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1.1. BACKGROUND

Submission of annual progress report to higher authority 1s the fundamental part of HMIS and it 1s
mandatory of Health Section (HS) Mahakulung. This report has been prepared after the completion of
annual review meeting followed by Health post review meeting. It 1s the outcome of relevant information
of annual performances of all the health programs and activities carried out during the FY 2079/80 through
the network of health service outlets of Mahakulung. It also analyzes the annual trends of progress based
on the major key program indicators and achievements against the target set with regard to the last three
fiscal years 1.e. 2077/78 to 2079/80. In addition, 1t highlights the problems/constraints identified while
carrying out the activities in local level and suggests respective recommendations for relevent stakeholders.

This report includes information related to local health system, which can help in managing health
programs. With the organization and leadership of local government, one day rural municipal level annual
review workshop was conducted with full participation and involvement of HO staffs, elected officials,
municipal health coordinator(s)/ sub-coordinator(s), health facilities incharges and [/NGOs. Session-wise
conduction of workshop was carried out with the presentations, discussions and review, analysis and
recommendations of each program. Indicators and municipals/health facilities with satisfactory progress,
good practices were appreciated and those with low performances were provided ways forward for
improvement in coming days.

This report covers the following areas:
* Overview of HS Solukhumbu, Mahakulung R M.
« Highlights of Major guiding policies like: Constitutional provision in health, National Health Policy
2076, Public Health Service Act- 2075, Public Health Service Regultion -2077, 15" Periodic Plan,
SDG and Population Policy
« Program specific information viz. background, targets, objectives, policies, strategies, analysis of
service statistics

« Activities in terms of Annual target vs. Achievement

« Three Years Trend analysis of program- wise indicators

« Partners working with HS on various programs

« Program- specific i1ssues, problems and constraints and recommendations.

(%8 CamScanner


https://v3.camscanner.com/user/download

1.2. NATIONAL POLICIES AND PLANS
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4, fam famast @@ (Sustainable Development Goals)

The Sustainable Development Goals (SDGs), officially known as Transforming our world: the 2030
Agenda for Sustainable Development is a set of seventeen aspirational "Global Goals" with 169 targets,
between themSustainable Development Goal 3 i1s among the most specific SDGs with a number of clear,
measurable targets. It 1s a direct result of the fact that Goal 3 can build on experiences with the Millennium
Development Goals (MDGs), which had a very strong focus on health (MDGs 4, 5 and 6). In this regard
in particular, 1t 1s unfortunate that some of the main lessons learnt from the MDGs have not been accounted

for. Clear examples are Targets 3.1, 3.4 and 3.6, which focus on global reductions only. Global targets not
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only risk masking significant variations in the starting conditions of countries but also risk being adopted
at the national level, as experience with the MDGs has demonstrated. The Inter-Agency and Expert Group
on SDG Indicators (IAEG-SDGs) suggests repeatedly disaggregating data by geographic location (e.g.
urban and rural) but also by age group, sex and income as data systems improve. Furthermore, a simple
adoption of global targets at the national level is highly disadvantageous to countries with bad starting
conditions (William Easterly’s article “How the Millennium Development Goals Are Unfair to Africa”
from 2009 1s a prominent source in this regard).

The SDG3 1s operationalized through nine targets and four suggestions for means of implementation. Most
of the targets deal with health 1ssues that are relevant for developing and developed countries alike. Most
of the targets are very precise; the levels of ambition, however, vary considerably between the targets.
Targets:

Target 3.1: The target requires by 2030 to “reduce the global maternal mortality ratio to less than 70 per
100,000 live births™

Target 3.2: The target requires by 2030 to “end preventable deaths of newborns and children under 5 years
of age, with all countries aiming to reduce neonatal mortality to at least as low as 12 per 1,000 live births
and under-5 mortalities to at least as low as 25 per 1,000 live births™

Target 3.3: The target requires by 2030 to “end the epidemics of AIDS, tuberculosis, malaria and neglected
tropical diseases and combat hepatitis, water-borne diseases, and other communicable diseases™.

Target 3.4: The target requires by 2030 to “reduce by one-third pre-mature mortality from non-
communicable diseases (NCDs) through prevention and treatment, and promote mental health and
wellbeing™

Target 3.5: The target requires to “strengthen prevention and treatment of substance abuse, including
narcotic drug abuse and harmful use of alcohol™.

Target 3.6: The target requires by 2020 to “halve global deaths and injuries from road traffic accidents™
Target 3.7: The target requires by 2030 to “ensure universal access to sexual and reproductive health care
services”

Target 3.8: The target requires to “achieve universal health coverage (UHC), including financial risk
protection, access to quality essential health care services, and access to safe, effective, quality, and
affordable essential medicines and vaccines for all™

Target 3.9: The target requires by 2030 to “substantially reduce the number of deaths and illnesses from
hazardous chemicals and air, water, and soil pollution and contamination™.

From the above targets we can conclude that; the goal’s focus on healthy lives and well-being, instead of
the mere absence of disease or infirmity, is not sufficiently reflected in its operationalization. This could
be mended 1f Targets 3.3 and 3.4—with their focus on specific communicable and non-communicable
diseases —were to be measured by changes in the HALE indicator. The targets for the goal are, in general,
precise in their formulation with a rather high level of ambition. Targets 3.1, 3.4 and 3.6, however, focus
on global reductions only. Whereas the experience with the MDGs demonstrated that the compelling
advantages of country comparisons contributed to the adoption of global goals at the national level, the
2030 Agenda foresees the requirements for national implementation plans that will reflect national
circumstances and will prevent these targets from unfairly impacting those countries with bad starting
conditions. We welcome the inclusion of Target 3.9 but anticipate the huge challenge of translating this
target into a meaningful indicator. Finally, almost all means of implementation explicitly refer to
developing countries only which goes against the aspired universal character of the 2030 Agenda. But, of

course, 1t also highlights the need of poor countries to receive external support.
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1.3. OVERVIEW OF MAHAKULUNG RURAL MUNICIPALITY

With the implementation of federal structure in Nepal, Mahakulung Rural Municipality 1s located in Koshi
Province of Nepal, it 1s a Himalyan region divided 1n to Five Wards 1.e. Ward 1: Bung, Ward 2: Pelmang,
Ward 3: Chheskam, Ward 4: Tumau and Ward 5: Gudel The Local level, with Bung as its headquarters,
covers an area of 648 05 km? and has a population 11,847 according to census 2078. Peak Barunche (7129
m.), Mera Peak (6,476 m.) 1s located in the northern part, with in Makalu Barun National Park. The main
ethnic groups in the mid-hills are the indigenous ethnic Kulung, Kirat Rai, and hill caste Chhetri, while

Sherpas live in the high mountains. The Panch Pokhari and Arun valley Trail are popular hiking trail in the

darea.

The mahakulung Rural Municipality total area 1s 648.05 square kilometres. It 1s located between the
latitudes of 27°37" and 27°62' north and the longitudes of 86°50' and 86°84' east.
This 1s a Sankhuwasabha 1n the east, Bhojpur in the south-east, Khotang and Sotang R. M 1n the, Mapya

Dudhkoshi R.M 1n the west, and Khumbupasanglamu R.M 1n the north surround the Local Level

Basic Demographic Information:

Indicators Number Percentage
Total Population 11,847 NA

Male 5.870 49 5%
Female 5,977 50.5%
Household number 2912 NA
Population Growth Rate 0.33

Avarage Family Size 4.06

Litetacy Rate 79.1% Census 2078
Population Density (per Sq. KM) 18

Sex Ratio 98.21

Source: Census 2078

Ward Level Basic Information

Total Area

Population (Census 2078)

Ward Name Households
L (Sq. KM) Total | Male Female

Bung 19 .54 766 3269 1639 1630
Pelmang 12414 462 1970 069 1001
Chheskam 411121 835 3277 1624 1653
Tumau 69 28 454 1808 804 014
Gudel 23 .88 395 1523 744 779
Total 648.05 km2 | 2912 11847 5870 5977

Geographical and Political Information
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Map of Mahakulung Rural Municipality
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1.4. HEALTH SECTION STRUCTURE AND SYSTEMS

The Local health system has been globally recognized as the core mechanism for the delivery of Primary
Health Care Services. Essential Health Care Services are administratively and institutionally organized at
Local level and offers the best possibility for optimization of critical factors viz; assess, quality, planning,
supervision, monitoring, evaluation and the management of the personnel and other resources as well as
inter and intra sectoral coordination.

Previously Local health system was run and function through the network of ministry of health and
population and its constituent organization under federal government, now the pattern 1s shifted and its
function are implementing through province government and Local government.

This chapter presents the findings related to the HS structure and systems which covers following areas:
service delivery points, management system, health workforce, monitoring and evaluation system, IT and
health information management and disaster management system.

Service Delivery Points

Type of service delivery points Number

PHCC/Basic Hospital

Health Posts

Basic Health Service Center

Community Health Unit

Urban Health Center

CEONC Site

BEONC Sites

Bir’[hing Centers

PHC Out-Reach Clinic

=t | =

Immunization Clinic

DOTS Sub/Center

MDR Sub center

ART Service Site

PMTCT Site

HTC Site

[UCD Service Sites

Implant Service Sites

Safe abortioin site

OTC

Microscopic Center

N. of FCHV 7
Health Mother Group 7
NGO/INGOs

RSN PR =W | =W ||| | D | W | == |D|S|=|& ||| —

No. of Ambulance

1.4.1. Service Delivery Points

As a whole, there are altogether 10 peripheral public health facilities representing all ward of Rural
Municipality 1.e. 1 MPH, 2 HPs, 2 Basic Health Service Center. Altogether 3 birthing centers in Palika, 11
PHC/ORCs and 11 Immunization Clinics. Now the trend of establishment of the Community Health Unaits

(CHU )1s increasing with the leadership of local government via unconditional budget plan. There are 4
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CHU and | UHC. In this R. M. there are previous ward based FCHVs, so the total number of Female
Community Health Volunteers (FCHVs) 1s 27 as well as 27 Health Mother's Group in Local Level. There
1s 2 IUCD and 3 implant service sites and have plan to listed and declared as availability of atleast five FP
methods 1n all health facilities. There are three OTC site, 3 DOTS, 1 microscopic center all together in
R.M. And six different national and international non-governmental organizations are working in health
sector in the Mahakulung with the close coordination of Health Section, Mahakulung

1.4.2. Management Systems

Meetings:

HS Mahakulung holds different meetings every month which includes- the monthly HS staff meeting and
Monthly review meetings with the health post incharge of 5 Wards via physical meeting, training,
orienatation or phone call regarding their reporting status.

In addition, with this health Section organized the different sorts of coordination meetings with relevant
line agencies and stakeholders to build common consensus to promote and strengthen, to minimize the
work duplicatioin and the quality health system throughout the Local Level.

All HFs have their own Health Facility Operational and Management Committee (HFOMC) lead by
chairperson and their meeting used to be conduct routinely and as per need for the community levels quality
health services.

1.4.3 Current Staffs Sanctioned Post of Health Section Mahakulung.

Current Staffs Sanctioned Post of Health Section (FY 2079/80)

Sanctioned | Status Remarks
Position of staffs post
Chief of Health Section (PHI) 1 1 Filled
Staff Nurse 1 1 Filled
Total 2 2

TOR of Health Section, Mahakulung

1. Prepare policy, planning and implementation for better local health system

2. Managing and operating preventive, curative and promotive services

3. Storage and distribution plan of vaccine, essential drug, urgent medicine and equipments at quality
manner under health service.

4 Facilitate and coordinate for the management of the public health disaster/epidemic and vector
surveillance.

5. Facilitate and coordinate to conduct different public health campaigns.

6. Coordinate to Health Facility and service outlets and concern stakeholders.

7. Study and analysis of integrated health information, prepare plan and facilitate and prepare
feedback to local Health institutions.

Coordinate and facilitate to improve access and utilization of quality health services

9. Regulate, Supervise, monitor, and quality improvement of government, non-government, and
private and co-operatives health nstitutions.

10. Technical capacity building of the human resourses and organization

e
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11. Coordinate, facilitate and implement of the province special health program and other regular
public health programs (like: - tuberculosis, leprosy, family planning, lymphyatic filariasis,
nutrition, measeals/rubella vaccination and other special program)

12. Promotion and management of environmental health, safe drinking water, sanitation and
occupational health

13. Population management related tasks

14. Implementation of activities provided by federal and province government

15. Multisectoral coordination and facilitation

16. Internal administration (Financial, Administration, and Management) related works.

1.4.4 Health workforce status in Mahakulung

Health Workforce Status

Type of Health workforce Number
Doctor (Medical Officer) ]
HA 4
AHW 12
Staff Nurse 3
ANM 11
SBA tained 9
RUSG Trained 3
Clinical Mentor |
Lab Professionals |
Pharmacy Professional 1
Radiogarpher 1
Office Helper 10
Dental Hygenist 1

Disaster Response Mechanism

Being the member of Disaster Management Committee (DMC), chaired by Chairperson of mahakulung
rural municipality, Health Sector Mahakulung 1s playing active role as assigned in the area of disaster
focusing on health. Furthermore, HS has its own Rapid Response Team (RRT) at Local level, which 1s
actively mobilized if there 1s any outbreaks and epidemics. In addition, there 1s Community Rapid Response
Team (CRRT) at all 5 ward levels which has member’s representation from ward level elected persion's,
agriculture, veterinary, forestry, school, and so on and 1s lead by public health supervisor. If there 1s any
outbreak or epidemic, at first, CRRT 1s mobilized and if the condition 1s out of their control RRT at the
Palika level 1s mobilized. Likewise, 1f the Palika level RRT 1s also unable to control the situation then
Distric, province health emergency operation center, national health emergency operation center and

EDCD 1s summoned for further action.
22
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2.1. NATIONAL IMMUNIZATION PROGRAM

National Immunization Program (NIP) formerly Expanded Program on Immunization (EPI) was started
in 2034 and 1s a priority | program. It 1s one of the successful public health interventions of Ministry of
Health and Populationand has achieved several milestones and contributed in reduction of morbidity,
mortality and disability associated with vaccine preventable diseases.

NIP works closely with other divisions of Department of Health Services centres of Ministry of Health
and Population and different partners supporting national immunization program. In the decade of
vaccine 2011-2020 NIP has introduced several new and underutilized vaccines contributing towards
achievement of Gobal vaccine Action Plan targets of introducing new and underutilized vaccine in
routine immunization. Currently NIP has included several underused and new vaccines in program
which provides vaccination againstl2vaccine preventable disesaes, antigen includes—BCG,
DPTHepBHib (penta), Rota, fIPV, PCV, OPV (bOPV), Measles and Rubella (MR) and Japanese
Encephalitis, Typhoid provided through 16,500 service delivery points in health facilities (fixed
session), outreach sessions and mobile clinic (sessions).

National Immunization Program has cMYP 2017-2021 aligned with global, regional and national
guidelines, policies and recommendation to guide the program for five years. All the activities outlined
in cMYP have been costed as well as have developed strategies for implementation. NIP has a very
good record to meet the eradication, elimination and control of vaccine preventable disease targets.
Smallpox eradication has become the history, MNT elimination status is sustained from 2005, polio
free status 1s maintained since 2010, measles elimination and rubella, congenital rubella syndrome
control was targeted by 2019.

Since FY 2069/70, Nepal has initiated and implemented a unique initiative known as “‘Full
Immunization Program’’. The program addresses 1ssues of social inequity in immunization as every
child regardless of social or geographical aspects within an administrative boundary are meant to be
fully immunized under this program. Over the years, Nepal has witness's participation of all
stakeholders at all levels to achieve full immunization. As the end of FY 075/76, 80 % of total local
level declared FID and 58 out of 77 districts and now the all districts have been declared “Fully
Immunuzed” and as continuation basic all district conducted program every year for "Fully
Immunizaed" and Solukhumbu delared as FY 2075/76 "Fully Immunized"”

Guiding Documents of National Immunization Program

There are several Global, Regional and National guiding documents for National Immunization
Program. The main documents which have been taken in account and are incorporated in cMYP 2017-
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21 areGlobal Vaccine Action Plan, SEARO Vaccine Action Plan, National Immunization Act 2072 and
Nepal Health Sector Strategy.

Comprehensive Multi Year Plan of Action

The Comprehensive Multi Year Plan (cMYP) 2012-16 ended in 2016 and new cMYP 2017-21 is
inplace which 1s also ended. The cMYP 2017-21 provides a plan for five years to achive immunization
related goals of the country.

Vision
Nepal: a country free of vaccine-preventable diseases.

Mission
To provide every child and mother high-quality, safe and affordable vaccines and immunization
services from the National Immunization Program 1n an equitable manner.

Goal
Reduction of morbidity, mortality and disability associated with vaccine preventable diseases.

Strategic Objectives
Objective 1: Reach every child for full immunization.

Objective 2: Accelerate, achieve and sustain vaccine preventable diseases control, elimination and
eradication.

Objective 3: Strengthen immunization supply chain and vaccine management system for quality
Immunization services;

Objective 4: Ensure financial sustainability for immunization program;

Objective 5: Promote innovation, research and social mobilization activities to enhance best practices

Target Population
The target populations of the National Immunization Programme are:
e Under I-year children for BCG, DPT-HepB-Hib, OPV, fIPV, PCV and Measles/ Rubellal
(MR1) vaccine.
e Twelve months' children for JE
e |5 months' children for MRSD measles-rubella second dose (MRSD) and typhoid
(TCV)Vaccine.
¢ Pregnant women for Tetanus Toxoid containing (Td) vaccine
Trends of Indicators of last three years

Immunization coverage:

Coverage of every vaccine is slightly decreasing in FY 2079/80 than FY 2078/79. BCG, Penta, MR 2™
and TD2 & 2+ coverage had been slightly decreasing than last fiscal year. However, the status seems
good and near to equal as compared to the Distric level. Coverage fluctuation might has incurred
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because of the changing dynamics in health system in this federal state, high mobility of people to
urban areas but other major reason to this is also the high target set that is quite different to the actual
target of under one population. As that actual basis, data survey from households Mahakulung R M.
has declared as a full immunization by the year 2079/80 with active participation of district as well as
local stakeholders and local leaders.

Immunization Coverage (%)
100

920
80

70
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50
40
30
20
10

0

DPT/HepB/HIB3 MR 2ND TD 2&2+

37

m2077/78 m2078/79 m2079/80

Source: DHIS-II

Drop Out:

Less than 10 % drop out rate 1s expected to ensure good utilization of immunization services while,
more than 10% and minus dropout rates signify that there could be problems with recording and
reporting or because of the miscalculated denominators. DPT+HepB+Hib-1 vs. DPT+HepB+Hib-3 and
Penta 1st Vs MR 2nd dropout rate 1s in minus status 1.e. -5%, -12% and -8% respectively. However,
it is still less than 10% since the last three Years for Penta 1% vs 3™ and Penta 1% Vs MR2nd at
Mahakulung. Likewise, the wastage rate of all vaccine 1s also 1n a decreasing trend 1.e 20%, 18% and
12%, which 1s best achievement.
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Categorization of HFs Based on Access and Utilization of Immunization- FY 2079/80

National Immunization Program also evaluates the status of the accessibility and utilization of
immunization services. HFs are categorized by CAT I to [Von the basis of DPT-HepB-Hibl coverage

and dropout rate of DPT-HepB-Hibl VS DPT-hepB-Hib3 to know the accebility and utilization of
immunization services respectively.

As mentioned in below, Mahakulung RM is in category IlI (1.e poor access and good utilization).
Altough Gudel Health Post is in category Il and other HF's of Mahakulung is in category IV

Category I(less Problem)
High Coverage (290%)
Low Drop-Out (<10%)

Category II(Problem)
High Coverage (290%)
High Drop-out (210%)

Category I1I
(Problem)

Low Coverage (<90%)
Low Drop-out (<10%)

Gudel HP

Mahakulung RM

Category IV
(Problem)
Low Coverage (<90%)

High Drop-out (210%)

“All Ward have been declared as Full Immunized.
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Major Activities Carried Out in FY 2079/80

1.
2.

¥

8.
stakeh
9.

5
12.

Construction Immunization center buildings by local government

Round yearly management and supply of the vaccines to uninterrupted conduction of EPI
sessions and clinics

Interaction on immunization with all elected bodies, all chief administrative officer and health
facilities incharges for sustainability of full immunization and approval of the sustainability
status.

Basic Immunization Training to health workers

Repair and maintenance of cold chain equipments and solar setup for cold chain room
Orientation on introduction of various phase of Covid-19 vaccine and Hygiene promotion
alongwith, AEFI and its management to Health Workers including vaccinators

Conduction of Local level immunization coordination committee meeting quarterly
Orentation related to Immunization Act and regulation towards health workers and
olders.

Data verification and quality monitoring to low/poor immunization covarage sites.

Supportive monitoring and Suppervision at health facilities.

Declared Mahakulung R M as "Fully Immunized"

Fully Immunized mahakulung Rural Municipality Declaration, Bung

Issues/ Recommendations

Issues Recommendations Responsibility
Program Duplication 1n district | Avoid the duplication of program MoHP/DOHS/
and at Local level. Province MoH

Provision of compensation for | Provision of compensation for field | MoHP, MoH, MoF
field activities isn’t uniform for | activities should be provided equally for

all staffs all staff.
Inadequate budget for vaccine | Allocate budget for vaccine | MoH, FWD, DoHS
transportation transportation as per need

Poor quality immunization data | Strengthen supportive supervision lower | HF, HO, MoH, FWD
with under and overreporting | levels and DQSA program
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2.2 NUTRITION PROGRAM

Nutrition interventions are cost effective investments for socioeconomic development as they enhance
human capital by improved productivity of the population. Hence, nutritional well-being 1s crucial for
attaining many of the Sustainable Development Goals. In alighment with international and national
declarations and national health policies, the Government of Nepal 1s committed to ensuring that its
citizens have adequate food, health and nutrition. The Constitution (2015) ensures the right to food,
health and nutrition to all citizens. Hunger and under-nutrition often result in the vicious cycle of
malnutrition and infections that leads to poor cognitive and intellectual development, less productivity
and compromised socioeconomic development. When combined with household food insecurity,
frequent 1llnesses, mmadequate dietary intake, poor hygiene, care and practices continue the cycle of
intergenerational malnutrition.

Focus on Nutrition

Nutrition 1s a globally recognized development agenda. Since the year 2000, several global movements
have advocated nutrition for development. The Scaling-Up-Nutrition (SUN) mitiative calls for multi-
sectoral action for improved nutrition during the first 1,000 days of life. The Government of Nepal as
an early member of SUN adopted the Multi-sector Nutrition Plan (MSNP) in 2012 to reduce chronic
nutrition. Recently, the UN General Assembly declared the 2016-2025 periods as the Decade of Action
on Nutrition.

Policy Initiatives

The National Nutrition Policy and Strategy was officially endorsed in 2004 to address all forms of
malnutrition including under-nutrition and over-nutrition. This policy provides the strategic and
programmatic directions in the health sector while the MSNP provides a broader policy framework
within and beyond the health sector under a Food and Nutrition Security Secretariat of the National
Planning Commission that coordinates its implementation. The National Health Policy, 2071 highlights
improved nutrition via the use and promotion of quality and nutritious foods generated locally to fight
malnutrition.

Aligning with the SDG roadmap, MSN-II, National health Policy, National Health Sector Strategy Plan
and current global initiatives, nutrition section Of FWD has developed national nutritional strategies
and plans for improving maternal infant and young child nutrition assisted by experts from the Nutrition
Technical Committee. Moreover, as recommended by the Nepal Nutrition Assessment and Gap
Analysis (NAGA) and guided by MSNP, in 2012-2013 MoHP conducted an Organization and
Management Survey towards establishing a National Nutrition Centre as an expert nutrition center
under MoHP for nutrition specific intervention. Goal
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The goal of the National Nutrition Programme 1s to achieve nutritional well-being of all people to

maintain a healthy life (to contribute to the socioeconomic development of the country), through

improved nutrition programme implementation in collaboration with other sectors.

The overall objective 1s to enhance nutritional well-being, reduce child and maternal mortality and
contribute to equitable human development.

The specific objectives of the programme are as follows Mahakulung RM:

To reduce protein-energy malnutrition in children under 5 years of age and women of
reproductive age

To improve maternal nutrition

To reduce the prevalence of anaemia among adolescent girls, women and children

To eliminate 10dine deficiency disorders and vitamin A deficiency and sustain elimination

To reduce the infestation of intestinal worms among children and pregnant women

To reduce the prevalence of low birth weight

To improve household food security to ensure that all people can have adequate access,
availability and use of food needed for a healthy life

To promote the practice of good dietary habits to improve the nutritional status of all people
To prevent and control infectious diseases to improve nutritional status and reduce child
mortality

To control lifestyle related diseases including coronary disease, hypertension, tobacco related
diseases, cancer and diabetes

To improve the health and nutritional status of schoolchildren

To reduce the critical risk of malnutrition and life during very difficult circumstances

To strengthen the system for analyzing, monitoring and evaluating the nutrition situation
Behavior changes communication and nutrition education at community levels

To align health sector programmes on nutrition with the Multi-Sectoral Nutrition Initiative.

Current National Nutrition Strategies

Strategies

The following general strategies have been pursued to address the nutritional situation in Nepal:

To reduce protein-energy malnutrition (PEM) 1n children less than five years of age and
Reproductive aged Women to half of the 2000 level by the year 2017 through a multi-sectoral
approach.

Promote, facilitate and utilize communityparticipation and involvement for all
nutritionactivities.

Develop understanding and effective co-ordination between various concerned Sections,
Divisions and Centres within the Department of Health Services.
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e Maintain and strengthen co-ordination among other agencies involved 1n nutrition activities, 1.e.

the Ministries of Agriculture, Education, Local Development and the National
PlanningCommission, as well as with EDPs, NGOs, INGOs and private sector.

e Decentralize authority to the region, district, Health Post, Sub Health Post and community
forneeds assessment, planning, implementation, and monitoring.

e (Conduct national advocacy and social mobilization campaigns; Integrate/incorporate activities
(such as Expanded Program on Immunization, Integrated Management of Childhood Illness,
Maternal and Family Health and other concern program, etc.) into nutrition plans.

e Develop a systematic approach for Monitoring and Evaluation of all nutrition program
activities.

e (elebrate different events related to nutrition program like School Health and Nutrition Week
(Jestha 1 to 7), Breast feeding week (August 1-7), lodine month (February) to raise
awarenessabout the importance of Nutrition.

e Implement School Health and Nutrition Program as per National Strategy.

e Growth monitoring will be used as a screening tool to assess the general malnutrition status of
children under less than five years.

Major Achievements of Mahakulung Rural Municipality

Indicators Fiscal years
2077/78 2078/79 | 2079/80

% of children aged 0-23 months registered for growth

L 59 50 36
monitoring
Average number of visits among children aged 0-23
11 14 17
months
% of children aged 0-6 months registered for growth
133 60 72

monitoring, exclusively breastfed for the first six months

According to the nutrition program, growth of under 2 years' children should be monitored at least
every month that 1s 24 times during 0-23 months. Children aged 0-23 months registered for growth
monitoring i1s 36%, which 1s in a decreasing trend than last fiscal years. Similarly, the percentage of
infants who fed exclusive breast feeding up to six months of age 1s in a increasing trend 1.e 72%. Also,
the Averege number of visits for growth monitoring is in a increasing trend 1.e. 11%,14% and 17%.

Coverage of Iron, Folic Acid and Vitamin ""A" Distribution as % of Expected Live Birth:

Since 1998, the MoHP has been providing iron foliate (IFA) at “no cost” to pregnant women and
breastfeeding mothers through the HF, PHC/ORC and FCHVs as part of antenatal care (ANC) and
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postnatal care (PNC) services. Pregnant women are provided with 180 tablets during antenatal visits
and are advised to take one tablet a day. An additional 45 tablets are provided after childbirth to cover
the post natal period.

IFA & Vita A Distribution

250
200

150

218
109 116
100
59
50
B 0 o
0

Women who received IFA during  Postpartum mother who received Postpartum mother who received
pregnancy IFA Vita A Supplementation

110

m2077/78 m2078/79 m2079/80

Source: DHIS-II

As shown in bar diagram, IFA received during pregnancies period 1s in a decreasing trend than last
fiscal year 1e, 24 and postpaertunmother who received IFA 1s decreasing in FY 2079/2080 1.e 116 than
previous FY. As per the policy of MOHP, every mother 1s supplied with a 'Vitamin A' capsule 1n the
postpartum period. Health workers provide 'Vitamin A' capsule to mothers immediately after delivery.
[f the delivery 1s at home FCHVs provide Vitamin A at home. As mentioning it the indicator postpartum
mother who received Vitamin A suppllemmentaion 1s 110 which 1s far better than last FY 2077/78.

Adolescents Girls Iron Folic Acid Supplementation

SHN Program has initiated weekly Iron Folic Acid (IFA) supplementation to the adolescent girls aged
10-19 years from FY 2072/73 aiming to prevent and control the high burden of Iron Deficiency Anemia
among this particular group of population. This activity was piloted in Kathmandu, Dolakha, Khotang,
Panchthar, Bhojpur, Saptari, Pyuthan and Kapilvastu districts in FY 2072/073. Now the program i1s
scalingup upto additional 41 districts of Nepal and have plan to reach all 77 districts.

Under this component, almost all the adolescent girls aged 10-19 years are supplemented with weekly
Iron Folic Acid biannually in Shrawan (Shrawan -Asoj) and Magh (Magh- Chaitra) rounds. In each
round, they are provided with one IFA tablet every week for 13 weeks. So, each adolescent girl gets a
total of 26 IFA tablets in a year.
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Iron Folic Acid Consumption Period FY 2079/80 (Achievement Status)

School/HF/FCHV
S. Age Group
Db satsac et s U | e o Eadblescont girls aged 10-19 years who received IFA
10-19 years 92

Source: Vertical reporting received from Hfs

Major Activities Carried Out in FY 2079/2080
e Biannual Distribution of Vitamin A and Albendazole tablet under 5 years children
e (elebration of breast-feeding promotion week, Nutrition Week and Iodine Month
e School Health and Nutrition Programs
e Adolescent Girls Iron Folic Acid Supplementation
e Regular supply and distribution of nutritional program commodities to HFs
e Supportive Supervision and Monitoring of nutrition related activities in the district
e Identification of 1000 Days HHs and monitored the status accordingly.
e (elebration of different Nutritional Importance Days
e Regular Monitoring and Supervision of nutritional programs
e [EC/BCC tervention through local media and publications.

Issues and Recommendations:

Issues Recommendation Responsibility

Poor recording  and | -Onsite coaching to improve the recording | MoSD/HD/HO,

reporting of all nutritional | and reporting HF
indicators -HMIS training to newly recruited HWs.
Less priorities on | -Program and activities should be planned | R/'M

nutritional ~ promotional | as stated in multisectrol nutritional plan and
activities by local level | linkup with other governmental priorities
government
Unavailability of | One nutritional rehabilitation home in each | MoHP/DoHS
nutritional  rehabilitation | district need to be established.
home 1n district
Poor linkages in between | Establish linkages to related stakeholder | MoH/HD/HO
theline  agengies and | like agriculture, livestock and education
stakeholders sector etc. to quality mmprovement of
nutritional status.
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2.3. COMMUNITY BASED INTEGRATED MANAGEMENT OF NEONATAL AND
CHILDHOOD ILLNESSES (CB-IMNCI)

CB-IMNCI 1s an integration of CB-IMCI and CB-NCP Program that 1s being implemented across the
country after the decision of MoHP on 2071/6/28 (October 14, 2015). This integrated package of
childsurvival intervention addresses the major problem of sick new born such as birth asphyxia,
bacterial infection, jaundice, hypothermia, low birth weight, counseling of breastfeeding. Among the
age group of 2 months to 59 months' children, it addresses major childhood 1llnesses like pneumonia,
diarrhea, malaria, measles and malnutrition 1n a holistic way.

In CB-IMNCI program, FCHVs are expected to carry out health promotional activities for maternal,
newborn and child health and dispensing of essential commodities like distribution of 1ron, zinc, ORS,
chlorohexidine and immediate referral in case of any danger signs appear among sick newborn and
child. Health workers will counsel, and provided the health service like management of non-breathing
cases, skin to skin contact and management of neonatal sepsis and common childhood illness. Also,
program has provisioned the post-natal visits by trained health workers through primary health care
outreach clinic. For treatment of possible severe bacterial infection (PSBI), treatment recommended is
injection Gentamycine and inj. Ampicillin or oral Amoxicillin.

Goal:
Improve newborn and child survival and ensure healthy growth and development.

Targets of Nepal Health Sector Strategy (2015-2020)
e Reduction of Under-five mortality rate (per 1,000 live births) to 28 by 2020
e Reduction of Neonatal mortality rate (per 1,000 live births) to 17.5 by 2020

Targets of Nepal Every Newborn Action Plan (NENAP)
e Reduction of Neonatal mortality rate (per1000live births) to 11 by 2035
e Reduction of still births (per 1000 total births) to 13 by 2035
Objectives:
e To reduce neonatal morbidity and mortality by promoting essential newborncare services.
e To reduce neonatal morbidity and mortality by managing major causes of illness
e To reduce morbidity and mortality by managing major causes of illness among under 5 years
children.
Strategies:
e Quality of care through system strengthening and referral services for specialized care
e Ensure universal access to health care services for new born and young infant
e (Capacity building of frontline health workers and volunteers
e Increase service utilization through demand generation activities
e Promote decentralized and evidence-based planning and programming
Major Interventions
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Newborn Specific Interventions
e Promotion of birth preparedness plan
e Promotion of essential newborn care practices and postnatal care to mothers and newborns
[dentification and management of non-breathing babies at birth
e Identification and management of preterm and low birth weight babies
e Management of sepsis among young infants (0-59 days) including diarrhea

Child Specific Interventions

e (ase management of children aged between 2-59 months for 5 major childhood killer diseases
(Pneumonia, Diarrhea, Malnutrition, Measles and Malaria)

Cross Cutting Interventions
e Behavior change communications for healthy pregnancy, safe delivery and promote personal
hygiene and sanitation
e Improved knowledge related to Immunization and Nutrition and care of sick children
e Improved interpersonal communication skills of HWs and FCHVs

Major Indicators:

Indicators Fiscal Year

2077/78 2078/79 2079/80
Incidence of ARI/1000 <5 Years Children 397 561 590
Incidence of Pneumonia among children under five years (HF & | 37 67 68
QOutreach)
% of children U5 years with Pneumonia treated with antibiotics | 96 95 100
(Amoxicillin)
% of children under five years with diarrhea suffering from Severe | 265 170 177
dehydration
% of children under five years with diarrhea treated with zinc and | 100 99 100
ORS

Estimated number of children U-5 years:1449
Incidence of ARI/1000 <5 years' children has Increased in FY 2079/80 as compared to previous year.
It 1s high ARI cases reported, it may be due to misclassification of cases. Incidence of pneumonia has
also increased to 68 in FY 2079/80 as compared to 2078/2079. Likewise, Incidence of diarrhoea is in
increasing 1.e 177 than last FY 2078/2079. Both % of children U5 years with Pneumonia treated with
antibiotics (Amoxicillin) and % of children under five years with diarrhea treated with zinc and ORS
are 100% which 1s a best practice.
Major Activities Carried Out in FY 2079/80

e Six days district level TOT was conducted to HWs of all health facilities with the coordination

to training sites.

e Onsite coaching to the peripheral level health workers through trained mentor.
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e Regular supervision and monitoring of the program to enhance the quality recording and
reporting.

e Orientation of the remote area guideline and its implementation toward health workers and
FCHVs

e Regular supply of the CBIMNCI commodities to health facilities level and below.

e Follow up of the piloted program Equity and Access (Samata and Pahunch) and application of
SAATH tools in community level.

Issues and Recommendations:

Issues Recommendations Responsibility

Inadequate Logistic supplies like job Provision of Regular supply FWD, PHLMC
aids, treatment books, treatment
cards, timers etc. from the central

level
Poor recording and reporting as per Maintain CB-IMCI register properly HO, HF
guidelines at HF, discuss with FCHV about

recording and reporting as per

guideline
Poor referral mechanism Strengthen the referral mechanism DoHS/HO/HF
CBIMNCI Un-train health workers Provision of training regularly MoH/HTC

in health facilities

2.4. SAFE MOTHERHOOD AND NEWBORN HEALTH

The goal of the Natioanl Safe Motherhood Program is to reduce maternal and neonatal morbidity and
and mmprove maternal and neonatal health through preventive and promotive activities and by
addressing avoidable factors that cause death during pregnancy, childbirth and the post partum period.
Global evidence shows that all pregnancies are at risk, and complications during pregnancy, delivery
and the postnatal period are difficult to predict. Evidence suggests that three key delays are of critical
importance to the outcomes of an obstetric emergency in Nepal: (1) delay in seeking care, (11) delay in
reaching care, and (111) delay in receiving care.
To reduce the risks associated with pregnancy and childbirth and address these delays, three major
strategies has adopted in Nepal:
e Promoting birth preparedness and complication readiness including awareness raising and
improving the availability of funds, transport and blood supplies.
e [Expansion of 24 hours birthing facilities alongside Aama Surakshya Programme promotes
continuum of care from antenatal care (ANC) to post-natal care (PNC).
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e Expansion of 24-hour emergency obstetric care services (basic and comprehensive) at selected
health facilities in every district.

Since its initiation in 1997, the Sate Motherhood Program has made significant progress in terms ofthe
development of policies and protocols as well as expansion in the role of service providers suchas staff
nurses and ANMs in life saving skills. The policy on skilled birth attendants endorsed in 2006by MoHP
specifically identifies the importance of skilled birth attendance at every birth andembodies the
Government’s commitment to training and deploying doctors and nurses/ ANMs withthe required skills
across the country. Similarly, endorsement of revised National Blood TransfusionPolicy 2006 1s also a
significant step towards ensuring the availability of safe blood supplies in theevent of an emergency.

HO Solukhumbu has been providing Safe Motherhood Services through all Health Facilities and PHC-

ORCs. Solukhumbu hospitaland Sotang Primary Hospital has started CEONC service in the district as
well as SolukhumbuHospital and One PHC, three basic hospitals, three commuhnity Hospitall are
providing BEONC services effectively. Twenty-Seven HFs are performing as Birthing Centers.
Services like CAC and PAC are provided from Solukhumbu Hospital.

Main strategies of the Safe Motherhood Programme
1. Promoting inter-sect oral coordination and collaboration at Federal, Provincial, districts and
Locallevels to ensure commitment and action for promoting safe motherhood with a focus on poor
andexcluded groups.
2. Strengthening and expanding delivery by skilled birth attendants and providing basic and
comprehensive obstetric care services at all levels. Interventions include:

e developing the infrastructure for delivery and emergency obstetric care;

e standardizing basic maternity care and emergency obstetric care at appropriate levels of the

health care system;

e strengthening human resource management training and deployment of advanced
skilledbirth attendant (ASBA), SBA, anesthesia assistant andcontracting short-term human
resourcesfor expansion of services sites:

e establishing a functional referral system with airlifting for emergency referrals from
remoteareas, the provision of stretchers in Palika wards and emergency referral funds in all
remotedistricts;

3. Strengthening community-based awareness on birth preparedness andcomplicationreadinessthrough
FCHVs and increasing access to maternal health information and services.

4. Supporting activities that raise the status of women 1n society.

5. Promoting research on safe motherhood to contribute to improved planning, higher qualityservices
and more cost-effective interventions.

Major Activities included in Safe Motherhood Program
1. Antenatal Care
Antenatal care services include:
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At least four antenatal check-ups: first at 4" month, second at 6" month, third at 8" month and
fourth at 9" month of pregnancy;

Monitor blood pressure, weight and fetal heart rate;

Provide information, education and communication (IEC) and behavior change communication
(BCC) for danger signs and care during pregnancy and timely referral to the appropriate health
facilities;

Birth preparedness and complication readiness (BPCR) for both normal and obstetric
emergencies (delivery by skilled birth attendants, money, transportation and blood); Early
detection and management of complications;

Provision of tetanus diphtheria (TD) immunization, iron tablets, deworming tablets to all
pregnant women and malaria prophylaxis where necessary.

Delivery Care

Delivery care services include:

Skilled birth attendants at deliveries (either home based or facility-based);

Early detection of complicated cases and management or referral after providing obstetric first
aid by health worker to appropriate health facility where 24 hours emergency obstetric services
are available:

Obstetric first aid at home and/or HP/SHP 1f complications occur, using Emergency Obstetric
Care Kit (EOC kait);

I[dentification and management of complications during delivery and referral to appropriate
health facility as and when needed;

Registration of births and maternal and neonatal deaths.

2. Postnatal Care
Postnatal care services include:

Three postnatal visits: First visit within 24 hours of delivery, second visit on the third day and
third visit on seventh day after delivery;

Identification and management of mother's and newborn in complications of postnatal period
and referral to appropriate health facility as and when needed;

Promotion of exclusive breastfeeding;

Personal hygiene and nutrition education, post-natal vitamin A and iron supplementation for the
mother;

Immunization of newborns; and

Post-natal family planning counseling and services.

3. Newborn Care

Newborn care includes:

Health education and behavior change communication on essential newborn care practices,
Identification of neonatal danger signs and timely referral to the appropriate health facility. Delivery by
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skilled birth attendant both at home and health facility, immediate newborn care (warmth, cleanliness,
immediate breast feeding, cord care, eye care and immunization) and newborn resuscitation

4. NyanoJholaProgramme

The NyanoJholaProgramme was launched in 2070/71 to protect newborn from hypothermia
andinfections and to increase the use of peripheral health facilities (birthing centers). Two sets of
clothes (bhoto, daura, napkin and cap) for newborns and mothers, and one set of wrapper, mat for baby
and gown for mother are provided for women who give birth at birthing centers and district hospitals.
The programme was interrupted due to financial constraints, however MOHP allocated extra budget
for due to popular demand.

S. Emergency Obstetric Care

Basic emergency obstetric care (BEOC) covers management of pregnancy complications by
assistedvaginal delivery (vacuum or forceps), manual removal of placenta, removal of retained products
ofabortion (manual vacuum aspiration), and administration of parental drugs (for
postpartumhemorrhage, infection and pre-eclampsia/eclampsia), resuscitation of newborn and
referral Comprehensive emergency obstetric care (CEOC) includes surgery (caesarean section),
anesthesiaand blood transfusion along with BEOC functions. Safe blood transfusion is an essential part
of CEOC, and to support this, national blood transfusion policy was revised in 2006 and blood
transfusion guideline developed.

6. Safe Abortion Services

Preventing unwanted pregnancies through a quality family planning services 1s a first step towards
addressing women's reproductive health needs, and increasing access to safe abortion services hasbeen
considered as a missed opportunity to prevent unwanted pregnancy, however, there 1s ad earth need to
make this service available in order to prevent mortality and morbidity from unsafeabortion. A
comprehensive approach needs to be integrated between three services, familyplanning, safe abortion
and post abortion care. This means ensuring the availability ofcomprehensive abortion care (CAC) that
refers termination of unwanted pregnancies through safetechnique with effective pain management,
post procedure family planning information and serviceto ensure women are able to plan when to have
children and avoid further unwanted pregnancies.

Only trained doctors or health workers can provide safe abortion services at the governmentapproved
health facilities, with the consent of women by following the protocol.

Aama Programme Provision

a. For women delivering their babies in health institutions:

Transport incentive for institutional delivery: Cash payment to women immediately after
institutional delivery (NPR 3,000 in mountains, NPR 2,000 in hills and NPR 1000 1n Tarai
districts).
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Incentive for 4 ANC visits: A cash payment of NPR 800 to women on completion of four
ANC visits at 4, 6, 8 and 9 months of pregnancy, institutional delivery and postnatal care.

Free institutional delivery services: A payment to health facilities for providing free
delivery care. For a normal delivery health facility with less than 25 beds receive NPR 1,000
and health facilities with 25 or more beds receive NPR 1,500. For complicated deliveries
health facilities receive NPR 3,000 and for C- sections (surgery) NPR 7,000. Ten types of
complications (antepartum haemorrhage (APH) requiring blood transfusion, postpartum
haemorrhage (PPH) requiring blood transfusion or manual removal of placenta (MRP) or
exploration, severe pre-eclampsia, eclampsia, MRP for retained placenta, puerperal sepsis,
instrumental delivery, and management of abortion complications requiring blood
transfusion) and admission longer than 24 hours with [V antibiotics for sepsis are included
as complicated deliveries. Anti-D administration for RH negative 1s reimbursed NPR 5,000
Laparotomies for perforation due to abortion, elective or emergency C-sections, laparotomy
for ectopic pregnancies and ruptured uterus are reimbursed NPR 7,000 to both public and
private facilities.

b. Incentives to health service provider:

For deliveries: A payment of NPR 300 to health workers for attending all types of deliveries
to bearranged from health facility reimbursement amounts.

Newborn Care Programme Provision

a. For sick newborns:

There are four different types of package (Package 0, Package A, B, and Package C) for sick
newborns case management. Sick newborn care management cost 1s reimbursed to health
facility. The cost of package of care include 0 Cost for Packages 0, and NPR 1000, NRP
2000 and NRP 5000 for package A, B and C respectively. Health facilities can claim a
maximum of NPR 8,000 (packages A+B+C), depending on medicines, diagnostic and
treatment services provided.

b. Incentives to health service provider: A payment of NPR 300 to health workers for
providing all forms of packaged services to be arranged from health facility reimbursement

amountis.

Service Sites in Mahakulung Rural municipality

Service Sites Fiscal Year
2078/79

Number of CEOC Sites 0

Number of Functional BEOC Sites 0

Number of Birthing Centers 3

There 1s no CEOC and BEOC site in Mahakulung Rural Municipality. Where as, three HFs are

performing as Birthing Centers.
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Major Indicators of Safe Motherhood Program

Major indicator Safemotherhood Program (%)

80
70 67 i
61
60 56
50
40 38
31
29 78
27
30 24
21
20 14 15
10
0 0
0
First ANC as per Four ANC as per Institutional Deliveries First PNC Visit Four PNC as per
Protocol Protocol Protocol

m2077/78 wm2078/79 wm2079/80

ANC 1*'visit as per protocol is 31% in FY 2079/80, which has decreased by 7% as compared to previous
FY 2078/79. The ANC complete 4™ visit has also decreased to 27% in FY 2079/80 as compared to
previous FY. Institutional deliveries (deliveries by SBA and other than SBA) as percent of expected
live birth 1s increased to 21% 1n this fiscal year 2079/80 compared to the last fiscal year. Four PNC as
per protocol has increased to 15%, which was previously 0%.

Other indicators such as PNC 1* visit i1s decreased by 12% than last financial year 1.e 39% and PNC
complete visit as per protocol has also been decreased by 11% 1n this financial year 1.e 34%.

Maternal and Neonatal death status

Indicators Fiscal Year
2079/80

No. of Maternal Death 0

No. of Neonatal Death 2
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Furthermore, 0 maternal deaths were reported during the FY 2079/80. New born death reported 1s 2 in
FY 2079/80 which is decreasing as compared to FY 2078/79 most of the death is reported on the way
death during the referral time.

Major Activities carried out in 2079/80

e Equipment purchases and supply to birthing center for Quality Improvement

e SBA onsite coaching and mentoring

e VIA test, STI management camps, screening and ring pessary service camp for uterine

prolapsed clients and timely referral for better management.
e Clinical update for nursing staffs (ANM and Staftf Nurse)
e Supportive supervision and monitoring of the Program

e [EC/BCC Intervention and media advocacy

e [nnitiation of full ANC visit and zero home delivery campaign

e Community awareness activities to quality utilization of birthing center and services.

Issues and Recommendations

Issues Recommendations Responsibility
Inadequate supply of logistics | Supply of adequate logistics (Equipments | R/M
including power supply at | and Materials)
Birthing Centers
Inadequate Health workforce | Ensure 24 hrs availability of adequate
(ANMs) at Birthing centers nursing staffs in the Birthing sites R/M
Low coverage of ANC 4th | Strengthen defaulter tracing. Mobilize | HF, HO, R‘'M
visit as protocol FCHVs, HFOMC, mothers’ groups, and
school students for awareness.
Very low complete | -Raise the quality of ANC counseling | HF, R/M
PNCcoverage services, focusing on continuum of care
-Develop a special package to encourage
timely first ANC visits.
-Initiate  PNC home wvisit 1n selected
communities
The 1nadequate use ofsome | -Upgrade strategically located birthing | HF, R/M
birthing centersandincreasing | centers to providecomprehensive quality
the numberof birthing centers, | primary health care services andaimfor
and ‘home delivery free” Wards
increasing use of referral -Run innovative programmes to encourage
hospitals delivery atbirthingcentres

2.5. Family Planning and Reproductive Health
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Modern Family Planning (FP) refers to female sterilization (eg, minilap), male sterilization (eg no-
scalpel vasectomy), intrauterine contraceptive device (IUCD), sub-dermal contraceptive implants (e.g.
Jadelle), three monthly injectables (eg. Depo provera), the oral Pill (combined oral pills), condoms
(male condom), lactational amenorrhea mothod (LAM), emergency contraceptive pill and standard
days method (SDM).

The aim of the National Family Planning Programme 1is to ensure that individuals and couples can
fulfill their reproductive needs by using appropriate family planning methods based on informed
choices. To achieve this, GoN 1s committed to equitable and right based access to voluntary, quality
FP services based on informed choice for all individuals and couples focusing more on hard to reach
communities and underserved populations such as adolescents, migrants and other vulnerable or
marginalized groups ensuring no one is left behind.

Family planning 1s a priority programme of the Government of Nepal. It 1s a component of the
reproductive health package and essential health care services under the Nepal Health Sector
Programme-2 (2010-2015), the National Family Planning Costed Implementation Plan (2015-2021),
the Nepal Health Sector Strategy (2015-2020) and the government’s commitments to Family Planning
2020.

Quality FP services are also provided through private and commercial outlets such as NGO run
clinic/centre, private clinics, pharmacies, drug stores, hospitals including academic hospitals. FP
services and commodities are made available by some social marketing (and limited social franchising)
agencies.

FP services are part of essential health care services and are provided free in all public sector outlets.

Main Objective:
To improve the health status of all people through informed choice on accessing and utilizing client-
centered quality voluntary FP services.

The specific objectives are as follows:

e To increase access to and the use of quality family planning services that are safe, effective and
acceptable to individuals and couples. A special focus 1s on increasing access 1n rural and
remote places and to poor, Dalit and other marginalized people with high unmet needs and to
postpartum and post-abortion women, the wives of labor migrants and adolescents.

e To increase and sustain contraceptive use, and reduce unmet need for family planning,
unintended pregnancies and contraception discontinuation.

e o create an enabling environment for increasing access to quality family planning services to
men and women including adolescents.

e Toincrease the demand for family planning services by implementing strategic behavior change
communication activities.
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Policies and Strategic areas for FP

Enabling environment: Strengthen the enabling environment for FP

Demand generation: Increase health care seeking behavior among populations with high unmet
need for modern contraception

Service delivery: Enhance FP service delivery including commodities to respond to the needs
of marginalized people, rural people, migrants, adolescents and other special groups

Capacity building: Strengthen the capacity of service providers to expand FP service delivery

Research and innovation: Strengthen the evidence base for programme implementation through
research and innovation

Service Outlets of Family Planning Program

Indicators Fiscal Year
2079/80

Number of [UCD Sites 2

Number of Implant Sites 3

As shown 1n above table, number of Long Family Planning service sites for [IUCD, implant some sites

are not sufficient this i1s due to transfer of trained staffs from HFs.

Major Indicators:

Indicators Fiscal Years

2077/78 2078/79 2079/80
CPR (unadjusted) among WRA 33 31 31
% modern contracetive among WRA 11 16 12

New acceptors are defined as the number of WRA who adopted any one FP method for the first time

in their life. The use of family planning combodities like condom and Implant are in increasing trend

and combodities like Depo, IUCD and P1ills are in decreasing trend than last FY.
Major Activities carried out in FY 2079/80

Provision of regular comprehensive FP service

Provision of long-acting reversible services (LARCs)

FP strengthening program through the use of decision-making tool (DMT) and WHO medical
eligibility for contraceptive (MEC) wheel

Micro planning for addressing unmet need of FP 1n all wards
Interaction program on FP in marginalized communities
Monitoring and Supervision of FP and RH programs.
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Issues and Recommendations

Issues Recommendations Responsibility
Inadequate number of Implant | Expansion of Implant and [IUCD | HO, MOH, FWD, Local
and IUCD service sites service sites by providing training Government

Report Collection from private | Establish a system to collect report | HFs, Local Government,
clinics not included in HMIS from private clinics in regular basis | MoH

Low FP acceptors among post | Strengthen post abortion and post

abortion and post partum women | partum FP counseling HO, HF

VSC service 1s limited to mobile | Provide VSC service through district | FWD, HO, MoH
camp only level Institution

Seasonal demand of FP during | Prepare FCHVs to address the

festival (as  theperiodicout- | seasonaldemand of FP HO, HF

migrants return back to their
home during festival time)

2.6. ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH

National Adolescent Sexual and Reproductive Health i1s one of the priority programs of Family
WelfareDivision (FWD), DepartmentofHealthServices Nepal 1s one of the countries in South Asia
developed andendorsed the first National Adolescent Health and Development (NAHD) Strategy 1n
2000. To addressthe needs of emerging issues of adolescents in the changing context, the NAHD
strategy 1s revised in 2018 the main aim of revision of strategy was to address the problem face by the
adolescent in Nepal. Adolescents aged 10 to 19 constitute 24% (6.4 million) of the population in Nepal.
Nepal is 3™ highest country in child marriage though legal age at marriage is 20. Seventeen percent of
girls aged 15-19 years are already mothers or pregnant with their first child. Only 15% of currently
married adolescents use a modern method of contraceptives. The Adolescent Fertility Rate (AFR) 1s an
increasing trend from 81 in 2011 to 88 in 2016 per 1,000 women of 15-19 years.

Vision:

To enable all adolescents to be healthy, happy, competent and responsible.

Mission:

Optimum use of the available methods and establishing strong bond between the concerned partiesand

developing strategy with the view of securing the health and development of adolescents.

Goal: To promote the sexual and reproductive health of adolescents.

General Objectives
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e By the year 2025, all adolescents will have positive life styles to enable them to lead healthy

andproductive lives.
Specific Objectives

« To create safe, supportive and protective environment for all adolescents.

« To increase adolescents’ access to scientifically sound and age appropriate information about
their health and development

* To enhance life skills and improve the health status of adolescents

* To increase accessibility and utilization of adolescent friendly quality health and counseling
SErvices.

Targets:
« To make all health facilities as adolescent friendly as per the envision of National Health policy

(2014) and NHSS (2016-2021),
« Toensure universal access to ASRH services, the Nepal Health Sector Strategy Implementation
Plan (2016-2021) aims to:
-scale up Adolescent Friendly Service (AFS) to all health facilities;
-behavioral skill focused ASRH training to 5,000 Health Service Providers and
-more than 100 health facilities to be certified with quality AFS by 2021
The programme aims to reduce the adolescent fertility rate (AFR) by improving access to family
planningservices and information.

Strategic Principles and Direction
e Participation and leaderships of adolescent
e [Equality and equity
e Right with responsibility
e Strategies partnership
e Role of central, province and local government

The criteria of adolescent-friendly services (AFS) include the availability of trained staffs and
information on adolescent sexual and reproductive health, the delivery of services in a confidential
way, adolescentfriendly opening hours, the display of the AFS logo and including two adolescents as
invitees to HFOMC meetings.

Implementation Status of ASRH Program in Mahakulung Rural Municipality

[nitially, the rural municipality was 1dentified for the ASRH programme in FY 2069/70. In the rural
municipality, where listed as AFS site for the provision of quality Adolescent Friendly Health Services,
which 1s the great innovation and achievement of of HS Mahakulung. To ensure quality and
sustainability of ASRH program, now the HFs are going on the process of certification. From three
health facilities were operating ASRH services throughout the rural municipality.

ASRH implementing site with in Rural Municipality
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Name of health facilities for ASRH

Mahakulung Primary Hospital,
Gudel HP

Chheskam HP (Supotted by Action for Nepal)

Major Activities conducted in FY 2079/80

* Conduction of AFS orientation to health workers including nurses.
« Printed and distributed IEC/BCC booklets, posters and comics

« Distributed ASRH flip chart, adolescent job aids to AFS health facilities
« AFS site verification, pre-certification and certification program.

« School health orientation program to school teachers and Health post incharge

« Program orientation to local stakeholders including HFOMC members, FCHVs in program

HEFs.

« [EC Flex displayed with key message in program implemented HFs

« Community awareness activities through existing structures

* Conducted bi-annual ASRH review meetings at district level
* Supply of necessary logistics for AFS sites.
« Printed of required reporting tools and distribution to HFs

« Monitoring and supportive supervision of ASRH program

Issues and Recommendations

Issues

Recommendations

Responsibility

High prevalence of early marriage
and teenage pregnancy

Timing 1s not friendly for students to
come in health facility for AFHS
Lack of adequate space and facilities
as per the ASRH guideline in most
of the health facilities

Lack of adequately trained health
staffs for adolescent and youth
counseling

Lack of community awareness and
importance on adolescent sexual and
reproductive health

Newly Constructed HF Building
have no Space for AFS Corner

Intensify community awareness
activities and effectively
implement the law

Specify day and time for service to
adolescents

More support for infrastructure to

make HF adolescent friendly

Provision of counselling training to
HFs, preferably from both male and
female gender

-Needed to expand ASRH program
up to community level.
-Orientation needed for guardian
Design of AFS room in newly
constructed health facility building

R/M

HF, HFOMC, School,
R/M
FWD, HO, EDPs

MoH, FWD, HO, EDPs

HO, HF, EDPs

MD/DUDBC
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Recording and reporting is not still Incorporating ASRH reporting in DoHS
channelizing to HMIS/DHIS2 HMIS/DHIS2

2.7. PRIMARY HEALTH CARE OUTREACH CLINIC

As envisaged in the last national health policy 1991, health facilities were extended up to villagelevel
However, utilization of services provided by health facilities, especially preventive andpromotive
services, has been found to be limited because of limited accessibility. Therefore, it was felt that
services should be expanded closer to the community. Thus, Primary HealthCare Outreach (PHC/ORC)
services was 1nitiated and established in 1994 (2051 BS).

The aim of PHC/ORC 1s to improve access to some basic health services including familyplanning and
safe motherhood closer to rural households. These clinics are the extensiveservice sites of PHCCs,HPs
and basic health service centers up to community level. The primary responsibility toconduct these
clinics lies with ANMs, AHWSs; Other staffs of HP/PHCCs help to conduct the PHC/ORC.
FemaleCommunity Health Volunteers (FCHVs) and other local NGOs/CBOs support health workersto
conduct the clinics and also support in recording/reporting and other support activities.

Based on the local needs PHC/ORCs are conducted every month at fixed locations of the ward son
specific dates and time. The clinics are conducted within half an hour'swalkingdistance for the
population residing in that area

According to PHC/ORCstrategy, following services are provided from the clinic.
1. Safe Motherhood & Newborn Care
* Antenatal, postnatal, and newborn care
* [ron distribution
« Referral if danger signs identified
2. Family Planning
« DMPA, (Depo-Provera) pills and condom
« Monitoring of continuous users
* Education and counseling on FP methods and emergency contraception
* Counseling and referral for [UCD, implant and VSC service
* Tracing defaulter
3. Child Health
* Growth monitoring of under 3 years children
* Pneumonia/Diarrhoea treatment
4. Health Education and Counseling
* Family planning
* Maternal and newborn care
« Child health
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« STI, HIV/AIDS

« Adolescents' sexual and reproductive health

e  Others
5. First aid treatment

* Minor treatment and referral for complicated cases
Major Indicators of PHC/ORC Program

Indicators Fiscal Years

2077/78 2078/79 2079/80
Health Facilities within Catchment Area- | 71 103 85
Outreach Clinics-Planned
Health Facilities within Catchment Area- | 34 45 25
Outreach Clinics-Conducted
Health Facilities within Catchment Area- | 710 639 616
Outreach Clinics-People Served

As shown 1n table above, PHC/ORC clinic conduction and people served are in decreasing trend it's
because people are getting services from HF's FY 2079/2080 than FY 2078/80.

Issues and Recommendations:

Issues

Recommendations

Responsibility

Poor Infrastructure of
PHC/ORC

Some of thePHC/ORCs
not conductedettectively

Inadequate human
resource mobilization to
conduct the clinics

Lack of field allowance
toadditional staff
mobilization

-Strengthen PHC/ORC committee and select
the proper place.

-Local resource mobilization to strengthen
PHC/ORC

-Decide whether PHC/ORC clinics are at
appropriate place of the community.

-Ensure community participation
andownership in PHC/ORC conduction as
perlocal need.

-Send AHWSs or ANMs as per the availability
to every clinic.

Endorse a policy to provide allowance for
field stafts

HO, HF, HFOMC,
women’s group, R/M

HFOMC, HF, R/'M

HO, HF, HFOMC,
R/M

FWD, DoHS, R/M

49

(%8 CamScanner


https://v3.camscanner.com/user/download

EPIDEMIOLOGY AND DISEASE CONTROL
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3.1. TUBERCULOSIS

Tuberculosis (TB) 1s a public health problem in Nepal that affects thousands of people each year and
is one of the leading causes of death in the country. WHO estimates that around 42,000 (Incidence rate
of 151 per 10, 00,000) people develop active TB every year in Nepal. Nearly fifty percentages of them
are estimated to have infectious pulmonary disease.

During last Fiscal Year, National Tuberculosis Programme (NTP) registered 32,043 all forms of TB
cases, which includes 31,397 incident TB cases (new and relapse). Among all forms of incident TB
cases (new and relapse) 18,106 (58%) were bacteriologicallyconfirmed (PBC) incident TB cases, 4,112
(13%) were pulmonary clinically diagnosed (PCD) incident TB cases and 9,179 (29%) were extra
pulmonary incident TB cases reported during the reporting year. Out of total registered cases in NTP,
there were 11,667 (37%) female and 20,330 (63%) male.

According to the latest WHO Global TB Report 2018, Tuberculosis Mortality rate was 23 per
100,000populations, which exclude HIV+TB. As per the Global TB report, 6000 to 7000 people are
dying peryear from TB disease. However, TB death among registered TB patients was 3% (1,013
deaths) among 32,313 registered TB cases in FY 2074/75. TB mortality 1s high given that most deaths
are preventable 1f people can access tuberculosis care for diagnosis and the correct treatment 1s
provided. Nepal NTP hasadopted the global WHO’s END TB Strategy as the TB control strategy of
the country.

The Directly Observed Treatment, Short Course (DOTS) has been implemented throughout the country
since April 2001. The NTP has coordinated with the public sector, private sector, local government,
[/NGOs, social workers, educational institutions and other sectors to expand DOTS and sustain thegood
progress achieved by the NTP. There are 4,382 DOTS treatment centres in Nepal and the NTPhas
adopted the global End TB Strategy and the achievement of the SDGs as the country’s TB
controlstrategy.
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Major Indicators of TB Control Program Mahakulung Rural Municipality

Case notification
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m2077/78 m2078/79 m2079/80

Source:DHIS-11
Treatment outcomes
Mahakulung has achieved 100% treatment success rate in FY 2079/2080, which 1s constant as last FY
2078/79. As that for satisfactory result at least 90%, Treatment Success Rate 1s required.

Major activities carried out in FY 2079/80
e C(Celebration of World TB Day 2023
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e Quarterly review meeting and cohort analysis workshop at each local level
e Orientation and quarterly review program related to TB/HIV co-infection and its referral
e [Linkage of DOTS centres to microscopic centres through courier

e (Conduction of Tuberculosis Preventive Therapy (TBPT) intervention as a component of TB

program

e TB Modular training for health workers

e Nutrition allowance for TB relapse cases on treatment

e Regular supply of medicine and commodities including laboratory supplies

e [EC/BCC messages production and broadcasting via local medias

e Onsite coaching, Supportive Supervision and Monitoring to improve the recording reporting

and other aspects

Issues and Recommendations:

Issues

Recommendations

Responsibility

Lack of trained

laboratory staffs at new

Basic TB microscopy and TB modular
training to new staffs

HO, NTC

locally established
laboratories
Low  screening of [ -Regular sputum testing of the

presumptive TB cases
from OPD resulting in
low slide collection

presumptive cases by HFs

-Increment in sputum courier system for
transporting slides and sputum from
remote areas

-Increment 1n contact tracing process
from community level

HFs,HO, R/M, EDPs

Recording tools not | Regular update of TB recording tools. | HFs, HO, R/M
completely updated Ensure consistency with HMIS

Lack of standard and | Provision of standard microscopes at | NTC,HO, R/M
functional microscopes at | local laboratories and maintenance of

microscopic centers local [ non- functional microscopes at old

laboratories microscopic centres

Lack of patient-friendly | Expandcommunity-based DOTS | HO, NTC

TB treatment services programme

in some facilities

Insufficient income | Explore  sustainable  methods to

generation programmefor | financially support the patients and their

needy TB patients and | families HO, NTC, EDPs

drug resistance TB
patients and theirfamilies
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3.2. LEPROSY

Vision: Leprosy free Nepal
Goal: End the consequences of leprosy including disability and stigma

Guiding principles
« Stewardship and system strengthening
« Expedite the elimination process in high prevalence districts
« Collaboration, coordination and partnership
* Community involvement
* Integration, equity and social inclusion
» Linkages with Universal Health Coverage and Sustainable Development Goals

Objectives:

« Achieve elimination status in all districts by 2020.

 [Expand services for early detection of leprosy cases at health facility, especially in high
prevalence districts through Enhancing selected diverse approaches (ISDT)

« Initiate Post-Exposure Leprosy Prophylaxis to family members and neighbors

* Achieve the surveillance performance indicators

Strategies

« Expand and enhance early case detection through selected diverse approaches (ISDT)
Strive to achieve the surveillance performance indicators

Modernize and intensify the service delivery pathways for ensuring quality services
Heighten the collaboration and partnership for Leprosy-Free Nepal

* Enhance support mechanism for people infected and affected by lepr

Indicators Mahakulung

Fiscal Years
Indicators 2077/78 2078/79 2079/80
New Case Detection Rate/100000 0 0 0
Prevalence Rate/10,000 0 0 0
Disability Rate Grade 2 among New Cases 0 0 0

Nepal has declared itself with the Leprosy elimination status in January 2010 and since then has
successfully sustained elimination at the national level. Similarly, Mahakulung has also declared and
sustained the elimination status of leprosy (defined as: reducing the Prevalence <1 case/10,000
populations) till now. In this fiscal year 2079/80, the new case detection rate is 0 which 1s constant as

previous year. Along with, prevalence rate 1s 0 in FY 2079/80 As analysing major indicator of leprosy
from FY 2077/78-079/80 no one case diagnosed in Mahakulung.
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Major activities carried out in FY 2079/80
e Regular supply of medicine and commodities
e [EC/BCC intervention and world leprosy day celebration
e Supportive supervision and monitoring of the program

e (Conducted review program with district stakehder in reagrds leprosy well as disable
management

e orientaion to health worker regarding

Issues and Recommendations

Issues Recommendations Responsibility
low level of diagnosis Enhacing contract tracing and | LG/HO
case investigation program

3.3. MALARIA

Malaria control project was first initiated in Nepal in 1954 with the support from USAID (then USOM).
The objective of the project was to study malaria mainly in Terai belt of central Nepal In 1958, national
malaria eradication program was launched with the objective of eradicating malaria from the country
within a stipulated time period. Due to various reasons the eradication concept was reverted to control
program in 1978. Following the call of WHO to revamp the malaria control programs in 1998, Roll
Back Malaria (RBM) initiative was launched to address the perennial problem of malaria in hard-core
forests, foot hills, inner Terar and valley areas of the hills, where more than 70 percent of the total
malaria cases of the country prevail. The high risk of acquiring the disease 1s attributed to the abundance
of vector mosquitoes, mobile and vulnerable population, relative maccessibility of the area, suitable
temperature, environmental and socio-economic factors.

Malaria risk stratification 2019 was tailored to suit the changing epidemiology of malaria in the country
and to ensure appropriate weightage 1s allotted to key determinants of malaria transmission as
recommended by external malaria program review. Malaria data from last three years reveals that even
within rural municipalities or municipalities, malaria 1s concentrated within some wards while other
wards remain relatively free of malania. In these settings, transmission 1s typically sufficiently low and
spatially heterogenous to warrant a need for estimates of malaria risk at a community level, the wards.
In order, to refine the risk stratification at the community level and thereby define the total population
at risk of malaria; malaria risk micro-stratification was conducted at the wards level of rural
municipality or municipalities.

Nepal’s current National Malaria Strategic Plan (NMSP, 2014-2025) has the Aim, mission, goals
and objectives as shown below:

The aim of NMSP is to attain “Malaria Free Nepal by 2026”.
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NMSP (2014-2025- Revised) are phased malaria elimination by province:
e Achieve Malaria Elimination (zero indigenous cases) throughout the country by 2022;

-Province 1, Bagmati, Gandaki “get to zero indigenous case” by 2020
-Province 2 and Lumbini “get to zero indigenous case” by 2021,
-Province Karnali and sudurpashchim “get to zero indigenous case by 2022, and
e Sustain Malaria- free status and prevent re-introduction of malaria in province after getting to
zero indigenous case.
Goal
In line with the WHO Global Technical Strategy for Malaria 2016-2030 (GTS) and the Asia Pacific
Leaders Malaria Alliance Malaria Elimination Roadmap, the goals of NMSP 2014-2025 are:

e Achieve Malaria Elimination (zero indigenous case) throughout the country by 2022

e Sustain Malana free status and prevent re- introduction of malaria
The specific objective of NMSP (2014-2015, Revised are as follows:

e Strengthen surveillance and strategic information on malaria for effective decision making
e Ensure effective coverage of vector control intervention in the targeted malaria risk areas.
e Enusre universal access to quality assured diagnosis and effective treatment of malaria.

e Devlop and sustain support from leadership and communities for malaria elimination

e Strengthen programmatic technical and managerial capacities for malaria elimination.

Malaria Control Program Mahakulung Rural Municipality:

Indicators Fiscal Years

2077/78 2078/79 2079/80
Total malaria slide examination 0 1 3
Number of malaria cases 0 0 1
Number of kala-azar cases 0 0 0

Annual malaria slide examination rate has increased compared with the last fiscal year 2078/79.
Likewise, incidence of annual parasitic incidence rate per 1000 risk population 1s zero and number of
kala-azar case reported zero in Mahakulung.

Major Activities performed during FY 2079/80
« Sample collection of suspected malaria cases and test was done by rapid diagnostics test kits

* (Case-based treatment and referral
* C(Celebrated World Malaria Day on 25 April.

Issues and Recommendations:

Issues Recommendations Responsibility
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Low blood slide collection of | Regular blood slide collection of the | R/M, HFs,HO
suspected malaria cases suspected cases by HFs

Lack of orientation of basic | Training or orientation need to plan
Malaria and Malaria Microscopy | for newly recruited health workers | MoH/HD/EDCD

Training and laboratory personnel
Lacking in malaria case-based | Orientation to local level health staffs | MoH/HD/EDCD
investigation and elected bodies to internalize the

importance

3.4. HIV/AIDS AND STI

With the first case of HIV identification in 1988, Nepal started its policy response to the epidemic of
HIV through its first National Policy on Acquired Immunity Deficiency Syndrome (AIDS) and
Sexually Transmitted Diseases (STDs) Control, 1995 (2052 BS). Taking the dynamic nature of the
epidemic of HIV into consideration, Nepal revisited 1its first national policy on 1995 and endorsed the
latest version: National Policy on Human Immunodeficiency Virus (HIV) and Sexually Transmitted
Infections (STIs), 2011. With the National HIV Strategic Plan, Nepal has embarked on a Fast-Track
approach towards ending the AIDS epidemic as a public health threat by 2030, through achieving the
ambitious 95-95-95 targets by 2026. By 2026, 95% of all people living with HIV (PLHIV) will know
their HIV status by 2020, 95% of all people with diagnosed HIV infection will receive sustained
antiretroviral therapy, and by 2026, 95% of all people receiving antiretroviral therapy will have viral
suppression.

National HIV Strategic Plan 2021-2026

National HIV Strategic Plan 2021-2026, the sixth national strategy with the aim of meeting the global
goal of 95-95-95 by 2026. By 2026, 95% of all people living with HIV (PLHIV) will know their HIV

status by 2020, 95% of all people with diagnosed HIV infection will receive sustained antiretroviral
therapy, and by 2026, 95% of all people receiving antiretroviral therapy will have viral suppression.

Strategic Directions

Vision: Ending the AIDS epidemic as a public health threat in Nepal by 2030
Mission: To provide inclusive, equitable and accessibale services throuhout the HIV care continum.

Goals:
e To prevent new HIV infections
e To improve HIV related health outcome of PLHIV
e Toreduce HIV related inqualities among PLHIV and KPs
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Targets by 2026
1. Identify, 95% of the estimated PLHIV
Treat 95% of people diagnosed with HIV.
Attain viral load suppression for 95% of the PLHIV on ART
Reduce 90 % of new HIV infections (Baseline as of 2010)
Eliminate vertical transmission of HIV
6. Achieve case rate of congenital syplis of < 50 per 100000 live births

sl ol

Priorities
1. Acclerating HIV prevention service among key populations
Expanding innovative and effective testing approaches
Elimination of vertical transmission and syphlis
Scaling up of HIV Sensitive social protection services to key and vulnerable population
Addressing human rights and gender in HIV resposes
Strengthening sffective, inclusive and accountable HIV governance

N h A WD

Major HIV Services in district:
e HIV testing services and STI management
e Community Based/Prevention of mother to child transmission
e HIV treatment, care and support services

In Mahakulung, 5 Community PMTCT sites are responsible for HIV/Testing and Counseling and
ITreatment.

HIV Co-infection indicators

Indicators Fiscal Years

2077/78 2078/79 2079/80
% of pregnant women who tested for HIV at an ANC checkup | 21% 27% 24%
HIV/AIDS-PMTCT-Counseling and Testing-Pregnancy- | 76 97 R4
Tested
HIV/AIDS-PMTCT-Counseling and Testing-Pregnancy- | () 0 0
Positive
HIV/AIDS-PMTCT-Counseling and Testing-Pregnancy- | 76 97 R4
Counselled

Pregnant women who tested for HIV at an ANC checkup for this FY 2079/80 are 24% which 1s less

checkup than last FY 2078/79 and same another coinfection HIV/AIDS-PMTCT-Counseling and Testing-

Pregnancy-Tested for this FY is 84 in number which is less than last FY and the among that no positve diagnosed
for HIV. Likewise, as the counselling part there was a 84 counselled for testing preganancy which is also lessthan
last FY 2078/79

Major Activities done in FY 2079/80
2l
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e Establishing linkages and integration among HIV services and other health services for quality

HIV prevention, treatment and monitoring of treatment adherence

e HIV Counseling and Testing Services (static and camp) and community-based testing services

e Roll out PMTCT training to remaining and newly recruited health workers

e Diastrict and Municipal level HIV program review meeting and data verification workshop
e World AIDS day and Condom Day celebration.

e Regular monitoring and supervision of the program and uninterrupted supply of commodities

(Test kits, ARV medicine and others)

Issues and Recommendations:

Issues Recommendations Responsibility
Poor supply of STI and | Consistent supply of STI and Ols [ NCASC, Medical
Opportunity  Infections (Ols) [ medicines stores
medicines
Low HIV testing among key | Effective roll out of Community-led | FCHVs, HFs,
population like labor migrants | HIV ~ Testing and  Treatment | EDPs, HO
and their spouses Competence (CTTC) approach is

needed
Fewer number of HTC sites All PHC need to be listed as HTC site | NCASC

to increase the test numbers
Inadequate financial support or [ Need of comprehensive rehabilitation | HO, EDPs,
other rehabilitation provisions for | programs/ services for PLHA NCASC

needy PLHA

Poor HIV/STI services recording
and reporting 1n hospital setting

Proper linkages of OPD and laboratory
services to HTC and ART services to

HO, Hospital, HF

especially in OPD improve  quality recording and

reporting
CHBC services coverage 1s Invest in such an essential service in | NCASC, EDPs
declining over time due to Coordination with NGOs.

Limited support from donors.

3.5 Non-Communicable Diseases and Mental Health
Background:

Non-Communicable diseases (NCD) are a leading cause of morbidity and premature mortality in the
world. Globally, 15 million people die prematurely due to NCDs annually and over 85% of these deaths
occur in low and middle-income countries. The World Health Organization has identified NCDs as a
major public health problem. NCDs pose a challenge in achieving the Sustainable Development Goals
2030 of reducing the premature NCD related mortality by one third by 2030.

Multi-sectoral Action Plan for NCD
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Nepal developed the first Multi-Sectoral Action Plan for prevention and control of non-
communicabledisease 2014-2020 with targets and set of indicators. The action plan was the national
guiding document for implementation of NCD related activities. The Action Plan defined targets,
activities, roles and responsibilities of the MoHP and concerned line Ministries for the period of 2014-
2020. There was a High-Level Committee (HLC) chaired by Chief Secretary, Prime Minister’s Office,
with Secretaries of 17 Line Ministries as members of the committee for policy level decision and
integration of NCD related activities in line ministries” Annual Work Plan Budget (AWPB). The HLC
has been key to providing policy direction related to NCDs and has assigned NCD focal point in Office
of the Prime Minister and Council of Ministers (OPMCM) and key Line Ministries. Subsequently,
National Health Policy 2019, Public Health Service Act 2018, Health Service Regulation 2020, NHSS
IP (2016-2021), focused on prevention and control of NCDs. The National Health Account reports
dedicated funds have been allocated to prevention and control of NCDs and its risk factors.
Multi-sectoral Action Plan for NCDs (2021-2025)

The MSAP II focuses on creating actions which are potentially implementable, have high health impact,
politically and culturally acceptable and financially feasible in co-ordination across multiple sectors
and multi-stakeholders. Sustainable Development Goals have provided a renewed impetus to accelerate
progress 1n addressing NCDs, its risk factors and determinants. The goal 3 on ensuring healthy lives
and promoting well-being for all includes target 3.4: “by 2030, reduce by one third premature mortality
from NCDs. The 11 SDG targets (1,2.4,5,6, 7,8.10,11,12, 13) are linked with NCDs and call for
integrated national response. If Nepal is to meet the SDG targets, investing in interventions to reduce
the burden of NCDs and its risk factors will improve health and accelerate progress on many other
SDGs. The Nepal NCDI Poverty Commission’s an Equity Initiative to Address Non-communicable
Diseases and Injuries National Report, 2018 reports NCD as health and societal inequity 1ssue and need
for more resources and strategic investment. Nepal has moved from unitary government system to
federalism and 1s divided into 7 provinces and 753 local levels with federal, provincial and local
government. Federalism in Nepal provides an unprecedented opportunity for strengthened governance
to establish linkages across sectors, provide predictable and sustained resources including innovative
financing mechanism and accountability to accelerate implementation of the action plan.

Strategic Approach for MSAP 11

Vision

All people of Nepal enjoy the highest attainable status of health, well-being and quality of life at all
age, free

of preventable NCDs and associated risk factors, avoidable disability and premature death

Goal

Reduce the burden of NCDs 1n Nepal through “whole of government™ and “whole of society™ approach
Specific objectives

1. To raise priority accorded to the prevention and control of non-communicable diseases in the national
agenda, policies and programs
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2. To strengthen national capacity and governance to lead multi-sectoral action and partnership across
sectors for the prevention and control of non communicable diseases
3. To reduce risk factors for non communicable diseases and address underlying social determinants

across sectors

4 To strengthen health systems through provision of people-centric, comprehensive, integrated and
equitable care for improved prevention and control of NCDs

5. To establish NCD surveillance, monitoring and evaluation system for evidence-based policies and
programmes.

Targets

The overarching target is to reduce premature death from major NCDs by 25% by 2025 and by one
third by

2030.

Mayjor activities carried out in FY 2079/80

e PEN traning for health workers

e Advocacy to local level governents for allocation of sufficient budget for NCD related activities
such as screening, case investigation and contract tracing and various of reserach

e C(ase finding/ diagnosed as well referral from passive case finding

e Regular supplies of commodotoes relating to NCDs

e [EC/BCC matreial provides to local level

e Free medicine to old people with chronic disease

e Two of our health workers are working inorder to provide health services to old people at their
residence
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CURATIVE SERVICES
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Government of Nepal is committed to improving the health status of rural and urban people by
delivering high-quality health services throughout the country. The policy 1s aimed at providing prompt
diagnosis and treatment, and referral of cases through the health network from community health
facilities (PHCC/HP) to the specialized and central public hospitals. Curative Service 1s one of the
important components of Health Care Delivery System in Nepal Health Care Delivery Net-work 1s
committed to provide Quality Service to improve the Health Status of people on Equity basis. The
Policy regarding Curative Service 1n district 1s aimed at providing appropriate Diagnosis, Treatment
and Referral Service throughout the Health Network from the PHC-Outreach Clinic to the District
Hospital.

The overall objective curative services are to reduce morbidity, mortality by ensuring the early
diagnosis of diseases and providing appropriate and prompt treatment. In Mahakulung Rural
Municipality, curative service 1s provided through the PHC Out-reach Clinics, HPs, PHC and Basic
Hospital. The private health institutions registered in HS are also the part of service providers in the
district especially in outpatient services.

Curative service strategies

e To make curative health services available mn an integrated way 1n rural areas through
healthposts and PHCCs.

e To establish hospitals on the basis of population density and patient load with at least one
hospital per district.
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