monitoring of service providers.

Another important but mostly neglected component identified in this analysis is the lack of
comprehensive counseling provided for clients. Overall, only a very small proportion of clients were
provided with information on how to use FP methods, the side effects, and directions for when to return
for follow-up for the method prescribed or provided. Such negligence in providing proper FP counseling
may lead to an increased discontinuation rate, contraceptive failure rate, and infection. To deliver high
quality FP services and to ensure an increase in the CPR and other FP outcomes, it is essential for the
service providers to be reminded during trainings of the importance of delivering comprehensive
counseling to all FP clients. The GoN should encourage local governments to strengthen the existing
quality improvement process and system, which supports peripheral facilities in identifying
comprehensive gaps in service delivery through client participation and addressing them.

The current Family Health Division should make FP guidelines available at all level of health facilities
including the private facilities. Currently, there are many different guidelines developed by the GoN
and the various external development partners. The Family Health Division could consolidate all FP
guidelines to make it more convenient for the service providers. However, in the federal system post-
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decentralization, it is recommended that the Family Health Division facilitate provision of guidelines
through a public access database and that the local governments ensure that necessary guidelines are
available at all levels of health facilities.

Our results also suggest the need for substantial strengthening of knowledge and skills of service
providers, which are key to facility readiness to deliver quality FP services. Evidence suggests there are
significant differences in service delivery outcomes, such as clients being given correct information of
protection from STIs, when being counseled by providers trained in past 2 years, compared to providers
with no recent training (Assaf, Wang, and Mallick 2015). At present, the GoN provides only one training
and does not have provisions for regular refresher trainings, which appear to be important given
evidence of the poor clinical performance by service providers. More recently, the GoN has introduced
onsite coaching which remains to be effectively implemented. The local government should strengthen
and scale-up coaching, and provide more targeted attention to service providers’ knowledge and skills.
The GoN should also monitor FP trainings and ensure that service providers have the necessary skills
and abide by the FP guidelines.

All levels of health facilities need to be provided with the basic FP equipment in order to deliver quality
service. Except for the BP apparatus and examination bed or table, the majority of the facilities lacked
the other basic FP equipment, especially the lower-level public facilities and private facilities. In
addition, the readiness to provide IUCD and implant services, in terms of availability of required
equipment and supplies, was poor especially in lower-level health facilities. Compared to private
facilities, fewer public facilities had all the required equipment/supplies for both implant and [UCD
services. Poor service readiness to provide quality [IUCD and implant services, specifically in Provinces
4, 6 and 7 as well as the Terai Region, demonstrates the need for major action in supply chain
management at both the peripheral public facilities and the federal level. Since the new federal system
requires the federal government to procure its own FP commodities, the provincial government should
be actively engaged in developing a mechanism in which regular supplies are ensured at facilities and
priority is given to filling the gaps in service readiness to deliver quality care.

In terms of client-centeredness of quality FP services, the vast majority of clients reported being
satisfied with the overall service and with all eleven service components. There is still the need to
improve the FP counseling skills and to improve discussions with the client about concerns with a
specific choice of FP method. This may be strengthened through supportive supervision as well an
emphasis on FP-related trainings. Although the majority of the facilities (except for the UHCs) had a
private room for FP consultations, visual and auditory privacy during the observed consultation visits
was poor, especially in the district hospitals, PHCCs, and peripheral public facilities. Considering the
sociocultural sensitivity and stigma around FP, ensuring privacy and confidentiality of clients at all
levels of health facilities is a necessity. Several studies in different countries have illustrated the
importance of privacy and confidentiality in FP service provision (Atuahene, Afair, Adjuik, and Obed
2016; Tessema et al. 2016). Thus, it is essential for the service providers to abide by the national
guidelines in ensuring privacy during FP consultations. This needs to be monitored on a regular basis
by the supervisors and health facility.

Our analysis of FP services also showed that the timeliness, safety, reliability, and appropriateness
dimensions performed comparatively better. However, there were few areas of improvement that need
to be addressed. With timeliness, the higher-level facilities performed poorly in terms of waiting time
for consultations compared to peripheral health facilities. Studies have shown waiting time to be
significant predictor of overall client satisfaction (Agha and Do 2009; Aldana, Piechulek, and Al-Sabir
2001; Hutchinson, Do, and Agha 2011; Wang et al. 2015) and quality care is associated with increased
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uptake and continuation of FP methods (Acharya and Cleland 2000; Arends-Kuenning and Kessy 2007;
Blanc, Curtis, and Croft 2002; Mariko 2003). Addressing health worker shortages and increasing the
number of service providers in high client load facilities will help reduce client waiting time. The
higher-level facilities were also found to have provided FP services for fewer days on average in a 28-
day month. Thus, waiting time could also have been affected due to the fewer service days. It is
recommended that the managers of the zonal/above facilities conduct their own assessment to identify
and understand the factors that influence long waiting times and address those factors. Moreover,
educating clients on their rights to quality FP services, implementing interventions to improve the health
literacy of clients, and involving community and clients in decision-making for service delivery are
equally important in designing and implementing client-centered services.

The GoN should strengthen current infection prevention practices for FP services at all levels of health
facilities, especially peripheral facilities. Infection prevention procedures have been identified as critical
in improving efficient, continuous use of FP methods (Murphy and Steele 2000). The infection
prevention index score could be improved substantially by improving hand hygiene, since all
components of hand hygiene (running water, soap, or hand disinfectant) are found in fewer than half of
all facilities (MOH, New ERA, NHSSP, and ICF 2017). Immediate action is also needed from the GoN
to make injection safety guidelines available at all levels of health facilities, while the local governments
should ensure that the guidelines are adhered to during service delivery through supportive supervision
and monitoring.

To make FP services reliable, increasing access to FP services and continuation of FP services delivery
through qualified providers is important. In Namibia and Senegal, a supervision visit in the last 6 months
was significantly related with client satisfaction (Wang et al. 2014). Ensuring the competency of
qualified providers is necessary as well. Almost all the service providers observed were qualified FP
providers, although as seen in our analysis, this does not translate to the provision of optimal clinical
care. Thus, it is vital that all levels of FP providers be given refresher trainings every 24 months and
that the trainings emphasize the gaps in health worker knowledge and skills.

As per the GoN’s provision, FP services should be provided throughout the month (all working days).
The local administrative body needs to strictly regulate this because service delivery gaps are evident.
In addition, continued provision of FP services through satellite or outreach clinics to those who cannot
reach the facilities is also recommended. In rural Haiti, use of modern contraceptives was significantly
higher (more than 2 times) among those who had greater access (having more than one facility providing
3+ FP methods) to FP facilities compared to those who had low access (having no facility providing 3+
FP methods (Wang et al. 2015). Currently, a number of health care reforms are underway which provide
an opportunity for service expansion at the primary health care level. The local government should
encourage health facilities to utilize information from the health management information system, client
exit interviews, social audits, and information from management committee meetings to plan and
deliver context, province, and need-specific quality FP services.

4.4 Equity in ANC, Sick Child Care, and FP Services

Reducing inequities in health care must be synergistically integrated with quality improvement. Our
analyses of the equity dimension found evidence of variation in some indicators of quality care based
on certain client characteristics. The good performance in the equity dimension on client satisfaction
with the 11 service items may be high because the baseline of the indicator was already high, which left
little possibility for variation. We found that the quality of basic examinations and assessment varied by
education level with those never attending school receiving lower quality care in all three service areas
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(FP, ANC, and sick child care). The 2016 NDHS report shows that inequity in the utilization of ANC
service and basic vaccination services by education level favors those with higher education, and that
access to FP services favors those who have no education with this group having the highest proportion
of modern contraceptive use and lowest unmet need (Ministry of Health, New ERA, and ICF 2017). In
a recent study in Kenya, the authors found good performance in the equity dimension because there was
no significant difference in the measures of quality of ANC (ANC physical examination score, client
satisfaction, and whether visit was conducted by qualified ANC provider) by the ANC client’s education
level (Lee, Madhavan, and Bauhoff 2016). The inequity in examination and assessments by ethnic
background of FP, ANC clients, and caretakers of sick children an seen in our study is an area the
government needs to further explore in order to achieve the goal of an equitable health service delivery
system.

Measures of quality of care are limited in the NDHS but it is evident that counseling services on various
ANC topics were lower for women in rural areas, the Terai Region, and those with no education, which
supported our findings (Ministry of Health, New ERA and ICF 2017). Currently in Nepal, the equity
gap is assessed on certain health outcome indicators by wealth quintile and ecological region, except
for stunting, which also includes ethnicity group (Ministry of Health and Population 2015). It is
recommended that the Ministry of Health and Population also assess inequity by ethnicity and education
on all health outcomes, as well as including equity gap analysis on the process of care indicators which
are lacking. Furthermore, it should also be stressed during training and supervision visits that health
care providers in all service areas provide quality and patient-centered care to all clients.

4.5 Limitations

One of the limitations of this study is the complexity of defining quality of care in terms of the eight
dimensions of quality of care, as defined by the NHSS, despite the lack of a clear definition for each
dimension. A major limitation in the comparisons between the facility background characteristics is that
there were no significance tests performed as non-parametric tests of significance that compared the
difference in mean or median which was not possible using the survey design weights. The study sample
also did not meet the requirements for parametric tests of significance.

There are also limitations to the indicators. All measurements were subject to the data collected in the
2015 NHFS. Some indicators such as client satisfaction are very subjective. Other indicators based on
health worker performance are likely to be different in cases when the provider is being directly
observed versus when they are not observed, a phenomenon known as the Hawthorne Effect
(McCambridge, Witton, and Elbourne 2014; Mayo 2003). Finally, a few of the sick child care
observation indicators under the effectiveness dimension are based on a small number of clients and
may not be representative of the care being provided at each facility.

4.6 Overall Recommendation

The 2018 Lancet Global Health Commission on high-quality health systems in the SDG era asserts that
providing health services without guaranteeing a minimum level of quality is ineffective, wasteful, and
unethical (Kruk et al. 2018). An analysis of 16 low to middle-income countries showed that Nepal was
one of the low performing countries in terms of adherence to WHO guidelines in improving ANC, FP,
and sick child care services (Kruk et al. 2018).

The 2015 NHEFS is the baseline assessment of components of quality of care across various service
sectors. One recommendation for government and non-government stakeholders working towards
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health system strengthening and improving quality of care is to hold workshops to review the results of
these analyses and other secondary analysis of NHFS data, identify the most pressing issues, and inform
action plans that address them. Further research is also encouraged to better understand the gaps and
strengths in the current health system. There are blind spots in quality of care data in areas such as user
experience, system competence, confidence in the system, and the wellbeing of the people (Kruk et al.
2018).

Our analyses showed high levels of satisfaction despite suboptimal quality of care in all three services.
Satisfaction is strongly influenced by a host of other factors such as demographics, past care
experiences, expectations, and potentially courtesy bias (Batbaatar et al. 2017). It is also important to
note that client satisfaction is very subjective because it is a personal perspective and two individuals
who receive the same quality of health care service may report very different levels of satisfaction.
Thus, user satisfaction provides an important perspective, although other measures of confidence and
user experience such as people’s trust in the health system, confidence that people can obtain the care
they need, metrics that reveal preference such as bypassing, and patient retention need to be studied and
measured.

In all three service areas, quality of care that ensures the services provided were effective, efficient, and
safe were found to be poor compared to the other quality of care dimensions. These three dimensions
need to be improved substantially through specific interventions. Since the gaps and strengths in
delivering quality care vary by type of health facilities and type of service, it is essential that rigorous
implementation of minimum service standards for health facilities ensure service readiness and that
health facility and hospital QI systems regularly monitor quality of care and address the identified gaps.
Furthermore, there is a need for the GoN to establish a quality improvement management information
system to monitor real-time quality of care because the NHFS is very expensive to conduct frequently
and regular QI data is needed to monitor progress in quality.

With the decentralization of health system management in the new federal government, it is vital that
the local federal health departments ensure an adequate budget in the annual work planning and
budgeting to implement QI related activities. Improvement efforts should be adapted for the local
context because what works in one type of facility or setting may not work elsewhere. Thus, targeted
actions by the local authority (federal government) is vital. Studies to understand contextual factors that
promote or hinder reform are required even more now in the context of the new federal system of
governance.

Although efforts are being made to monitor equity in service provision and health outcomes, there is a
need for equity gap analysis and monitoring of process of care indicators to help identify inequity in
service delivery, factors that influence inequity, and eventually reduce inequity in health outcomes. Our
findings also highlighted the need to improve health care workers performance in terms of compliance
with standards of care, which could be achieved through regular refresher trainings as well as regular
monitoring, supervision, and on-the job trainings.

The current NHSS cites the eight quality of care dimensions but does not define the dimensions
(Ministry of Health and Population 2015). Our analysis serves as reference for developing such
indicators by quality of care dimensions. It is essential for the NHSS and the Ministry of Health and
Population to identify and clearly define the key indicators within the quality of care dimensions
because this will help health facilities understand and monitor the various dimensions of quality of care.
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APPENDIXD ANC QUALITY OF CARE RESULTS BY
DIMENSIONS

Appendix Table D1

Mean, median, minimum and maximum of facility scores for the effectiveness
dimension, by background characteristics

103

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
1. ANC service score (out of 12) |Facility type:
Zonal and above hospitals 9.5 9 3 12
12 services provided either observed District-level hospitals 10.1 10 5 12
or reported (if not seen): Private hospitals 9.5 9 4 12
e Weighing client PHCCs 9.5 9 6 12
e Taking Blood pressure HPs 8.4 9 4 12
e Protein in urine test UHCs 8.2 8 6 9
¢ Hemoglobin test . .
e Counseling on FP MS'_‘agt'“g authority o5 9 4 12
; o rivate .
. \Cl)i:iLtjgsellng on minimum 4 ANC Public 85 9 3 12
¢ Counseling on birth preparedness Ecological .
e HIV testing and counseling cological region
" - : Mountain 8.6 9 4 12
¢ Syphilis rapid diagnostic test Hill 8.6 9 4 12
¢ Provide iron/folic acid Terai 8.6 9 3 12
supplements
. Prov?de TT vaccination Province
e Provide Albendazole 1 8.6 9 4 12
2 8.4 9 3 12
3 8.7 9 4 12
4 8.6 9 7 12
5 8.6 9 5 12
6 8.5 9 6 12
7 8.7 9 5 12
Overall 8.6 9 3 12
2a. Mean physical examination
score for first visit ANC clients |Facility type:
(out of 6) Zonal and above hospitals 2.6 2.8 0.8 4.4
District-level hospitals 2.8 2.8 0.4 54
Includes: Private hospitals 3.0 3.0 1.0 6.0
¢ Weight measured PHCCs 27 2.6 0.5 6.0
e BP measured HPs 2.6 2.5 0 5.0
e Breast examination UHCs 3.6 3.5 3.0 4.0
e Checked for edema . .
e Checked client’s abdomen for Managing authority
uterine/fundal height using Private 3.0 3.0 1.0 6.0
measuring tape or ultrasound Public 2.6 25 0 6.0
e Examined conjunctiva/palm for . .
anemia Ecological region
Mountain 2.7 2.5 2.0 4.0
Hill 2.7 2.8 0 6.0
Terai 2.6 25 0.5 6.0
Province
1 29 2.9 0.8 5.0
2 23 23 0.5 6.0
3 2.8 2.6 1.0 6.0
4 3.2 3.0 0.4 4.7
5 29 2.8 0.8 54
6 2.7 25 0.5 5.2
7 2.6 25 0 5.0
Overall 3.0 3.0 0 6.0
Continued...



Appendix Table D1—continued

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
2b. Mean physical examination
score for follow-up ANC clients |Facility type:
(out of 6) Zonal and above hospitals 26 29 0.8 4.4
District-level hospitals 3.0 3.0 0.4 5.4
Includes: Private hospitals 29 3.0 1.0 54
¢ Weight measured PHCCs 2.6 25 0 5.0
¢ BP measured HPs 2.7 2.9 0 6.0
e Breast examination UHCs 3.0 4.0 0 6.0
e Checked for edema i .
e Checked client’s abdomen for Managing authority
uterine/fundal height using Private 2.9 3.0 1.0 5.4
measuring tape or ultrasound Public 2.7 2.9 0 6.0
e Examined conjunctiva/palm for ) .
anemia Ecologlgal region
Mountain 2.6 2.8 1.0 5.0
Hill 2.9 3.0 0 5.2
Terai 2.6 2.8 0 6.0
Province
1 3.0 2.9 0.8 5.0
2 23 2.2 0 5.0
3 29 2.9 1.0 6.0
4 3.0 3.2 0.4 5.0
5 29 3.0 0.8 54
6 25 25 0 5.2
7 25 25 0 5.0
Overall 2.8 3.0 0 6.0
3. Mean score for preventive
intervention/counseling for Facility type:
first-time visit ANC clients (out | Zonal and above hospitals 4.4 4.8 1.4 7.2
of 8) District-level hospitals 3.9 3.7 1.0 7.5
Private hospitals 3.6 3.0 1.0 6.6
Provider gave or prescribed the PHCCs 3.8 3.6 0 8.0
following: HPs 3.1 3.0 0 8.0
e iron or folic acid tablets UHCs 5.6 8.0 2.5 8.0
¢ albendazole
e TT injection Managing authority
Private 3.6 3.0 1.0 6.6
Provider gave advice or counseling on | Public 3.3 3.0 0 8.0
maintaining a healthy pregnancy
Ecological region
Provider asked, performed, referred or | Mountain 3.5 3.0 0.5 8.0
looked at report regarding Hill 3.6 3.5 0.5 8.0
« hemoglobin test Terai 3.2 3.0 0 8.0
¢ blood grouping Province
e urine test
o syphilis test 1 38 4.0 0 8.0
2 2.9 24 0 8.0
3 34 3.0 0 8.0
4 4.1 4.0 2.0 7.2
5 34 3.1 1.0 75
6 3.3 34 0.8 8.0
7 3.6 3.3 0.5 7.0
Overall 3.4 3.0 0 8.0
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Appendix Table D2 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for the efficiency dimension by background characteristics
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Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
2a. Service readiness to provide Facility type:
ANC service: Zonal 5and above hospitals 18.3% NA NA NA
District-level hospitals 27.4% NA NA NA
Domain 1: Percent of facilities with Private hospitals 4.3% NA NA NA
an ANC guideline available PHCCs 24.2% NA NA NA
HPs 27.5% NA NA NA
UHCs 4.0% NA NA NA
Reproductive health clinical protocol or
any other ANC guideline like maternity |Managing authority
guideline/National medical standard Private 4.3% NA NA NA
volume Il Public 26.4% NA NA NA
Ecological region
Mountain 17.5% NA NA NA
Hill 25.8% NA NA NA
Terai 26.5% NA NA NA
Province
1 14.8% NA NA NA
2 24.1% NA NA NA
3 17.9% NA NA NA
4 31.4% NA NA NA
5 46.7% NA NA NA
6 24.8% NA NA NA
7 18.2% NA NA NA
Overall 25.0% NA NA NA
2b. Service readiness to provide
ANC service: Facility type:
Zonal and above hospitals 1.1 0 0 5
Domain 2: Staff training score in the District-level hospitals 1.6 1 0 5
past 24 months on five ANC training Private hospitals 0.3 0 0 4
topics (max number of training out of 5)| PHCCs 1.3 0 0 5
e ANC screening HPs 0.8 0 0 5
e Counseling for ANC UHCs 0.5 0 0 4
e Complications of pregnancy and
their management Managing authority
« Nutritional assessment of Private 0.3 0 0 4
pregnant woman Public 0.9 0 0 5
e PMTCT of HIV
Ecological region
Mountain 1.1 0 0 5
Hill 0.7 0 0 5
Terai 0.8 0 0 5
Province
1 0.7 0 0 5
2 0.6 0 0 5
3 0.8 0 0 5
4 0.7 0 0 5
5 0.6 0 0 5
6 1.4 0 0 5
7 1.4 1 0 5
Overall 0.8 0 0 5
2c. Service readiness to provide Facility type:
ANC service: Zonal and above hospitals 4.3 5 3 5
District-level hospitals 4.4 4 2 5
Domain 3: ANC Equipment score Private hospitals 4.1 4 0 5
(out of 5) PHCCs 4.3 4 2 5
e BP apparatus HPs 3.8 4 0 5
e Examination bed/table UHCs 4.0 4 2 5
o Adult weighing scale
e Fetoscope Managing authority
e Measuring tape Private 4.1 4 0 5
Public 3.8 4 0 5
Continued...



Appendix Table D2—continued

Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
Ecological region
Mountain 3.8 4 0 5
Hill 3.9 4 0 5
Terai 3.8 4 0 5
Province
1 3.8 4 1 5
2 3.6 4 0 5
3 3.9 4 0 5
4 4.1 4 2 5
5 4.0 4 0 5
6 3.6 4 0 5
7 3.8 4 0 5
Overall 3.8 4 0 5
2d. Service readiness to provide Facility type:
ANC service: Zonal and above hospitals 1.9 2 1 2
District-level hospitals 2.0 2 1 2
Domain 4: ANC laboratory Private hospitals 1.9 2 0 2
diagnostics score for each facility PHCCs 14 2 0 2
(out of 2 diagnostics) HPs 0.1 0 0 2
e Hemoglobin test UHCs 0 0 0 0
o Urine protein test
Managing authority
Private 1.9 2 0 2
Public 0.2 0 0 2
Ecological region
Mountain 0.2 0 0 2
Hill 0.3 0 0 2
Terai 0.4 0 0 2
Province
1 0.3 0 0 2
2 0.2 0 0 2
3 0.4 0 0 2
4 0.3 0 0 2
5 0.3 0 0 2
6 0.3 0 0 2
7 0.3 0 0 2
Overall 0.3 0 0 2
2e. Service readiness to provide Facility type:
ANC service: Zonal and above hospitals 2.7 3 1 3
District-level hospitals 2.8 3 1 3
Domain 5: ANC essential oral Private hospitals 2.2 3 0 3
medicines and vaccine score (out of | PHCCs 2.6 3 1 3
3) HPs 2.1 2 0 3
¢ [ron/folic acid UHCs 2.3 2 1 3
o Albendazole
« Tetanus toxoid vaccine Managing authority
Private 2.2 3 0 3
Public 2.1 2 0 3
Ecological region
Mountain 2.2 2 1 3
Hill 2.2 2 0 3
Terai 2.0 2 0 3
Province
1 2.2 2 0 3
2 1.8 2 0 3
3 23 2 0 3
4 2.2 2 2 3
5 2.2 2 0 3
6 2.1 2 0 3
7 2.1 2 1 3
Overall 2.1 2 0 3
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Appendix Table D3 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring appropriateness by background characteristics

Dimensions: Appropriateness Background characteristics Mean Median | Minimum | Maximum
1.  Number of days per month ANC |Facility type:
services are provided in a 28- Zonal and above hospitals 18.4 24 4 24
day month District-level hospitals 17.9 24 2 28

Private hospitals 25.5 28 4 28
PHCCs 20.3 24 1 28
HPs 21.2 24 1 28
UHCs 241 24 22 28

Managing authority
Private 255 28 4 28
Public 21.2 24 1 28

Ecological region
Mountain 22.7 24 1 28
Hill 224 24 1 28
Terai 19.8 24 1 28

Province
1 23.0 24 1 28
2 19.0 24 1 28
3 23.1 24 2 28
4 223 24 1 28
5 18.1 24 1 28
6 23.0 24 1 28
7 227 24 1 28

Overall 21.5 24 1 28
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APPENDIX E SICK CHILD CARE SERVICE QUALITY OF
CARE RESULTS BY DIMENSION

Appendix Table E1 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring effectiveness by background characteristics
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Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
1.  Number of child health services |Facility type:
provided (out of 5) Zonal and above hospitals 3.8 4 1 5
District-level hospitals 41 4 1 5
Five services include: Private hospitals 23 2 0 5
o Outpatient curative care for sick PHCCs 4.2 4 2 5
children HPs 4.1 4 1 5
¢ Growth monitoring UHCs 3.8 4 0 5
¢ Child vaccination (4 vaccines:
BCG, Polio, Pentavalent and MR) |Managing authority
e Child vaccination (additional 2 Private 2.3 2 0 S
vaccines: PCV and JE) Public 4.1 4 0 5
¢ Routine vitamin A i i
supplementation: Ecological region
Mountain 3.9 4 1 5
Hill 3.9 4 0 5
Terai 4.0 4 0 5
Province
1 3.9 4 0 5
2 4.0 4 1 5
3 3.8 4 0 5
4 41 4 2 5
5 4.2 4 0 5
6 3.9 4 1 5
7 3.7 4 0 5
Overall 4.0 4 0 5
2. Mean danger sign assessment |Facility type:
score (out of 3) Zonal and above hospitals 0.6 0.5 0 2
District-level hospitals 0.5 0.5 0 1.7
Danger signs assessed or provider Private hospitals 0.6 0.6 0 3
inquired about for each child includes: PHCCs 0.5 0.4 0 3
inability to eat or drink, vomiting and HPs 0.4 0.2 0 3
convulsions UHCs 0.2 0 0 1
Managing authority
Private 0.6 0.6 0 3
Public 0.4 0.3 0 3
Ecological region
Mountain 0.5 0.3 0 3
Hill 0.5 0.5 0 3
Terai 0.4 0.2 0 2.7
Province
1 0.6 0.5 0 3
2 0.3 0 0 25
3 0.4 0.3 0 3
4 0.6 0.5 0 2
5 0.5 0.3 0 2
6 0.5 0.3 0 3
7 0.5 0.3 0 2
Overall 0.5 0.3 0 3
3. Mean main symptoms Facility type:
assessment score (out of 3 Zonal and above hospitals 1.9 1.8 1.3 3
main symptoms assessment) District-level hospitals 1.8 1.8 0 3
Private hospitals 1.9 2 0 3
Main symptoms/signs assessed for PHCCs 1.8 1.8 0 3
were cough or difficulty breathing, HPs 1.7 1.8 0 3
diarrhea and fever UHCs 1.2 1 0 3
Continued...



Appendix Table E1—continued

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
Managing authority
Private 1.9 2 0 3
Public 1.7 1.8 0 3
Ecological region
Mountain 2.0 2 0 3
Hill 1.9 2 0 3
Terai 1.5 1.4 0 3
Province
1 1.8 2 0 3
2 1.2 1.3 0 3
3 2.0 2 0 3
4 2.0 2 0 3
5 1.7 1.7 0 3
6 1.8 2 0 3
7 2.0 2 0 3
Overall 1.7 1.8 0 3
4. Mean index of integrated Facility type:
assessment score —quality and | Zonal and above hospitals 28.3% 28.8 10.1 54.3
completeness of the District-level hospitals 28.5% 27.2 7.8 57.1
assessment (range 0-100) Private hospitals 30.9% 30.2 0 84.6
PHCCs 28.1% 27.9 0 69.2
0= none of the assessments were HPs 25.5% 24.3 0 68.8
carried out UHCs 18.5% 18.8 2.8 50.0
100= all assessments were carried out.
13 assessments for children >=2years: |Managing authority
ability to drink or breastfeed, child Private 30.9% 30.2 0 84.6
vomits everything, convulsion, cough or| Public 25.8% 24.4 0 69.2
difficulty breathing, diarrhea, fever,
Child weighed the same day, weight Ecological region
checked against a recommended Mountain 29.5% 294 6.3 69.2
growth chart, palmar pallor, visible Hill 29.9% 28.9 0 84.6
severe wasting, edema on both feet, Terai 22.1% 19.8 0 63.9
vaccination status, other problems.
Province
For children under 2 years of age 1 29.6% 28.4 7.7 62.5
(additional 3): breastfeeding, intake of | 2 17.3% 15.4 0 63.9
any other food or fluids and whether 3 29.6% 28.9 0 84.6
feeding has changed during the iliness | 4 33.1% 30.8 7.7 62.5
5 29.6% 25.8 6.3 60.4
6 26.2% 24.9 0 69.2
7 28.4% 26.7 0 61.5
Overall 28.0% 24.9 0 84.6
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Appendix Table E2 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring efficiency by background characteristics
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Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
1a. Service readiness to provide |Facility type:
outpatient curative care: Zonal and above hospitals 18.3% NA NA NA
District-level hospitals 56.6% NA NA NA
Domain 1: Percent of facilities with | Private hospitals 5.7% NA NA NA
of IMNCI Guideline or IMNCI chart PHCCs 73.3% NA NA NA
booklet HPs 66.8% NA NA NA
UHCs 24.6% NA NA NA
Managing authority
Private 5.7% NA NA NA
Public 65.1% NA NA NA
Ecological region
Mountain 61.1% NA NA NA
Hill 61.9% NA NA NA
Terai 59.8% NA NA NA
Province
1 56.0% NA NA NA
2 60.3% NA NA NA
3 56.1% NA NA NA
4 61.5% NA NA NA
5 72.9% NA NA NA
6 65.7% NA NA NA
7 59.0% NA NA NA
Overall 61.0% NA NA NA
1b. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 0.2 0 0 1
District-level hospitals 0.7 1 0 2
Domain 2: Staff training score in the | Private hospitals 0.1 0 0 2
past 24 months on two child care PHCCs 0.7 1 0 2
training topics (max number of HPs 0.4 0 0 2
training out of 2) UHCs 0.4 0 0 2
Training topics: Managing authority
1. IMCI/IMNCI Private 0.1 0 0 2
2. infant and young child feeding Public 0.5 0 0 2
(IYCF)
Ecological region
Mountain 0.3 0 0 2
Hill 0.3 0 0 2
Terai 0.5 0 0 2
Province
1 0.3 0 0 2
2 0.3 0 0 2
3 0.5 0 0 2
4 0.4 0 0 2
5 0.5 0 0 2
6 0.7 1 0 2
7 0.5 0 0 2
Overall 0.4 0 0 2
1c. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 4.5 5 2 6
District-level hospitals 4.6 5 2 6
Domain 3: Outpatient curative child | Private hospitals 3.5 4 2 6
care equipment score for each PHCCs 4.8 4 1 6
facility (out of 6) HPs 41 4 1 6
¢ Child scale UHCs 34 3 2 5
¢ Infant scale
e Length or height measuring Managing authority
equipment Private 3.5 4 2 6
e Thermometer Public 4.1 4 1 6
e Stethoscope:
e Growth chart/Child health card
Continued...



Appendix Table E2—continued

112

Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
Ecological region
Mountain 4.0 4 2 6
Hill 4.2 4 2 6
Terai 3.8 4 1 6
Province
1 4.0 4 2 6
2 3.5 4 1 6
3 4.0 4 2 6
4 4.3 4 2 6
5 4.3 4 2 6
6 3.9 4 2 6
7 4.3 4 2 6
Overall 4.0 4 1 6
1d. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 2.7 3 1 3
District-level hospitals 2.6 3 1 3
Domain 4: Outpatient curative child | Private hospitals 24 3 0 3
care laboratory diagnostics capacity | PHCCs 1.9 2 0 3
score for each facility (out of 3) HPs 0.2 0 0 3
e Hemoglobin test UHCs 0.02 0 0 1
* Malaria test Managing authority
¢ Stool microscopy Private 24 3 0 3
Public 0.3 0 0 3
Ecological region
Mountain 0.2 0 0 3
Hill 0.4 0 0 3
Terai 0.7 0 0 3
Province
1 0.4 0 0 3
2 0.4 0 0 3
3 0.6 0 0 3
4 0.4 0 0 3
5 0.5 0 0 3
6 0.3 0 0 3
7 0.5 0 0 3
Overall 0.5 0 0 3
1e. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 4.4 4 0 7
District-level hospitals 5.8 6 2 7
Domain 5: Outpatient curative child | Private hospitals 4.1 5 0 7
care essential oral medicine score PHCCs 5.5 5 3 7
for each facility (out of 7) HPs 5.4 5 1 7
e Oral rehydration salts UHCs 5.1 5 1 7
* Zinc tablets Managing authority
. /-\_mOX|c_|II|n syrup, suspension, or Private 41 5 0 7
dispersible Publi 54 5 0 7
¢ Co-trimoxazole syrup, suspension ublic ’
or dispersible . .
e Paracetamol syrup, or suspension Ecologlc_al region
. . ’ Mountain 5.5 5 0 7
o Vitamin A capsules Hill 55 6 0 7
e Albendazole Terai 5.1 5 0 7
Province
1 5.3 5 0 7
2 5.0 5 0 7
3 5.4 6 0 7
4 5.6 6 0 7
5 5.5 6 0 7
6 5.0 5 0 7
7 5.4 5 0 7
Overall 5.3 5 0 7
Continued...



Appendix Table E2—continued
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Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
1f. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 2.2 2 1 3
District-level hospitals 1.8 2 0 3
Domain 6: Outpatient curative child | Private hospitals 1.7 2 0 3
care priority medicine score for each| PHCCs 1.1 1 0 3
facility (out of 3) HPs 0.7 1 0 2
UHCs 0.3 0 0 1
¢ Ampicillin powder for injection i .
« Ceftriaxone powder for injection ~|Managing authority
e Gentamycin injection P”"?‘e 1.7 2 0 3
Public 0.7 1 0 3
Ecological region
Mountain 0.8 1 0 3
Hill 0.8 1 0 3
Terai 0.7 1 0 3
Province
1 0.8 1 0 3
2 0.6 1 0 3
3 0.7 0 0 3
4 0.9 1 0 3
5 0.7 1 0 3
6 1.0 1 0 3
7 1.0 1 0 3
Overall 0.8 1 0 3
2a. Service readiness to provide Facility type:
vaccination: Zonal and above hospitals 52.3% NA NA NA
District-level hospitals 54.4% NA NA NA
Domain 1: Percent of facilities with Private hospitals 35.9% NA NA NA
vaccination Guideline available (%): | PHCCs 47.8% NA NA NA
e National immunization for child HPs 56.5% NA NA NA
vaccination guideline, UHCs 30.1% NA NA NA
e OR
e Any other guideline for child Managing authority
vaccination (i.e. Khopko Private 35.9% NA NA NA
Byawaharik gyan, Measles Public 55.2% NA NA NA
Rubella Khop sambandhi
nirdeshika) Ecological region
Mountain 52.9% NA NA NA
Hill 55.8% NA NA NA
Terai 53.8% NA NA NA
Province
1 51.3% NA NA NA
2 45.0% NA NA NA
3 61.2% NA NA NA
4 39.8% NA NA NA
5 72.0% NA NA NA
6 59.4% NA NA NA
7 55.6% NA NA NA
Overall 54.7% NA NA NA
2b. Service readiness to provide Facility type:
vaccination: Zonal and above hospitals 23.1% NA NA NA
District-level hospitals 20.8% NA NA NA
Domain 2: Percent of facility with at | Private hospitals 15.2% NA NA NA
least one trained staff reported to PHCCs 32.3% NA NA NA
have received EPI in-service training | HPs 22.8% NA NA NA
during 24 months preceding survey: | UHCs 27.8% NA NA NA
Managing authority
Private 15.2% NA NA NA
Public 23.7% NA NA NA
Ecological region
Mountain 26.9% NA NA NA
Hill 20.5% NA NA NA
Terai 29.1% NA NA NA
Continued...



Appendix Table E2—continued

Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
Province
1 28.0% NA NA NA
2 27.0% NA NA NA
3 24.9% NA NA NA
4 22.3% NA NA NA
5 16.4% NA NA NA
6 17.4% NA NA NA
7 22.5% NA NA NA
Overall 23.4% NA NA NA
2c. Service readiness to provide Facility type:
outpatient curative care: Zonal and above hospitals 26 3 0 3
District-level hospitals 2.6 3 0 3
Domain 3: Vaccination service Private hospitals 24 3 0 3
equipment score for each facility PHCCs 2.6 3 0 3
(out of 3 equipment) HPs 2.5 3 0 3
e Vaccine carrier with ice pack UHCs 2.5 2 1 3
e Sharps container box Managing authority
e Syringes and needles Private 24 3 0 3
Public 25 3 0 3
Ecological region
Mountain 25 3 0 3
Hill 2.6 3 0 3
Terai 24 3 0 3
Province
1 24 3 0 3
2 23 2 0 3
3 2.7 3 1 3
4 2.6 3 0 3
5 2.6 3 0 3
6 25 3 0 3
7 24 3 0 3
Overall 25 3 0 3
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Appendix Table E3 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring reliability by background characteristics

Dimensions: Reliability Background characteristics Mean Median | Minimum | Maximum
1. Percent of sick children Facility type:
consultations at each facility Zonal and above hospitals 100% NA NA NA
conducted by qualified provider |District-level hospitals 98.7% NA NA NA
Private hospitals 98.4% NA NA NA
Qualified provider is either one of the |PHCCs 99.7% NA NA NA
following: HPs 99.6% NA NA NA
e Generalist medical doctor UHCs 100% NA NA NA
e Pediatrician
¢ Medical Officer (MBBS, BDS) Me_maging authority
o Nurse or Auxiliary Nurse Midwife |Private 98.4% NA NA NA
(ANM) Public 99.6% NA NA NA
e Health . i
Assistant/AHW/SAHW/Public ~ |Ecological region
health inspector Mountain 99.2% NA NA NA
Hill 99.7% NA NA NA
Terai 99.4% NA NA NA
Province
1 99.5% NA NA NA
2 99.1% NA NA NA
3 99.5% NA NA NA
4 100% NA NA NA
5 99.5% NA NA NA
6 99.6% NA NA NA
7 100% NA NA NA
Overall 99.5% NA NA NA

Appendix Table E4 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring appropriateness by background characteristics

Dimensions: Appropriate Background characteristics Mean Median | Minimum | Maximum
1.  Number of days per month SC |Facility type:
services are provided in a 28- Zonal and above hospitals 24.4 24 24 28
day month District-level hospitals 23.6 24 0 28

Private hospitals 26.1 28 6 28
PHCCs 241 24 1 28
HPs 24.2 24 6 28
UHCs 22.8 24 1 28

Managing authority
Private 26.1 28 6 28
Public 242 24 0 28

Ecological region
Mountain 243 24 0 28
Hill 244 24 6 28
Terai 24.2 24 1 28

Province
1 24.0 24 1 28
2 243 24 8 28
3 246 24 6 28
4 243 24 24 28
5 24.0 24 1 28
6 247 24 0 28
7 24.2 24 1 28

Overall 243 24 0 28
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APPENDIX F FP SERVICE QUALITY OF CARE RESULTS
BY DIMENSIONS

Appendix Table F1

Mean, median, minimum and maximum of facility scores for each quality of care

indicator for dimension measuring effectiveness by background characteristics

116

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
1a. Number of family planning Facility type:
methods offered as in provide, | Zonal and above hospitals 7.9 8 5 9
prescribe/counsel or refer District-level hospitals 7.5 8 3 9
clients (out of 9) Private hospitals 6.9 8 1 9
PHCCs 6.6 7 3 9
Includes: Combined oral contraceptive SEES gg 2 g g
pills, Progestin-only injectable )
contraceptives (DEPO), Male . .
condoms, IUCD, Implant, Emergency M;r?agtmg authority 6.9 8 1 9
contraceptive pills, Male sterilization, Pmt/)? € 5'5 5 2 9
Female sterilization, periodic ublic :
abstinence counseling . .
Ecological region
Mountain 5.7 5 1 9
Note: facility provide, prescribe/counsel| Hill 56 5 2 9
or refer clients Terai 5.6 5 2 9
Province
1 6.5 7 2 9
2 5.3 4 3 9
3 5.6 5 3 9
4 4.8 4 2 9
5 5.6 5 3 9
6 6.2 6 3 9
7 5.5 5 1 9
Overall 5.6 5 1 9
1b. Number of family planning Facility type:
modern methods offered as in Zonal and above hospitals 6.4 7 4 7
provide, prescribe/counsel or District-level hospitals 6.3 7 3 7
refer clients (out of 7) Private hospitals 5.4 7 1 7
PHCCs 5.5 5 3 7
Includes: HPs 4.5 4 2 7
e Combined oral contraceptive pills,| UHCs 4.4 3 3 7
e Progestin-only injectable
contraceptives (DEPO), Managing authority
e Male Condomsy Private 5.4 7 1 7
e 1UCD, Public 4.6 4 2 7
* Implant, Ecological region
* Male sterilization, ! !
ot Mountain 4.8 5 1 7
e Female sterilization Hill 46 4 2 7
Terai 4.7 5 2 7
Province
1 5.4 5 2 7
2 4.5 4 3 7
3 4.6 4 2 7
4 4.0 3 2 7
5 4.6 5 3 7
6 5.2 5 3 7
7 4.5 4 1 7
Overall 4.7 5 1 7
1c. Number of temporary modern |Facility type:
family planning methods Zonal and above hospitals 4.7 5 4 5
offered as in provide, District-level hospitals 4.9 5 3 5
prescribe/counsel or refer Private hospitals 4.4 5 1 5
clients (number of modern PHCCs 4.7 5 3 5
temporary methods offered out | HPs 3.9 3 2 5
of 5) UHCs 3.7 3 3 5
Continued...



Appendix Table F1—continued

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
Includes: Managing authority
e Combined oral contraceptive pills, | Private 4.2 5 1 5
¢ Progestin-only injectable Public 3.9 4 2 5
contraceptives (DEPO),
e Male condoms, Ecological region
e |UCD, Mountain 4.0 4 1 5
Implant Hill 3.9 4 2 5
Terai 4.0 4 1 5
Province
1 4.3 5 2 5
2 3.8 3 3 5
3 3.9 4 1 5
4 3.6 3 2 5
5 4.0 4 3 5
6 4.2 5 3 5
7 3.8 4 1 5
Overall 3.9 4 1 5
2. Mean reproductive history Facility type:
score for first-visit clients only | Zonal and above hospitals 2.7 3.3 0 5
(out of 6) District-level hospitals 2.5 3 0 5
Private hospitals 1.1 0 0 4
Six client history variables: PHCCs 2.4 2 0 5
e Age HPs 24 2 0 6
e Pregnancy history UHCs 2.5 3 0 3
e Last menstrual period (current . .
pregnancy status) Managing authority
e Desire for more children/desired Private 1.1 0 4
timing of next child Public 25 23 0 6
* Breastfeeding status (if every i .
pregnant) EKAoIogthal region . 5 0 5
: ountain .
¢ Regularity of menstrual cycle Hill by 5 0 5
Note: calculated the mean reproductive| 1€rai 2.2 2 0 6
score for each facility (when more than .
one observation per facility) and then P:ovmce 17 1 0 5
aggregated those by type of facility 2 16 2 0 4
3 2.6 23 0 5
4 34 4 2 4
5 2.8 3 0 5
6 27 2 1 6
7 2.8 27 0 6
Overall 2.4 2 0 6
3. Mean physical examination/ Facility type:
medical history score among Zonal and above hospitals 21 2.5 0 3
first-visit FP clients (out of 6) District-level hospitals 2.2 2 0 5
Private hospitals 1.5 2 0 3
Six physical examination variables PHCCs 21 2 0 5
include: HPs 21 2 0 4
e BP taken UHCs 3.2 4 2 4
o Weight taken
« Asked about smoking Managing authority
o Asked about sexually transmitted | Private 1.5 2 0 3
infections (STIs) Public 2.1 2 0 5
o Asked about chronic illness Ecological region
e Looked at client’s health card Mountain 23 23 1 4
Note: calculated the mean physical Hill . 2.1 3 0 o
exam score for each facility (when Terai 2.0 2 0 4
more than one observation per facility) .
and then aggregated those by type of |Province
facility 1 24 3 0 4
2 1.5 1.5 0 3
3 2.2 3 0 5
4 2.0 1.5 1 3
5 2.6 3 0 5
6 1.9 2 0 4
7 1.8 2 0 3.5
Overall 21 2 0 5
Continued...

117



Appendix Table F1—continued

Dimensions: Effectiveness Background characteristics Mean Median | Minimum | Maximum
4. Mean Injectable procedure Facility type:
score (out of 7): Zonal and above hospitals 5.3 5 4 7
District-level hospitals 4.9 5 3 6.8
Seven tasks that provider performed Private hospitals 4.9 4.5 4.2 7
when giving family planning injection PHCCs 5.2 5 2 7
e Wash hands with soap before HPs 47 5 2 7
giving injection UHCs 4.4 4 3 7
o Used newly sterilized needle or
disposable needle Managing authority
e Stirred the bottle before drawing | Private 4.9 4.5 4.2 7
dose Public 4.8 2 7
e Clean and air dry injection site
before injection Ecological region
e Draw back plunger before Mountain 4.9 5 3 7
injection Hill 4.8 S 2 7
« Allow dose to self-dispense Terai 4.7 5 2 7
instead of massaging .
¢ Dispose of needle in puncture P:ovmce 45 5 9 7
resistant container 2 50 5 3 7
3 4.5 4.5 3 7
4 53 4.5 3 7
5 4.9 S 2 7
6 5.2 S 4 6
7 4.9 S 3 7
Overall 438 5 2 7
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Appendix Table F2 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring efficiency by background characteristics
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Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
1a. FP service readiness: Facility type:
Zonal and above hospitals 29.1% NA NA NA
Domain 1: Percent of facilities with a| District-level hospitals 15.8% NA NA NA
FP Guideline available Private hospitals 1.3% NA NA NA
PHCCs 9.7% NA NA NA
HPs 14.1% NA NA NA
UHCs 0% NA NA NA
Managing authority
Private 1.3% NA NA NA
Public 13.5% NA NA NA
Ecological region
Mountain 7.0% NA NA NA
Hill 15.9% NA NA NA
Terai 10.5% NA NA NA
Province
1 0.9% NA NA NA
2 9.9% NA NA NA
3 8.2% NA NA NA
4 19.3% NA NA NA
5 30.8% NA NA NA
6 19.8% NA NA NA
7 7.1% NA NA NA
Overall 12.8% NA NA NA
1b. FP service readiness: Facility type:
Zonal and above hospitals 1.0 0 0 3
Domain 2: Staff training score in the | District-level hospitals 1.7 1 0 6
past 24 months on seven FP training| Private hospitals 0.4 0 0 5
topics (max number of training out PHCCs 1.2 1 0 6
of 7) HPs 0.5 0 0 6
UHCs 0.9 0 0 6
Training in 7 topics:
1.  General FP counseling Managing authority
2. IUCD insertion and removal Private 0.4 0 0 5
3. Implant insertion and removal Public 0.6 0 0 6
4.  Performing non-scalpel
vasectomy (NSV) Ecological region
5.  Performing minilap tubal ligation Mountain 0.8 0 0 5
6.  Family planning for HIV positive Hill 0.6 0 0 6
women Terai 0.7 0 0 6
7.  Post-partum FP (incl. PPIUCD)
Province
1 0.6 0 0 4
2 0.5 0 0 4
3 0.5 0 0 6
4 0.6 0 0 5
5 0.5 0 0 6
6 0.5 0 0 5
7 1.1 1 0 6
Overall 0.6 0 0 6
1c. FP service readiness: Facility type:
Zonal and above hospitals 4.8 5 2 7
Domain 3: FP service equipment District-level hospitals 4.4 45 2 7
score for each facility (out of 7) Private hospitals 3.2 3 0 7
PHCCs 4.0 4 1 7
Includes 7 equipment (available and HPs 3.2 3 0 7
functioning) : UHCs 3.1 3 0 7
1. BP apparatus
2. Examination light Managing authority
3. Examination bed or table: Private 3.2 3 0 7
4. FP or counselling kit Public 3.2 3 0 7
5. Pelvic model for IUCD:
6. Model for showing condom use
7.  FP specific visual aids
Continued...



Appendix Table F2—continued
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Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
Ecological region
Mountain 3.4 3 1 6
Hill 3.3 3 0 7
Terai 3.1 3 0 7
Province
1 3.1 3 0 7
2 2.8 3 0 7
3 3.0 3 0 7
4 3.7 4 1 7
5 3.7 3 0 7
6 3.6 4 0 7
7 3.1 3 0 6
Overall 3.2 3 0 7
1d. FP service readiness: Facility type:
Zonal and above hospitals 2.8 3 2 3
Domain 4: FP service basic District-level hospitals 29 3 2 3
commodity score (out of 3) Private hospitals 1.8 3 0 3
PHCCs 29 3 0 3
Includes: HPs 2.9 3 0 3
e Combined oral contraceptive pills | UHCs 29 3 0 3
e Progestin-only injectable
contraceptives (DEPO), Managing authority
¢ Male condoms Private 1.8 3 0 3
Public 2.9 3 0 3
Ecological region
Mountain 29 3 0 3
Hill 2.9 3 0 3
Terai 2.8 3 0 3
Province
1 2.8 3 0 3
2 29 3 0 3
3 2.8 3 0 3
4 29 3 0 3
5 2.8 3 0 3
6 2.8 3 0 3
7 2.9 3 0 3
Overall 2.8 3 0 3
2. Service readiness to provide Facility type:
IUCD services based on Zonal and above hospitals 58.1% NA NA NA
availability of all the required District-level hospitals 47.3% NA NA NA
equipment/supplies (%) Private hospitals 48.0% NA NA NA
PHCCs 31.4% NA NA NA
Availability of ALL of the following HPs 20.1% NA NA NA
equipment and supplies (limited to only | UHCs 0% NA NA NA
those facilities providing IUCD)
1.  Sterile gloves Managing authority
2. Antiseptic solution Private 48.0% NA NA NA
3. Sponge holding forcep Public 25.8% NA NA NA
4.  Sterile gauze pad or cotton wool
5. Vaginal speculum (Small, Ecological region
medium and large Mountain 35.3% NA NA NA
6. Tenacula Hill 26.8% NA NA NA
7. Uterine sound Terai 27.4% NA NA NA
Province
1 37.2% NA NA NA
2 28.0% NA NA NA
3 32.5% NA NA NA
4 14.4% NA NA NA
5 44.6% NA NA NA
6 8.5% NA NA NA
7 13.0% NA NA NA
Overall 27.8% NA NA NA
Continued...



Appendix Table F2—continued

Dimensions: Efficiency Background characteristics Mean Median | Minimum | Maximum
3. Service readiness to provide Facility type:
implant services based on Zonal and above hospitals 61.9% NA NA NA
availability of all the required District-level hospitals 74.6% NA NA NA
equipment/supplies (%) Private hospitals 48.1% NA NA NA
PHCCs 41.4% NA NA NA
Availability of following equipment and | HPs 37.6% NA NA NA
supplies (limited to only those facilities | UHCs 100% NA NA NA
providing implant services):
1.  Sterile gloves Managing authority
2. Antiseptic solution Private 48.1% NA NA NA
3.  Sponge holding forcep Public 42.4% NA NA NA
4. Sterile gauze pad or cotton wool
5. Local anesthetic Ecological region
6. Sterile syringe/needle or Mountain 47.1% NA NA NA
disposable syringe Hill 47.8% NA NA NA
7. Canula and Trochar for inserting | Terai 32.7% NA NA NA
implant
8. Sealed implant pack Province
9. Scapel with blade 1 40.8% NA NA NA
10. Minor surgery kit with artery 2 38.4% NA NA NA
forceps 3 52.2% NA NA NA
4 30.1% NA NA NA
5 49.3% NA NA NA
6 33.2% NA NA NA
7 40.7% NA NA NA
Overall 42.8% NA NA NA
4. Percent of facilities that met the |Facility type:
quality of stock organization Zonal and above hospitals 91.7% NA NA NA
measures (%) District-level hospitals 81.5% NA NA NA
Private hospitals 74.8% NA NA NA
1.  Commodities off the floor PHCCs 75.1% NA NA NA
2. Commodities protected from HPs 65.8% NA NA NA
water UHCs 73.6% NA NA NA
3. Commodities protected from the
sun Managing authority
4. Room protected from rodents Private 74.8% NA NA NA
5. Room well ventilated Public 67.0% NA NA NA
6.  All commodities organized
according to expiration date Ecological region
Mountain 62.0% NA NA NA
Hill 68.0% NA NA NA
Terai 68.3% NA NA NA
Province
1 75.2% NA NA NA
2 60.1% NA NA NA
3 65.4% NA NA NA
4 66.9% NA NA NA
5 72.9% NA NA NA
6 65.4% NA NA NA
7 64.8% NA NA NA
Overall 67.3% NA NA NA
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Appendix Table F3 Mean, median, minimum and maximum of facility scores for each quality of care
indicator for dimension measuring appropriateness by background characteristics

Dimensions: Appropriate Background characteristics Mean Median | Minimum | Maximum
1.  Number of days per month FP  |Facility type:
services are provided in a 28- Zonal and above hospitals 21.7 24 4 28
day month District-level hospitals 211 24 3 28

Private hospitals 25.8 28 5 28
PHCCs 237 24 4 28
HPs 23.8 24 1 28
UHCs 24.0 24 22 28

Managing authority
Private 25.8 28 5 28
Public 23.8 24 1 28

Ecological region
Mountain 24.2 24 4 28
Hill 23.9 24 2 28
Terai 23.8 24 1 28

Province
1 23.7 24 4 28
2 23.7 24 4 28
3 23.8 24 4 28
4 24.2 24 3 28
5 24.0 24 4 28
6 248 24 4 28
7 23.2 24 1 28

Overall 23.9 24 1 28
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