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ABSTRACT 

 

Maternal health interventions are failing to reach the women who need care most. 

Ninety-nine percent of women who die preventable deaths in childbirth live in developing 

countries. Maternal mortality is the 21
st
 century’s largest health inequity because health care 

delivery systems are failing women in the developing world. In particular, women in low-

resource areas face obstacles in accessing and using essential obstetric care (EOC), the most 

effective clinical intervention for reducing maternal mortality. As solutions remain out of reach 

for these women, the need to design better health care delivery strategies and support EOC 

uptake in the developing world is starkly evident. This thesis addresses that need in the context 

of rural Nepal—an area with one of the world’s lowest rates of obstetric care uptake and highest 

rates of maternal mortality. In doing so, this thesis asks two primary questions: what barriers do 

rural Nepalese women face in accessing and using EOC, and what can be done to increase 

accessibility and utilization of EOC among women in rural Nepal? 

 

This thesis’s human-centered approach integrates local realities and community attitudes 

into intervention design. 

In response to the limited effectiveness of large-scale approaches, this thesis takes a human-

centered approach to health intervention design. The human-centered design framework grounds 

problem definition and intervention design in community experiences and attitudes, supporting 

context-specific, community-owned solutions. This thesis uses focus group discussions in 

Jharuwarasi, Nepal to make an “EOC diagnosis” of factors that constrain EOC access and use for 

rural Nepalese women. Based on this diagnosis, focus group discussion, analysis of past 

strategies, and secondary evaluation reports inform an “EOC prognosis” that makes 

recommendations for supporting EOC uptake in rural Nepal. 

 

Obstetric care delivery failure is rooted in insufficient attention to local realities. Care delivery 

models should leverage community ownership and involvement to support obstetric care uptake. 

The EOC diagnosis illuminates four major obstacles to EOC uptake in rural Nepal: (1) lack of 

proximity of EOC facilities, (2) high perceived cost of care, (3) doubts regarding quality of care, 

and (4) social hierarchy within the health care delivery system. The diagnosis suggests that, 

while macro-level health interventions have removed formal barriers to care, community 

experiences and attitudes deeply influence care access and use. Thus, strategies of care delivery 

must better incorporate local realities to close the gap between policy commitments and care 

uptake on the ground. In response to the EOC diagnosis, the EOC prognosis makes three primary 

recommendations rooted in local context: (1) bring birthing centers to the village level, (2) 

incorporate community input to train a trusted cadre of skilled birth attendants, and (3) 

encourage participatory monitoring and evaluation through women’s groups. Secondary 

evaluation and promising practices from the past suggest that the local ownership, community 

trust, and stakeholder participation inherent in this EOC prognosis design have the potential to 

bolster EOC uptake. 

 

Designing human-centered interventions represents an opportunity for global health and 

development projects to respond more effectively to local context. Community-based approaches 

can help close the gap between policy commitments and results on the ground.  

Keywords: obstetric care, maternal health, Nepal, human-centered design  



!"

 

 

 

 

 

“If you have come to help me, you are wasting your time. 

But if you have come because your liberation is bound up with mine, 

then let us work together.” 

-Lilla Watson 
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Sometimes I imagine that pregnancy and childbirth is the leading cause of death for 

women of reproductive age in my society as it is in much of the developing world. I see protests 

(or perhaps more likely thousands of medical malpractice lawsuits)—people up in arms that 

women should face such a risk of death simply for completing their reproductive functions. I 

believe that women in other societies deserve that same outrage.  

By some random combination of biology, geography, and cosmic luck, my life is not at 

stake simply because I am a woman. I have reproductive choices and access to resources. Should 

I choose to become pregnant, I do not face a significant risk of death. This thesis is for the 

millions of women who are not so lucky. I hope that in some small way this thesis gives you a 

voice.  
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Chapter One: The Opportunity to Listen 

INTRODUCTION 

 The Jharuwarasi village of Nepal has a one-room community center with a dirt floor. As I 

sat cross-legged on that floor on a humid day in July 2009—my kurta1 hanging over my knees—

I learned what “health and development” actually meant for the people of Jharuwarasi. Sajana’s 

deep, almond eyes stared into mine as she explained, “everyone is trying to solve my problems—

make me safer when I deliver my babies—but none of these big organizations has ever asked me 

what my problems really are.”  

And how did they know, anyway? The Nick Simmons Block of Patan Hospital provides 

women like Sajana with free labor and delivery care. But later that month, as the monsoon raged, 

we trekked through the mud for 45 minutes until we reached the road that could transport us to 

Patan, another 30 to 45 minutes away by microbus. I felt the maternal health market failure in the 

mud caked around my ankles. As I washed the mud off my feet later that day, I thought of all the 

preventable deaths that result from this market failure—when interventions supplied fail to 

address the community’s needs. In Nepal, 82 percent of women give birth in the home without a 

skilled birth attendant and the met need for obstetric care is below 20 percent (Pant et al. 2008). 

As a result, 281 mothers die for every 100,000 live births in Nepal, compared to just eight in the 

UK (WHO 2010). Experience shows that macro-level policies and programs alone are not the 

answer, but this is a preventable tragedy. We can address the problems driving maternal death if 

we expand the paradigm of “designing development” in places like Washington, D.C. to include 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

1 A traditional item of clothing in Nepal. 



#"

stakeholders in places like Jharuwarasi. Our first step is to learn from women like Sajana what 

the problems really are. 

 

RESEARCH QUESTIONS 

 What barriers do rural Nepalese women face in accessing and using essential obstetric 

care (EOC)? What can be done to increase accessibility and utilization of EOC among women in 

rural Nepal?2 As international institutions, donor governments, and large NGOs race to reach 

Millennium Development Goal 5 and achieve a three-quarters reduction in maternal mortality 

from 1990 levels by 2015, how can local voices and stakeholder experiences inform the 

diagnosis and prognosis for inadequate access to and use of EOC? 

 In order to address these questions, I employ a human-centered design framework to 

assess barriers Nepalese women face in accessing and using obstetric health services and to 

investigate intervention feasibility and community acceptability. I analyze focus group 

discussions in the village of Jharuwarasi, Nepal as a foundation for understanding and addressing 

the unmet need for EOC in rural Nepal. A typical rural village in Kathmandu Valley, 

Jharuwarasi has received global health aid in the past, but its community members have never 

been engaged in problem definition or solution design.   

The objective of this thesis is to engage in a stakeholder-defined diagnosis of lack of 

access to EOC and to develop a community-based prognosis that addresses shortfalls in EOC 

access and use among rural Nepalese women. While foundational strategies such as women’s 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

2 Investigation of EOC access and use focuses on the public sector, or government-supported health care delivery. 
This is because the formal private health sector is concentrated largely in urban areas in Nepal, and the Nepali 

government has made a commitment to increasing EOC uptake in rural areas specifically (Chatterjee et al. 2009, 

70). In addition, the private sector is unregulated and tends to use unqualified providers, so increasing care uptake in 

the private sector may not be the best way to ensure safe motherhood. Little data is available on the actual public vs. 

private shares of health care use in Nepal because the private sector is largely informal (Chatterjee et al. 2009, 70). 
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empowerment, literacy campaigns, treatment of infectious disease, and family planning are 

essential for bringing down maternal mortality ratios (MMR)3, this investigation focuses 

specifically on EOC, “the keystone in the arch of safe motherhood (Kristof and WuDunn 2010).” 

Emergency Obstetric Care (EOC) 

 

This thesis uses the UN definition of EOC, which encompasses “the short list of services 

that can save the lives of the majority of women with obstetric complications (Maine et al. 1997, 

29).”4 According to the UN, this short list of services includes the following actions:  

(1) Administer parenteral5 antibiotics  
(2) Administer parenteral oxytocic drugs6  
(3) Administer parenteral anticonvulsants for pre-eclampsia and eclampsia7 
(4) Perform manual removal of placenta 
(5) Perform removal of retained products (e.g., manual vacuum aspiration) 
(6) Perform assisted vaginal delivery  

 
 EOC can be divided into two subcategories: Basic EOC (BEOC) and Comprehensive 

EOC (CEOC). The difference is that CEOC includes caesarean section and blood transfusion. 

Emergency Obstetric Care (EmOC) involves the same six required actions as EOC and is used 

interchangeably with EOC in the literature and by practitioners (Julia Hussein and Clapham 

2005, 296). This thesis uses the term EOC throughout. The skilled birth attendant (SBA) is an 

integral component of EOC. According to the WHO, an SBA is “an accredited health 

professional—such as a midwife, doctor, or nurse—who has been educated and trained to 

proficiency in the skills needed to manage normal (uncomplicated) pregnancies, childbirth, and 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

3 The number of women who die during pregnancy, childbirth, or soon after per every 100,000 live births. 
4 About 15 percent of births are expected to be complicated and require EOC for the survival of mother and child. 
All women are at risk of complication, and it is usually impossible to predict which women will have complicated 

labors (Chatterjee et al. 2009, 61). Thus, access to EOC is an important aspect of safe motherhood for all women.  
5 Administration involves piercing skin or mucous membrane. 
6 Drugs that induce contraction or increase uterine tonicity; used to prevent postpartum hemorrhage. 
7 A life-threatening complication of pregnancy that is characterized by seizures. 
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the immediate postnatal period, and in the identification, management, and referral of 

complications in women and newborns (WHO 2004).”8 

Studies show that intrapartum care is the most effective proximal intervention for 

reducing maternal mortality, and EOC is the gold standard in terms of basic clinical intervention 

to save mothers’ lives (Burchett and Mayhew 2009). Because MMRs are so difficult to measure 

directly in low-resource areas due to weak reporting systems, EOC uptake also functions as an 

effective process indicator for maternal survival (Burchett and Mayhew 2009, 80). Therefore, 

this thesis focuses on access to and use of EOC, inclusive of an SBA, as a significant factor 

influencing a woman’s chance of surviving childbirth. Alternatives to EOC, such as intrapartum 

strategies of skilled birth attendance in the home with a good referral system, have also been 

shown to promote safe motherhood (Koblinsky et al. 1999). EOC uptake is certainly not the only 

way to reduce maternal mortality, but this thesis focuses on access to and use of EOC because it 

is the gold standard for safe delivery care (Burchett and Mayhew 2009).  

 

 

 

 

 

 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

8 While the research question specifically pertains to EOC, inclusive of an SBA, more data currently exists on use of 

SBAs rather than comprehensive access to EOC. As SBAs are a critical component of EOC and of safe delivery in 

general, this thesis will consider both uptake of EOC and use of SBAs. 
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SIGNIFICANCE 
 

1,000: The number of women that die every day in pregnancy and childbirth 

 

99%: The percentage of these deaths that occur in the developing world 

 

90%: The percentage of these deaths that are preventable 

 

“Women are not dying because of diseases we cannot treat. They are dying 

because societies have yet to make the decision that their lives are worth saving.”  

--Mahmoud Fathalla, former president of the International Federation of 

Gynecology and Obstetrics 

 

Despite overwhelming agreement that EOC is the most effective clinical intervention for 

saving the lives of women in childbirth, rates of EOC utilization in the developing world are 

extremely low. While about 99.5 percent of births are attended by an SBA9 in the developed 

world, only about 35.3 percent of births are attended by an SBA in the least developed countries. 

Inadequate access to and use of EOC in developing countries drives high rates of maternal death, 

making maternal mortality the largest health inequity of the 21st century (World Bank 2007).  

Nepal represents a particularly extreme case. With about 20 percent of births attended by 

an SBA, Nepal has one of the lowest skilled birth attendance rates and one of the highest MMRs 

in the world (WHO Department of Reproductive Health and Research 2010). 70 to 75 percent of 

maternal deaths in Nepal are due to direct obstetric complications, highlighting the need to 

bolster access to and use of EOC (Pant et al. 2008, 10).  

The doctors of global health policy and practice—from the World Health Organization 

(WHO) to the US Agency for International Development (USAID) to the World Bank—have 

investigated barriers to EOC and implemented strategies to increase EOC access and use. 

However, big policy solutions have often left out local realities. This thesis makes a community-

based diagnosis of EOC barriers and creates a community-owned prognosis for addressing these 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

9 While skilled birth attendance is not sufficient to be considered EOC, the presence of an SBA is a critical, and 

often measured, component of obstetric care that can save women’s lives in childbirth. 
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barriers in the Jharuwarasi village of rural Nepal. By giving stakeholders a voice in problem 

definition and solution creation, this thesis takes a grassroots approach to maternal mortality 

reduction. In doing so, it makes both a substantive and a methodological contribution to the field 

of Development Studies. 

First, strategies that increase EOC utilization and support safe motherhood can have a 

significant impact on human development outcomes. Maternal survival is positively associated 

with population health, household productivity, gender equity, and countrywide economic 

development (Gill, Pande, and Malhotra 2007). Overall, USAID estimates that about 15 billion 

dollars in potential productivity is lost when mothers and neonates die—a call to address the 

factors that restrict access to EOC and allow women to die while in their prime of productivity. 

Supporting maternal survival through EOC access is not only a women’s health issue—it is a 

global development issue. 

In addition, the research paradigm employed, informed by IDEO’s Human-Centered 

Design (HCD) Toolkit10, represents a methodological contribution to impact-oriented 

development research. The HCD paradigm uses participatory methodology in which solutions 

are created and delivered based on the input of local stakeholders and not on the limited 

understanding of outsiders. Within this framework, stakeholders are the experts and local 

experiences drive understanding of context and issue complexity (Desai and Potter 2006, 7-8). 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

10 IDEO, a design consulting firm, developed the HCD Toolkit in 2009 in collaboration with the International Center 

for Research on Women and Heifer International, with funding from International Development Enterprises (IDE) 

as part of a grant from the Bill and Melinda Gates Foundation. The toolkit was designed specifically for NGOs and 

social enterprises that work in low-resource areas, with an aim of helping practitioners to understand community 

needs in new ways, find innovative solutions to those needs, and deliver solutions effectively. The HCD Toolkit 

employs the concept of design thinking, with a goal of incorporating stakeholder inputs to “allow high-impact 

solutions to bubble up from below rather than being imposed from the top (Brown and Wyatt 2009, 32).” The HCD 
paradigm is particularly relevant to this thesis’s EOC diagnosis and prognosis because it promotes community-

based, context-specific solutions. The HCD Toolkit has been used successfully to solve social problems throughout 

the developing world by organizations such as Acumen Fund, Heifer International, and Micro Drip; for instance, 

VisionSpring used the HCD Toolkit to develop a strategy for delivering comprehensive eye care in rural India 

(Brown and Wyatt 2009).!!
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This humanistic research paradigm lies in stark contrast to the status quo, logical positivism used 

by scholars and big international players to design EOC diagnoses and prognoses. While 

empirical studies to address EOC barriers to date have contributed to a binary, supply/demand 

approach to maternal health services delivery, the HCD framework offers the potential to expand 

the EOC diagnosis and prognosis. Inherent in HCD is organization around social needs and goals 

rather than implementation around technical knowledge. Because data is based on stakeholder 

input and experiences, HCD offers a model for seeing new opportunities and transforming data 

into actionable ideas grounded in community ownership. This framework thereby promotes a 

process of problem definition and intervention design that is relevant and acceptable to the 

community. 

In employing a human-centered methodological paradigm, this thesis aims to apply the 

principles of good clinical practice to health intervention design. Clinicians design the best 

course of treatment for their patients based on the standards for “practicing good medicine”—

understanding patient anatomy, making a diagnosis based on a good patient history, and 

involving patients in their treatment. Likewise, this thesis strives to uphold the standards of 

“practicing good medicine” by understanding the anatomy of maternal health care delivery in 

Nepal, making a diagnosis based on real experiences of EOC access and use, and involving 

stakeholders in the EOC prognosis. Overall, this human-centered approach aims to support 

context-specific and community-owned health interventions that increase EOC uptake. On a 

broader scale, “practicing good medicine” and designing human-centered interventions 

represents an opportunity for global health and development projects to better respond to local 

context and community needs.""

"
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THESIS STRUCTURE AND LIMITATIONS  

 This thesis follows the HCD framework’s three basic stages: hear, create, deliver. The 

remainder of this chapter engages in a literature review of past EOC diagnoses and prognoses, 

highlighting where past projects are relevant to the case of Nepal. Chapter One concludes with a 

description of research methods. Chapter Two is a basic anatomy lesson on the maternal health 

services delivery system in Nepal and lays a foundation for understanding EOC availability and 

uptake in rural Nepal. Chapter Three is the HEAR chapter and diagnoses barriers rural Nepalese 

women face in accessing and using EOC based on focus group interviews. Chapter Four, the 

CREATE chapter, engages in an EOC prognosis, drawing on local perspectives and secondary 

evaluations to recommend health services delivery strategies for increasing EOC access and use 

in the Nepali context. Finally, Chapter Five, the DELIVER chapter, draws conclusions from the 

community-based EOC diagnosis and prognosis, considering implications for intervention 

implementation and highlighting the potential for human-centered inquiry to strengthen global 

health and development projects.  

 Importantly, this thesis focuses on increasing EOC uptake but does not engage in EOC 

quality improvement in a systematic way, nor does it focus on macro-level elements critical to 

EOC delivery, such as drug supply chains.11 The fact that skilled birth attendance and EOC 

uptake are the primary indicators used poses a serious limitation because it restricts the 

investigation to issues of care contact and does not incorporate issues of care content and quality 

in a systematic way. However, issues of content and quality are investigated in the EOC 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

11 While a lack of systematic quality assurance is a serious limitation of this thesis, the case fatality rate in EOC 
facilities in 13 districts of Nepal has remained below one percent from 1997-2006. A case fatality rate below one 

percent is considered an indicator of acceptable quality of care, suggesting that quality care is being provided on the 

whole in Nepal and that the major concern should be scaling up care while maintaining quality (Pant et al. 2008, 12). 
"
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diagnosis based on stakeholder experiences and are considered in the design of the EOC 

prognosis. 

In addition, any prognoses developed are not complete solutions for reducing maternal 

mortality. Strategies will focus on increasing access to and use of EOC among rural Nepalese 

women and therefore leave out critical aspects of safe motherhood strategies such as women’s 

education, gender equity, access to family planning, etc. Finally, this thesis uses local 

perspectives as the basis for intervention design. While this is an important and often overlooked 

methodology for impacting health services delivery, it is not a complete one, and the prognoses 

suggested could be strengthened with population-level data. The main objective of this thesis is 

to add a human-centered perspective to EOC uptake and thereby better inform strategies to save 

mothers’ lives. 

 

LITERATURE REVIEW 

Scholarship, international institutions, donor governments, and large NGOs have 

identified barriers women in low-resource areas face in accessing and using EOC and have 

implemented interventions to address these barriers. The following literature review examines 

these EOC diagnoses and EOC prognoses—the factors behind women’s lack of access to and use 

of EOC as well as strategies to address these EOC barriers. After a discussion of the EOC 

diagnosis, which highlights the multiple levels of society in which EOC barriers manifest 

themselves, the review divides EOC prognoses into demand- and supply-side strategies. On the 

demand side, financing strategies offer potential for removing financial obstacles to EOC but fail 

to address EOC barriers beyond cost. In contrast, community mobilization strategies leverage 

civic organization to bolster demand and can significantly increase EOC utilization rates. On the 
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supply side, health services strengthening—from health workers to health facilities to health 

systems—can improve EOC accessibility yet suffers from a failure to integrate issues of 

community ownership and trust. These existing EOC frameworks and strategies inform the 

research question on understanding and improving accessibility and utilization of EOC in Nepal.  

While the EOC diagnosis incorporates cultural and interpersonal dynamics as barriers to 

care and adopts a broad framework for understanding EOC uptake, the EOC prognosis 

framework is much more limited, distinguishing two areas for intervention: demand and supply. 

Thus, while the diagnosis frames EOC access and use as a human issue, the prognosis frames 

EOC access and use as a market-based issue. While both demand-side and supply-side prognoses 

offer potential strategies for increasing EOC uptake in Nepal, the framework for EOC 

intervention is too narrow, and many strategies lack consideration for local realities. The 

following review of EOC diagnoses and prognoses suggests that a new, human-centered 

framework is needed. 

 In terms of prognoses reviewed, inclusion criteria were that strategies had been tried in 

Nepal or were relevant to the context of Nepal and had been recommended or funded by the big 

international players in global health—the “doctors” of global health policy and practice. This 

includes but is not limited to international institutions such as the UN, the World Bank, and the 

WHO; donor government organizations such as USAID and the UK’s Department for 

International Development (DFID); and large NGOs such as CARE and the Bill and Melinda 

Gates Foundation. These inclusion criteria facilitate an investigation of the relevance of major 

EOC strategies in the context of Nepal. 
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EOC DIAGNOSIS  

 

 The doctors of global health policy and practice suggest that lack of access to and use of 

EOC is primarily a function of social, cultural, and political processes. The World Bank 

categorizes these processes into the household and community level, the health services delivery 

level, the public policy level, and environmental and contextual levels (Mills et al. 2009). Within 

these categories, the big international players recognize multiple factors affecting EOC access 

and use: educational opportunities, knowledge of service availability, sociocultural pregnancy 

and birthing norms, female agency within the household, local perceptions and trust of health 

facilities and providers, distribution of qualified staff, proximity to health facilities with EOC 

capabilities, cost of care, indirect costs of reaching care such as transportation costs, quality of 

referral systems, and transportation infrastructure (Schmidt et al. 2010). This comprehensive 

diagnosis identifies EOC utilization as a multidisciplinary issue. 

 The literature on Nepal-specific EOC diagnosis similarly frames EOC barriers in a broad, 

multidisciplinary manner, highlighting socioeconomic status, distance to a health facility with 

EOC capabilities, and social norms as significant EOC barriers (Wagle, Sabroe, and Nielsen 

2004). Gender inequity and lack of inclusion in household decision-making are major 

sociocultural EOC barriers for women in Nepal (Furuta and Salway 2006).  

While the EOC diagnosis is context-specific and multidisciplinary, the methods of 

diagnosis represent a gap in the investigation of EOC barriers women face. For example, Furuta 

and Salway’s investigation of sociocultural EOC barriers used the Nepal Demographic Health 

Survey and logistic regression models. This structured and standardized method of diagnosis 

represents a missed opportunity for deeper understanding. When a physician seeks to diagnose 

an ailment, the patient’s self-reported history plays an important role in problem identification; 



!#"

the patient can give the physician clues as to how the ailment has progressed and why the 

ailment persists. Likewise, communities facing barriers to EOC can offer important, nuanced 

clues about the underlying etiology of EOC uptake. In addition to the customary meta-analysis or 

standardized study with statistically significant results, discussion with stakeholders can enhance 

understanding of EOC barriers. 

Despite the need for more human-centered investigation, the EOC diagnosis takes an 

overarching approach appropriate to the diverse determinants and mediating factors associated 

with EOC access and use. As shown in the next section, the EOC prognosis fails to embrace this 

multifactorial diagnosis and instead relies on interventions grounded in a market-based 

framework.  

 
EOC PROGNOSIS  

 Despite overwhelming agreement among international players, clinicians, and 

practitioners that EOC is an effective intervention to help save women’s lives in childbirth, the 

consensus on how to deliver this intervention is less absolute (Burchett and Mayhew 2009, 78). 

EOC prognoses, or strategies that have been suggested to increase access to and use of EOC, 

abound. However, all the surveyed literature shares a similar analytical framework that divides 

EOC prognoses into the realms of demand and supply. The sentiment is that, “to promote the 

uptake of quality care, there are two possible approaches: influencing the demand and/or the 

supply of care (De Brouwere, Richard, and Witter 2010, 901).”  

The following EOC prognosis review analyzes strategies within this demand-side, 

supply-side binary, highlighting strengths and weaknesses and investigating how these prognoses 

have played out in or are relevant to Nepal. 
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DEMAND-SIDE PROGNOSES 

 Demand-side strategies to increase access to and use of EOC in low-resource areas fall 

into two main categories, demand-side financing (DSF) and community mobilization.  

Demand-Side Financing (DSF) 

The DSF prognosis encompasses both the removal of EOC user fees and the provision of 

financial incentives to bolster access to and use of EOC. While empirical cases establish the 

effectiveness of DSF in increasing EOC utilization, the DSF prognosis is an incomplete strategy 

at best. DSF fails to address the multifaceted nature of barriers to EOC and supports 

disequilibrium between EOC supply and demand that, in the context of weak health 

infrastructures like that of Nepal, can undermine the ultimate goal of reducing maternal death 

(Chopra et al. 2009). 

The Removal of EOC User Fees 

 Global health policy doctors such as USAID, the DFID, and the World Bank have 

supported the removal of EOC user fees as a strategy for breaking down cost-related barriers to 

care (Ensor and Ronoh 2005). Empirical examples support this rationale; removal of user fees 

has been shown to increase utilization of maternal health services in Uganda, Burundi, and South 

Africa (Langer, Nigenda, and Catino 2000). However, the free-to-user prognosis suffers from its 

dependence on existing health infrastructure and its narrow focus. The examination of this 

prognosis is particularly poignant to Nepal, where EOC user fees were abolished in January of 

2008—a strategy financed by the Taskforce on International Innovation Finance for Health 

Systems.12 13 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

12 Former British Prime Minister Gordon Brown and World Bank President Robert Zoellick chaired the taskforce. 
13 While rates of EOC use have increased in Nepal, no study has controlled for confounding factors to isolate the 

impact of the removal of EOC user fees in the Nepali context.  
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Despite the fact that, where studied, the removal of user fees has been shown to increase 

utilization of EOC, the case of South Africa elucidates a significant gap in this DSF prognosis. 

Demand creation in a weak institutional environment overburdens the health care delivery 

system—compromising the connection between EOC utilization and impact on maternal 

survival. South Africa’s free prenatal, delivery, and postnatal care has increased demand for 

EOC amidst a health workforce shortage (Castro-Leal et al. 2000). An increase in EOC service 

use, without a parallel increase in health services capacity, has led to low quality EOC, 

perpetuating adverse health outcomes for women. Indeed, South Africa’s MMR saw no 

improvement with the removal of EOC user fees (Chopra et al. 2009). Problems of increasing 

demand in an environment of weak health infrastructure is certainly relevant to Nepal, where 

only 2.4 auxiliary nurse midwives are responsible for every 10,000 people (WHO 2006). Given 

Nepal’s health worker shortage,14 increasing demand without first strengthening the health 

workforce could undermine the quality and effectiveness of EOC, as seen in South Africa. 

 The removal of EOC user fees also fails to address aspects of the EOC diagnosis beyond 

the cost-of-care barrier. This is especially significant in light of the fact that indirect fees, such as 

costs of transportation and the opportunity costs families face in traveling to health facilities, 

have been shown to be more significant obstacles than direct user fees. For example, in Nepal, 

transport costs represented 50 percent of the total cost of EOC in 2005 (Ensor and Ronoh 2005). 

A second DSF prognosis, conditional cash transfer (CCT), seeks to more effectively increase use 

of EOC by addressing barriers beyond user fees. 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

14 Nepal’s health workforce shortage will be discussed in Chapter Two and strategies of health workforce 

strengthening will be addressed in the Supply-Side Prognosis section of this chapter. 
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Conditional Cash Transfers (CCT) 

Recently, the doctors of global health policy have touted CCT as a promising strategy to 

increase access to and use of EOC in low-resource areas (Mills et al. 2009; Schmidt et al. 

2010).15 The rationale behind CCT is that financial incentives break down demand-side barriers 

to care and address hidden costs of EOC, such as transportation and essential drug costs 

(Schmidt et al. 2010). CCT has also been credited with health equity promotion because financial 

incentives have the power to selectively target the most disadvantaged (Lagarde, Haines, and 

Palmer 2007, 1900). However, while CCT can increase accessibility of obstetric care for some, it 

suffers from direct dependence on implementation capacity and can perpetuate rather than 

eliminate inequity in EOC utilization, often leaving rural populations out (Lim et al. 2010). In 

addition, like the removal of user fees, CCT schemes fail to address comprehensive demand-side 

barriers to care and can create a disequilibrium between EOC supply and demand that threatens 

maternal health outcomes.  

CCT has been implemented in India, Bangladesh, and Nepal through the provision of 

cash incentives to women who deliver in a health facility.16 A program effectiveness evaluation 

in India found that the receipt of CCT is associated with a significantly increased probability of 

utilizing EOC (Lim et al. 2010, 2014). In this regard, cash incentives effectively respond to 

barriers that obstruct access to and use of EOC.  

Despite its efficacy in increasing use of EOC, CCT is an imperfect prognosis for saving 

mothers’ lives. A major weakness is CCT’s direct dependence on health services delivery 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

15 The World Bank, USAID, DFID, UNFPA, and the WHO have provided technical and financial support to CCT 

schemes (Mills et al. 2009; Schmidt et al. 2010). 
16 India’s incentive scheme, Janani Suraksha Yojana, was launched in 2005; Bangladesh uses a voucher program 

launched in 2007, which is still categorized as CCT; Nepal’s Safe Delivery Incentive Program was launched in 

2005. CCT in Nepal is supported by the Safe Motherhood Program, which receives funds from the DFID. CCT 

programs have also been categorized as “results-based financing” because receipt of cash incentives is conditional 

on a measured action (in this case, care uptake)."
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capacity and reliable funding flows, which—in areas plagued by maternal mortality like Nepal—

is often inadequate. This leads to implementation failures that can have long-term negative 

effects. For example, resource and management constraints caused districts in Nepal to receive 

funds earmarked for CCT an average of 283 days late in the first fiscal year and 147 days late in 

the second fiscal year of the program’s operation (Powell-Jackson et al. 2009). The consequence 

was that most women using EOC were given no money at all or given money much later, after 

being discharged. This threatened the overall goal of the incentive program in two ways. First, 

absent or delayed payment undermined the program’s purpose of breaking down financial 

barriers to care, as most costs such as travel and drugs are immediate expenses. Second, 

facilities’ inability to issue CCT bred mistrust within the community and laid a hostile 

foundation between the community and health care delivery system because people believed that 

health workers were withholding money from them (Powell-Jackson et al. 2009). Given the 

weak institutional environment in Nepal, the implementation of CCT may have negative future 

implications for EOC use. 

In addition, the CCT strategy suffers from a poignant inconsistency. Inherent in cash 

incentive programs is the prerequisite that beneficiaries possess the awareness and self-efficacy 

to pursue incentives. Accordingly, while incentive strategies have been shown to achieve their 

goals of increasing accessibility of care, CCT has in most cases perpetuated the very inequities it 

seeks to eliminate. Why? Those with enough knowledge and empowerment to seek incentives 

are often not the most disadvantaged. In India, for example, receipt of cash incentives is highest 

for women with one to 11 years of education versus those women without any education (Lim et 
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al. 2010, 2012-2013).17 As one Nepalese health worker noted, “only advantaged women received 

the incentive as they are better informed and are able to visit the health facilities (Powell-Jackson 

et al. 2009).” The cash incentive prognosis as it is designed today holds little potential for 

effectively targeting those mothers that need care most. 

Another weakness of the cash incentives prognosis is its failure so far to demonstrate that 

its impact on health services accessibility leads to better maternal health outcomes. The India 

program’s significantly increased rates of EOC have not translated into a measurable effect on 

the MMR (Lim et al. 2010, 2015). While this could be due to the evaluation study’s wide 

confidence intervals, a lack of clear evidence on impact outcomes points to a foundational gap in 

the design of DSF strategies to date: Like the removal of user fees, CCT promotes disequilibrium 

between demand for EOC and its supply. In order for increases in health facility utilization to 

mean anything in terms of maternal survival, the supply of quality intrapartum care must be 

strengthened in parallel with demand. Increasing use of facilities in an institutional environment 

of constrained supplies, few hospital beds, and inadequate numbers of EOC-qualified staff 

contributes to a health care market failure in which outcomes suffer.18  

Also like the removal of user fees, the CCT prognosis fails to incorporate demand-side 

barriers to care beyond financial constraints, such as sociocultural norms that favor home birth 

and community distrust of health facilities. Without addressing the multifaceted nature of health 

services demand, DSF is a demand-side strategy that holds limited potential for increasing use of 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

17 In India, receipt of cash incentives is also higher for women in the middle quintiles of wealth and for rural women 

closest to health facilities, further illustrating CCT’s ineffectiveness in reaching the most vulnerable (Lim et al. 

2010, 2012-2013). 
!)"For instance, rapid increases in institutional delivery can cause women to be discharged immediately after giving 

birth—a time when women are susceptible to life-threatening postpartum hemorrhage (Miller et al. 2009; Prata et al. 

2009, 132). 
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EOC in Nepal. Given the limited scope of DSF prognoses, community mobilization offers a 

more dynamic approach to EOC demand creation. 

Community Mobilization 

  Strategies of community mobilization attempt to increase demand for EOC through 

behavior change communication, counseling, and community empowerment (De Brouwere, 

Richard, and Witter 2010, 904). The doctors of global health policy, including the DFID, 

USAID, WHO, UNFPA, and the World Bank, have supported the community mobilization 

prognosis under the rationale that it allows space for participation and local ownership; it is a 

demand-side strategy that communities may perceive not as an exogenous form of authority but 

rather as an endogenous form of change (Minkler 2005). The literature highlights the potential 

for increased EOC uptake through community mobilization models in which external actors tap 

into and mobilize existing forms of civic organization (De Brouwere, Richard, and Witter 2010; 

Manandhar et al. 2004).  

Empirically, community mobilization strategies have been shown to increase uptake of 

EOC. For example, a community mobilization strategy in Southeastern Burkina Faso supported 

by Family Care International from 2001 to 2005 leveraged existing community organizations 

through advocacy and awareness-raising, social marketing, and behavior change communication. 

The intervention district experienced a 30 percent increase in deliveries at a health facility versus 

a 10 percent increase in a comparison district with similar demographics (De Brouwere, Richard, 

and Witter 2010, 904).  

 In the context of Nepal, community mobilization strategies have also proved effective in 

increasing use of EOC. In a participatory intervention in the Makwanpur district of Nepal, 

facilitators invited women’s groups to identify local perinatal problems and formulate strategies 
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to address them.19 A randomized controlled trial showed that intervention clusters were more 

likely to access EOC, which corresponded to a lower MMR (Manandhar et al. 2004).20 This 

model of community mobilization that leverages existing community organizations such as 

women’s groups represents an opportunity to increase rates of EOC uptake in Nepal. 

 As in the case of DSF prognoses, demand creation through community mobilization 

suffers from the danger of disequilibrium between EOC demand and supply. If supply of quality 

health services is inadequate, it is unethical to bolster demand for subpar care. Overall, demand-

side prognoses hold promise for increasing uptake of EOC in Nepal. However, strategies solely 

focused on the demand side suffer from a gap in health services strengthening that is integral to 

saving women’s lives in childbirth. Supply-side prognoses seek to address this gap and improve 

health services capacity. 

 
SUPPLY-SIDE PROGNOSES 

 In addition to strategies of EOC demand creation, the doctors of global health policy and 

practice have pursued supply-side prognoses that address barriers women in low-resource areas 

face in accessing and using EOC. While scholarship and empirical examples illustrate the 

promise of supply-side prognoses for increasing access to EOC, a review of strategies ranging 

from health workers to health facilities reveals that supply-side strategies are partial solutions at 

best. 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

19 The intervention in Nepal was supported by the DFID, WHO, UNICEF, and UNFPA, with direct funding coming 

from the DFID. 
20 In addition to this community mobilization prognosis’s efficacy in breaking down demand-side barriers to EOC, 

the strategy is strong in terms of community acceptability. For example, 95 percent of groups remained active at the 

end of the trial despite a lack of financial incentives to continue to participate (Manandhar et al. 2004). "
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Train, Retain, Deploy! 

 The “Train, Retain, Deploy!” rally cry to strengthen human resources for health is a 

major supply-side prognosis among global health policy doctors such as the WHO and the UN 

(United Nations 2010). The literature on human resources for health supports this strategy; in a 

pivotal 2004 cross-country econometric study, Anand and Barnighausen found that a higher 

aggregate density of doctors, nurses, and midwives significantly reduces maternal mortality 

(Anand and Bärnighausen 2004).21 The potential of strengthening the health workforce, however, 

depends upon effective training, retention, and community representation within the health 

workforce. 

The empirical case of Thailand confirms that strategies to train, retain, and deploy 

midwife SBAs in particular can increase access to EOC and save women’s lives in childbirth (De 

Brouwer and Van Lerberghe 2001).22 Critical to the success of the Thailand health worker 

initiative was that basic, midwife-level SBAs were deployed and retained in rural villages. By 

institutionalizing training and establishing midwifery as a legitimate profession, the strategy 

succeeded in promoting SBAs as respected members of the village community. Indeed, the 

professional and social esteem of SBAs contributed to increased health worker morale and 

retention (De Brouwer and Van Lerberghe 2001). 

 Supply-side prognoses that strengthen human resources for health can increase access to 

EOC and contribute to positive maternal health outcomes in low-resource areas—if the prognosis 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

21 The study’s regression analyses included 85 low-income and lower-middle income countries and ten high-income 

countries. As such, the study sample primarily represents low- and lower-middle income countries. Anand and 

Barnighausen’s finding that higher physician, nurse, and midwife density significantly reduces maternal mortality 
rates therefore applies to low-resource areas such as Nepal (Anand and Bärnighausen 2004). 
22 Increases in SBA training resulted in 7,191 new midwives registered in Thailand in the 1960s. The increase was 

associated with increased access to EOC and a dramatic fall in MMR. Because the impact evaluation was not a 

randomized controlled trial, the exact numerical impact on EOC access and MMR cannot be discerned (De Brouwer 

and Van Lerberghe 2001). 
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succeeds in retaining health workers in areas that need them most such as rural villages. 

Retention of health workers in low-resource areas is a notorious challenge for supply-side 

strategies.23 As the case of Thailand illustrates, training basic SBAs rather than doctors, whose 

degrees give them more opportunities to seek higher paychecks elsewhere, as well as 

establishing an environment of respect for health workers increases the likelihood of retention. 

The Thai strategy of training and deployment in rural areas is particularly relevant to Nepal 

given Nepal’s predominantly rural population and severe SBA shortage in rural areas (WHO 

2006).24 

 A drawback to the health worker prognosis is its requirement of investment now for 

payback later. Training health workers demands large investments of time and money—

presenting a significant opportunity cost in terms of reduced resource availability to meet 

immediate health needs (McCoy et al. 2010). This is particularly significant for low-resource 

countries like Nepal, with a health budget of only 5.2 percent of GDP. 

 Finally, the health worker prognosis could suffer from an inconsistency in its goal of 

increasing EOC accessibility should the health worker population not reflect the population it 

serves. For example, a 2005 study in Nepal found that 76 percent of 51 Maternal and Child 

Health Workers (MCHWs) interviewed were upper caste (Chhetri or Brahmin), which is 

believed to decrease uptake of their services among lower caste women (Institute of Medinice 

Nepal 2005). A health workforce that does not represent the population may have negative 

implications for EOC uptake in Nepal. 

 In 2006, Nepali government initiated a training campaign to certify eligible MCHWs as 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

23 Retaining skilled health professionals, especially doctors, in rural areas has seen little success. Physicians 

typically practice in urban areas or move to developed countries—a phenomenon called “brain drain.” For example, 

in 2006, 37 percent of the South African physician workforce trained in South Africa was working in a developed 

country (WHO 2006)."
24 Nepal’s SBA shortage will be discussed in Chapter Two. 



##"

SBAs. As Nepal adopts the “train, retain, deploy” prognosis, the promise of strengthening the 

health workforce as well as the need to retain a cadre of SBAs that represents the community is 

poignant in the context of Nepal. However, the health workforce prognosis is only one facet of 

bolstering the supply side of EOC; strengthening and equipping health facilities usually goes 

hand in hand with health workforce augmentation. 

Health Facilities: Creating a Strong Skeleton 

 Scholarship provides strong rationale for strengthening and equipping health facilities. 

Koblinsky’s meta-analysis of strategies to reduce maternal mortality found that the availability of 

EOC-capable facilities is directly associated with increased access to EOC and lower MMR 

(Koblinsky 2003). Based on this evidence, the UN recommends that at least five facilities with 

EOC capability be available per every 500,000 people. 

 The success of health facility strengthening in Nepal further supports this strategy. 

UNICEF and the DFID have upgraded health facility infrastructure, equipment, and supplies in 

certain districts to meet or exceed the UN’s EOC facility-to-population ratio recommendation. 

The results have been impressive, with met need for EOC increasing over eightfold from 2000 to 

2004 (Rana et al. 2007).25 Health facility strengthening is also an attractive prognosis due to the 

wider benefits it can confer; strengthening infection control protocols and creating blood banks 

are EOC upgrades that can improve overall health services (Rath et al. 2007a). 

 However, health facility strengthening is not a cure-all. In effect, improving health 

facilities is like creating a strong skeleton that can function correctly only if other resources fall 

into place. In order for strong health facilities to be effective in increasing access to and use of 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

25 UNICEF’s Women’s Right to Life and Health Project (WRLHP) health facility strengthening intervention was 

implemented in four districts from 2000-2004. Over the intervention period, met need for EOC increased from 1.9 

percent to 16.9 percent (Rana et al. 2007). 
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EOC, skilled providers must staff facilities, supply chains must keep facilities stocked with 

essential drugs, and communities must want to use health facilities and be able to reach facilities 

in the first place.  

 Strengthening the health workforce and health facilities can effectively increase access to 

EOC in low-resource areas. However, removing formal supply-side barriers to care cannot 

support EOC uptake without bolstering community acceptance and trust of health services 

(McDonagh and Goodburn 2001, 3).26 Just as demand-side prognoses are incomplete solutions at 

best, supply-side strategies will fail to holistically address EOC barriers without an integrated 

approach that incorporates human needs as well as system needs.  

The demand/supply binary approach to increasing access to and use of EOC misses an 

opportunity to implement human-centered strategies. When EOC is framed around people, a 

synergy can result in which forces of demand and supply build off each other to improve 

maternal health outcomes. The case of Sri Lanka illustrates the power of designing EOC 

prognoses based not on the market for health services but on human needs. 

 
SRI LANKA: A Synergy of Demand and Supply—Rooted in Human Needs 

 Sri Lanka’s successful safe motherhood program shows that a commitment to engaging 

and serving the most disadvantaged women can equilibrate EOC demand with supply and create 

a synergy that drives maternal mortality down. In 1947, Sri Lanka’s MMR was 1,056. By 1996, 

it had fallen to 24 (Mills et al. 2009, 4). This massive reduction in maternal mortality lies in stark 

contrast to the rest of the developing world, where MMR has been decreasing at a rate of around 

one percent per year in the past two decades (WHO 2007). Sri Lanka’s success story is rooted 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

26 “Investing in a supply-side interventions without community sensitization would not be very efficient and would 

become rapidly counter-productive (without patients, health personnel would lose their competence) (De Brouwere, 

Richard, and Witter 2010, 907).”"
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not in randomized, controlled interventions but in a human-centered commitment to improve 

maternal health outcomes (Kristof and WuDunn 2010). The Sri Lankan government addressed 

EOC barriers in three primary ways. First, Sri Lanka created an enabling social environment by 

supporting girls’ education. The fact that 89 percent of women are literate in Sri Lanka gives 

women economic value and the self-efficacy to access EOC (Kristof and WuDunn 2010). 

Second, Sri Lanka bolstered rural health infrastructure; health posts, ambulances, a strong EOC 

referral system, and a network of trained midwives increased accessibility of EOC. Importantly, 

these “supply-side” prognoses incorporated issues of community mobilization and involvement. 

For example, trained midwives visited women at home, communicating with mothers directly to 

encourage them to use EOC (Kristof and WuDunn 2010). Third, the abolition of user fees 

allowed the poorest women to actually utilize the EOC that new rural health infrastructure had 

made so accessible. This multi-level, integrated approach to serving women who need care most 

is a testament to the fact that EOC can be delivered in a way that improves accessibility while 

stimulating use—and a call to action for Nepal. Sri Lanka achieved large increases in EOC 

access in the context of intermittent war that diminished state capacity, low per capita income, 

and low spending on health, a context similar to that of Nepal today (Liljestrand and 

Pathmanathan 2004).27 28  

 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

27 The rate of skilled birth attendance in Sri Lanka shot up from 27 percent in 1940 to 97 percent in 2009 (Mills et al. 

2009). 
28 In fact, between 1950 and 1999, Sri Lanka spent an average of 1.79 percent of GDP on health while Nepal spends 

5.2 percent of GDP on health (Liljestrand and Pathmanathan 2004). 

 
"
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Conclusion 

 The EOC diagnoses and prognoses reviewed above shed light on barriers women face in 

accessing and using EOC and reveal how different strategies might break down those barriers—

highlighting how this applies to the case of Nepal. While the EOC diagnosis is comprehensive, it 

could be improved with a human-centered approach. In addition, both demand-side and supply-

side EOC prognoses reviewed offer potential interventions for increassing EOC access and use 

in rural Nepal. Demand-side financing as well as community mobilization strategies that 

leverage existing civic organization—particularly women’s groups—can bolster demand for 

EOC and increase utilization rates. Likewise, strengthening the supply side can make EOC more 

accessible. A health workforce deployed in rural areas and representative of the population it 

serves, along with more health facilites with EOC capability, can increase EOC uptake in Nepal 

(See table 1.1 on the following page for a summary of prognoses reviewed in terms of strengths, 

weaknesses, and applicability to Nepal). However, these strategies alone fail to address the 

multifaceted nature of the EOC diagnosis. The binary by which interventions have been framed 

and implemented represents a missed opportunity to comprehensively address the obstetric needs 

of mothers.  

Maternal mortality is a health market failure that cannot be corrected with simple 

permutations of supply and demand. Indeed, the EOC prognosis review highlights the limitations 

of the demand-side/supply-side binary approach in Nepal. On the demand side, financing 

strategies fail to address EOC barriers beyond cost-related obstacles. Additionally, demand 

creation in a weak institutional environment contributes to an overburdened health care delivery 

system and threatens EOC quality and effectiveness. On the supply side, strategies that 

strengthen health services delivery are critical but not sufficient—a skeleton at best. In the 
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absence of community ownership, confidence, and trust, strong health services can only go so far 

in improving EOC access and use. The case of Sri Lanka illustrates that holistic, human-centered 

prognoses can achieve significant maternal health impact. The latest research on maternal 

mortality suggests that “broader empirical frameworks can inform more complete health 

planning (D'Ambruoso et al. 2010).” Given the limitations of the demand-side/supply-side 

framework for maternal health services delivery, this thesis engages in a human-centered 

investigation to develop a context-specific diagnosis and evidence-based prognosis for increasing 

access to and use of EOC in rural Nepal.  

Table 1.1: EOC prognoses and their relevance in the Nepali context 

 

Prognosis Strengths Challenges/ Weaknesses Considerations for Nepal 

Demand Side 

Removal of 
EOC user fees 

Can increase 
EOC uptake 

Dependent on existing health 
infrastructure 

Increasing EOC demand in a weak 
institutional environment like Nepal 
can overburden the health system 
and decrease EOC effectiveness 

CCT Can increase 
EOC uptake 
among CCT 
recipients 

Dependent on health services 
delivery capacity and reliable 
funding flows 

Fails to target the women who 
need it most 

Resource and management 
constraints make effective CCT 
execution in Nepal difficult 

Community 
mobilization 

Can increase 
community-
wide EOC 
uptake 

Can create demand in a weak 
institutional environment, or 
create demand for sub-par 
care 

Leveraging existing community 
organizations such as women’s 
groups is effective in Nepal 

Supply Side 

Health Workers 
Train, retain, 
deploy 

Can increase 
EOC uptake 
and reduce 
MMR 

Requires investment now for 
payback later 

Nepal needs three elements for a 
successful health workforce 
strategy: 

1) Train SBAs, not doctors 
2) Deploy health workers to rural 

areas 
3) Health worker demographics 

should reflect the patient 
population 

Health Facilities Can cause met 
need for EOC 
to increase 

Other resources must fall into 
place in order for health 
facilities to increase EOC 
use 

Upgrading infrastructure, equipment, 
and supplies to give facilities EOC 
capability is effective in Nepal 
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METHODOLOGY  

The foundation of my research is focus group interviews. Consistent with the HCD 

framework, my investigation EOC access and use was iterative rather than hypothesis-driven in 

order to give primacy to local perspectives and support community-owned solutions. I developed 

a set of guiding discussion questions based on pre-existing literature on EOC uptake in Nepal to 

gain a understanding of the effects of transportation infrastructure, cost of care, and 

socioeconomic status on access to EOC and to assess the role that household power dynamics, 

mode of maternal care delivery, and perceptions of care quality play in EOC service-seeking 

behavior. Focus group questions further explored the feasibility, acceptability, and potential 

effectiveness of possible EOC prognoses. Specific prognoses investigated were increasing roles 

for Village Health Workers/ Mother and Child Health Workers (VHWs/MCHWs) and utilizing 

women’s groups to break down socioeconomic barriers to accessing maternal health services, 

although discussion brought up other potential strategies as well. See Appendix A for a baseline 

list of focus group questions; because the process was community-lead and iterative, questions 

evolved as local perspectives identified new EOC barriers and potential strategies to address 

them. 

 All members of the data collection team were trained in human subjects research ethics 

and focus group facilitation for this study. Each focus group participant gave individual, verbal 

informed consent before participating in the study. Ethical clearance was granted by the Nepal 

Health Research Council (NHRC), Nepal’s national Institutional Review Board for health-

related research.  
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Case Selection: The Study Area 

 I selected Nepal to engage in an EOC diagnosis and prognosis because Nepal has a 

particularly high MMR, driven by low access to and use of essential maternal health services 

such as EOC (Hotchkiss 2001). Because Nepal’s population of 28.8 million is predominantly 

rural, with only about 14 percent of the population living in urban areas, and because rural 

women experience more difficulty in accessing and using EOC, I decided to focus my 

investigation on rural Nepal (Rana et al. 2007). I conducted my study in Jharuwarasi, one of the 

41 Village Development Committees (VDC—units assigned to rural areas) in the Lalitpur 

District of Nepal, Kathmandu Valley. Jharuwarasi is a representative case of rural Nepal. The 

main economic activity in Jharuwarasi is subsistence farming, as is the case throughout rural 

Nepal. In addition, like the majority of rural Nepalese villages, Jharuwarasi is a caste-based, 

predominantly Hindu community. Finally, Jharuwarasi is equipped with a Sub-Health Post that 

lacks EOC capabilities—a reality that most rural villages in Nepal face. As is the case throughout 

rural Nepal, women in Jharuwarasi must travel to a more urban setting should they wish to use 

EOC. Therefore, Jharuwarasi provides a good case study for EOC diagnosis and prognosis in 

rural Nepal. 

Jharuwarasi is divided into nine wards, each ward containing about 400-500 people. Two 

of the nine wards in Jharuwarasi were randomly selected from which to recruit participants, ward 

four and ward eight. Within the study area, two castes predominate, the Chhetri caste and the 

Dalit caste.29  

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

29 The Chhetri caste, the largest Hindu caste, is comprised mostly of small farmers scattered throughout Nepal, but 

Chhetris are also prominent in the military and police force. The lower Dalit caste is compromised of people who 

are generally landless and provide landowners with labor in exchange for a share of their harvest.  
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Participant Recruitment and Focus Group Structure 

 Participants were adult women and men of the Jharuwarasi VDC. While this study 

investigated EOC, the input of men was vital because men are the primary household decision-

makers, even for women’s health issues. Four focus group interviews were conducted between 

June and July of 2009 with a total of 29 participants.  

The VHWs from wards four and eight recruited a structured convenience sample by 

going from home to home within their respective wards and inviting men and women to 

participate in the study. One focus group made up entirely of females and one focus group made 

up entirely of males were recruited from each ward, for a total of two female and two male focus 

group interviews. Focus groups were also stratified according to caste. The female and male 

focus groups made up of participants from ward four consisted entirely of members of the 

Chhetri caste. The female and male focus groups made up of participants from ward eight 

consisted entirely of members of the Dalit caste. Stratification based on gender and caste was 

intentional to promote candid discussion, especially given questions on gender dynamics and the 

influence of socioeconomic position on access to EOC.  

Women were eligible to participate if they were of reproductive age (15-49), a resident of 

the Jharuwarasi VDC within wards four or eight, spoke Nepali, and were willing to participate in 

the focus group interview. Men were eligible to participate if they were married to a woman of 

reproductive age, a resident of the Jharuwarasi VDC within wards four or eight, spoke Nepali, 

and were willing to participate in the focus group interview. See Appendix B for a description of 

focus group demographics, including gender, caste, educational attainment, and income.  
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Focus Group Procedures and Data Analysis 

Focus group discussion was conducted in Nepali and audio recorded. For a description of 

the focus group facilitators, location, and logistics, see Appendix C. The duration of the focus 

group discussions ranged from 30 to 53 minutes, with a mean of 41 minutes. Focus group 

transcripts were transcribed from Nepali to English by the facilitator. I coded interview 

transcripts for themes, using coding categories informed by previous literature on EOC uptake in 

Nepal (see Appendix D for information on coding categories). I read through transcripts multiple 

times to refine the coding structure and extract key themes. Informal notes on focus group 

dynamics, such as body language and enthusiasm surrounding particular topics, complement the 

text-based analysis.  

These focus group interviews provide the primary data for this thesis and inform both the 

HEAR and CREATE chapters. I also employ secondary data such as studies from peer-reviewed 

journals and evaluation reports from the Nepali government and international organizations. 

Secondary data is used to provide maternal health services delivery context in Chapter Two as 

well as to strengthen the prognosis and implementation plan I suggest in the CREATE and 

DELIVER chapters.  

Methodological Limitations  

 A major limitation of this investigation is that, while Jharuwarasi is a representative case 

for EOC access and use in rural Nepal, the EOC diagnosis and prognosis rooted in data from this 

VDC may not be generalizable to other VDCs. This is because Jharuwarasi’s location within 

Kathmandu Valley provides its residents with better infrastructure than many rural villages 

outside of the Valley. While Jharuwarasi residents must travel by microbus to reach an EOC 

facility, transportation infrastructure is superior for these residents compared to residents in more 
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isolated areas of Nepal, such as the Western region of the country. Nonetheless, Jharuwarasi is 

typical of rural Nepal in most respects and can be used as a basis for understanding and 

promoting EOC uptake in rural Nepal more generally. 

The recruitment process poses another methodological limitation. Because two female 

VHWs recruited all focus group participants, the study may suffer from selection bias based on 

relationships and familiarity between the VHW recruiters and community members. However, 

because it is part of the VHWs’ regular job to visit each home in their VDC and because the 

VHWs were trained to recruit participants using a structured convenience methodology, it is 

likely that the VHWs recruited participants based on convenience and not on personal 

familiarity. 

In addition, the small sample size of the study presents the limitation that not all local 

perspectives were captured in focus group discussion. Thus, the diagnosis and prognosis 

designed based on these interviews may be incomplete. The fact that focus group transcripts 

were translated from Nepali to English, but not back-translated to Nepali by a third party to 

ensure translation accuracy, presents another limitation in that transcripts may not capture the 

exact words of participants. However, data analysis revealed strong themes and significant 

agreement among focus group participants, suggesting that focus group interviews captured 

widely held attitudes, needs, and experiences surrounding EOC.  

A related concern is the limited capacity to which the Jharuwarasi community may have 

been able to recognize or articulate some factors that impact EOC uptake. For example, asking 

the community about obstacles in accessing obstetric care is not fully effective if the community 

does not recognize certain factors as barriers to care, such as lack of educational attainment and 

gender inequity. To minimize the magnitude of this limitation, I lived in the village throughout 
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the research process, observing behaviors and community norms to complement focus group 

data with experiential understanding. 

Finally, limitations inherent in the focus group interview methodology could have biased 

results. The sensitive topic of obstetric care may have prevented complete honesty and disclosure 

among focus group participants, who may not have wanted to share experiences or opinions 

among a group of peers. To reduce the severity of this limitation, questions were framed in a way 

that encouraged participants to talk about “people they know” or to articulate the feelings of the 

community. In addition, my presence as an outsider may have created a reporting bias in which 

participants’ responses were tempered by what they wanted me to know or not know. However, 

the participatory nature of the study design, the use of informed consent and trusted facilitators, 

and the community’s growing trust in me as I lived among them supported honest, open 

discussion surrounding EOC access and use. The EOC diagnosis and prognosis that follow are 

products of the Jharuwarasi community’s needs, preferences, experiences, and ideas. I am 

grateful for the opportunity to listen.  
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Chapter Two: An Anatomy Lesson 

Maternal health services delivery and EOC use in rural Nepal 

 

INTRODUCTION  

 In order to make a diagnosis and prognosis, the doctor must understand the patient’s 

anatomy. Likewise, an effective EOC diagnosis and prognosis requires an understanding of the 

organization of maternal health services delivery in rural Nepal as well as the context in which 

health services are used. In order to “practice good medicine,” this thesis’s EOC diagnosis and 

prognosis design must be rooted in an understanding of the patient.  

This chapter is an anatomy lesson on maternal health services delivery in Nepal. The first 

section acquaints the reader with the patient, giving general background information on Nepal 

and its current state of maternal health. The next section describes the Nepalese maternal health 

care delivery system, highlighting the gap in EOC availability for rural communities. This 

chapter then turns to context, discussing economic, social, and political factors that influence 

maternal health in Nepal with particular regard to EOC availability. With a better understanding 

of the patient, the chapter then discusses current patterns of EOC service use, illustrating that 

Nepal still has a long way to go in supporting EOC uptake and safe motherhood. Finally, the 

chapter outlines past EOC initiatives in Nepal that have attempted to “treat” constrained EOC 

access and use. Overall, this chapter provides a foundation for understanding the community-

based EOC diagnosis in the HEAR Chapter and designing a context-specific EOC prognosis in 

the CREATE Chapter. 

 

BASIC ANATOMY  

 Based on 2008 World Bank estimates, Nepal has a population of 28.8 million people, 31 

percent of which have incomes below the national poverty line and 84 percent of which live in 
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rural areas. The literacy rate of the population over the age of 15 is 57 percent, while only 27 

percent of rural females can read or write (Borghi et al. 2006). Nepal is a poor, predominantly 

rural country with limited educational attainment, particularly among women.  

Given such underdevelopment, the state of maternal health in Nepal is not surprising. 

Nepal has some of the worst maternal mortality statistics in the world, with a MMR of 281 

according to the Nepal Demographic and Health Survey of 2006. However, despite poor 

maternal health outcomes that persist today, Nepal has made impressive strides in maternal 

mortality reduction. The 2006 MMR estimate reflects a significant drop from the 1996 estimates 

of the Nepal Family Health Survey; over ten years, estimated MMR dropped from 539 to 281.30 

Data shows that Nepal’s improvement in maternal survival is directly related to access 

and use of EOC, illustrating the critical role that EOC plays in maternal health services delivery. 

The roughly 50 percent drop in maternal mortality between 1996 and 2006 coincided with 50 

percent increases in skilled birth attendance, institutional delivery, and met need for EOC over 

the same period (Pant et al. 2008, 10). Of the maternal deaths that still occur in Nepal, 70 to 75 

percent are due to direct obstetric complications, highlighting the need to further bolster access 

to and use of EOC (Pant et al. 2008, 10). The basic anatomy of maternal health in Nepal shows 

that increasing EOC uptake is driving progress, but that Nepal still has a long way to go in 

ensuring safe motherhood. Given the importance of effective obstetric care in reducing maternal 

mortality, the next section discusses Nepal’s maternal health care delivery system with a focus 

on EOC. 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

30 Due to inadequate reporting systems, measuring MMR in Nepal is difficult, and MMR estimates have wide 

confidence intervals. Nevertheless, the drop in MMR between 1996 and 2006 is statistically significant. 
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MATERNAL HEALTH SYSTEMS ANATOMY  

 The maternal health landscape in Nepal spans from the local level to the national level, 

with more comprehensive services offered at the district and national levels. The anatomy of 

maternal health services delivery described in this section reveals that availability of EOC is 

largely centralized, not localized. Given this gap, the section then takes a closer look at two 

sources of pathology, human resource shortages and allocation of funding. 

The Female Community Health Volunteer (FCHV) is the most decentralized health 

worker in rural Nepal. FCHVs conduct immunization campaigns and provide vitamin A, iron 

supplementation, condoms, advice to pregnant women about danger signs during pregnancy and 

childbirth, and information on HIV/AIDS (Nepal Family Health Program II and New ERA 

2010a). One FCHV is responsible for each ward, or unit of 400-500 rural Nepalese people.31 

Slightly more sophisticated care is offered at the VDC level, a unit of 2,500 to 5,000 Nepalese 

people. Each VDC is equipped with a Sub-Health Post, staffed by a Maternal and Child Health 

Worker (MCHW) and Village Health Workers (VHWs). These health workers provide women 

with antenatal and postnatal care (Pant et al. 2008, 14).32  

The Ilaka, a geopolitical unit of anywhere from 5,000 to 17,000 people, is the first level 

at which women can receive public obstetric care (Pant et al. 2008). Each of Nepal’s 75 districts 

is divided into nine Ilaka—each of which is equipped with a Health Post staffed by an Auxiliary 

Nurse Midwife (ANM), a type of SBA. Health Posts may or may not have a birthing center and, 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

31 The FCHV program was introduced in 1988 by the Ministry of Health and Population, and has become one of the 
most successful community health volunteer programs in the world. While FCHVs are not paid for their work, the 

attrition rate remains very low, at about four percent per year according to USAID estimates. 
32 MCHWs are trained to handle normal deliveries and make referrals in cases of obstetric complications. However, 

MCHWs typically handle prenatal and postnatal care and not delivery care. Nepal’s 2001 Demographic Health 

Survey reported that MCHWs assisted less than one percent of births.  
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at best, provide some delivery care along with antenatal and postnatal care.33 Nepalese women 

have a better—although not guaranteed—chance of accessing public obstetric care at the level of 

electoral constituency. Each of Nepal’s 205 electoral constituencies is equipped with a Primary 

Health Care Center (PHCC), staffed by one doctor and three ANMs or staff nurses. While 

PHCCs are designed to provide antenatal, delivery, and postnatal care, most centers have only 

one delivery bed to serve a population of about 100,000, and the extent to which these centers 

provide EOC is limited. A push to equip PHCCs with basic EOC started in 1997, but almost all 

PHCCs established before 2005 do not have the infrastructure to deliver EOC (Pant et al. 2008, 

14). In fact, the only level of care at which a Nepalese woman is guaranteed to receive EOC is at 

the district level or higher. A district level or higher level hospital serves anywhere from 100,000 

to 700,000 Nepalese people, and these hospitals provide at least basic EOC, as well as antenatal 

and postnatal care (Pant et al. 2008).  

This basic maternal health services anatomy lesson shows that public availability of EOC 

in Nepal is limited at the local level—a foundation for constrained EOC access and use among 

rural Nepalese women (see table 2.1 on the following page for a description of the public 

maternal health services landscape in Nepal). The hard numbers confirm the centralized nature of 

EOC delivery in Nepal. A 2006 analysis found that six national hospitals, four regional and sub-

regional hospitals, and eight zonal hospitals in Nepal all provide both basic and comprehensive 

EOC. Of 65 district-level hospitals, 13 provide comprehensive EOC and 38 provide basic EOC 

(Pant et al. 2008, 14). Past the district level, however, availability of EOC is much less certain. 

Of Nepal’s 168 PHCCs, only 42 provide basic EOC. Localized, village-level availability of EOC 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

33 As of 2006, safe abortion services were available in 70 out of 75 districts, from 167 registered sites. The 

increasing availability of safe abortion services plays a major role in preventing death due to unsafe abortion (Pant et 

al. 2008, 21). 
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is practically nonexistent, as most Health Posts and Sub-Health Posts do not offer EOC. The 

anatomy of Nepal’s maternal health care delivery system reveals a gap in EOC availability at the 

local level, an important factor in this thesis’s investigation of EOC access and use in rural 

Nepal.  

Table 2.1: Maternal health services landscape and EOC availability in Nepal 

 

Level Population Staff Services EOC Availability 

Ward 400–500 FCHVs Vitamin A/iron 
supplementation 

Condoms 
Advice to pregnant 

women 
Info. on HIV/AIDS 

Virtually 
nonexistent 

VDC 2,500–5,000 Sub-health Post 
• MCHW 
• VHWs 

Antenatal care 
Postnatal care 

Virtually 
nonexistent 

Ilaka 5,000–17,000 Health Post 
• ANM 

Antenatal care 
Postnatal care 
Some delivery care 

Virtually 
nonexistent 

Constituency ~100,000 PHCC 
• 1 doctor 
• 3 ANMs 

Antenatal care 
Postnatal care 
Basic delivery care 
EOC at some PHCCs 

Rare 

District & higher 100,000–700,000 Hospital 
• Doctors 
• ANMs 
• Nurses 

Antenatal care 
Postnatal care 
Basic EOC 
Comprehensive EOC 

at some hospitals 

Guaranteed 

 

In cases of systems dysfunction, physicians identify pathology that could be driving 

systems failure. Likewise, the following two sub-sections take a closer look at critical points of 

pathology in Nepal’s maternal health services delivery system that seem to be constraining 

localized EOC availability: human resource shortage and allocation of funds/constrained 

financial access to care. 
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Pathology type: SHORTAGE 

 Nepal faces a critical shortage of health workers that undermines availability of EOC.34 

The 2005/06 annual report of the Nepalese Department of Health Services found that 47 percent 

of doctor positions, 22 percent of staff nurse positions, and 9 percent of ANM positions are 

vacant in both hospitals and PHCCs (Department of Health Services 2006). Health workers cite 

poor salary, living conditions, and working environment in rural, government posts as the 

primary reasons for dissatisfaction and attrition (Dhakal 2009). Doctors, nurses, and ANMs serve 

as Nepal’s primary SBAs, so EOC availability in particular suffers as a result of the health care 

provider shortage in Nepal—especially in rural areas where health worker shortages are more 

severe (Department of Health Services 2006).  Like the human resource shortage, allocation of 

health care funding also threatens EOC uptake in Nepal. 

Pathology type: FUNDING ALLOCATION AND FINANCIAL ACCESS TO CARE 

 Public expenditure on reproductive health in Nepal is allocated primarily to family 

planning efforts. Nepal’s failure to allocate an adequate proportion of its reproductive health 

budget to pregnancy and childbirth obstructs financial access to obstetric care and thereby 

constrains EOC access and use. 

 The government of Nepal allocates over a quarter of public health sector resources to 

reproductive health services. From 1999-2000, Nepal spent $13 million of its total health budget 

of $47 million on reproductive health (Chatterjee et al. 2009, 116). However, a disproportionate 

amount of this spending is allocated to family planning, representing a missed opportunity to 

bolster EOC availability. In Nepal, just four percent of reproductive spending is allocated to 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

34 Nepal also faces a shortage of health facilities capable of offering EOC. The UN recommends that at least five 

facilities with EOC capability be available per every 500,000 people, and the discussion of health systems anatomy 

in this section shows that this standard is not upheld throughout all of Nepal. However, given that even EOC-

capable facilities in Nepal lack the human resources to deliver EOC, the human resource shortage is seen as a 

particularly pressing matter (Nepal Minisitry of Health and Population, Department of Health Services 2006). 
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pregnancy and childbirth, compared to 25 percent in Sri Lanka where the MMR is much lower. 

On the other hand, Nepal allocates 58 percent of reproductive health spending to family 

planning, compared to 10 percent in Sri Lanka, where family planning has still made significant 

strides in fertility reduction and better maternal and child health outcomes have been achieved 

per live birth (Chatterjee et al. 2009, 116).35  Given that most maternal deaths in Nepal are due to 

direct obstetric complications and that Sri Lanka has achieved drastic drops in its MMR by 

prioritizing delivery care in addition to family planning, the status quo of devoting negligible 

funding to delivery care in Nepal represents a misallocation of resources that threatens safe 

motherhood (Pant et al. 2008, 10). 

 Donors play a significant role in this misallocation. In fact, 65 percent of public 

reproductive health expenditure in Nepal comes from donor support (Chatterjee et al. 2009, 116). 

In the 1999/2000 fiscal year, donors devoted 92 percent of their support to family planning 

efforts and only five percent to maternal health and childbirth services—in a country with one of 

the world’s highest rates of death during childbirth (Chatterjee et al. 2009, 116).36  

While family planning is an important aspect of safe motherhood and population health, 

the disproportionate focus on family planning at the expense of funding for maternal health has 

negative consequences in terms of financial access to obstetric care. For example, the slow 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

35  Sri Lanka has devoted far less funding to family planning than Nepal and still managed to achieve significant 

drops in fertility. Between 1950 and 1999, Sri Lanka spent an average of 1.79 percent of GDP on health while Nepal 

spends 5.2 percent of GDP on health (Liljestrand and Pathmanathan 2004). With a relatively small funding 

allocation to family planning, Sri Lanka achieved declines in fertility of about 18 percent between 1965 and 1975, 

bringing Sri Lanka’s fertility rate to about 2.3 according to 2008 World Bank data (Nepal’s fertility rate is 2.9 

according to the same data set). The case of Sri Lanka suggests that declines in fertility can be achieved even when 

more funding is allocated toward saving women’s lives in childbirth. 
36 Why such a disproportionate funding allocation to family planning versus pregnancy and childbirth care in Nepal, 
especially given Nepal’s high MMR?  While there is not one precise answer to this question, the reality is that 

family planning is a more attractive funding option. Family planning often requires smaller investments for bigger, 

more visible returns. For instance, handing out contraceptives from door to door is easy and can help to bring 

fertility rates down quickly. On the other hand, improving EOC protocols and delivery requires investment in health 

workers, facilities, etc. and may take much longer to show significant results.  
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progress of Nepal’s Safe Delivery Incentive Program (SDIP) illustrates that, while Nepal is 

making efforts to increase financial access to obstetric care, funding gaps threaten 

implementation capacity and program success. In 2005, Nepal launched the SDIP, which 

provides cash to women who deliver at a health facility. The program was developed in response 

to a 2003 survey that found the costs incurred during the process of seeking delivery care to be 

significant (Borghi et al. 2006, 231). The SDIP aims to offset costs of transport and companions’ 

time, increasing financial access to care. However, as discussed in the literature review in 

Chapter One, inadequate disbursement of funds seriously diminished the impact of the program, 

especially in the first few years of the program’s implementation when health facilities simply 

did not received the funding necessary to provide women with cash incentives (Powell-Jackson 

et al. 2009). A 2009 study commissioned by USAID found that the SDIP still has a long way to 

go.37 70 percent of rural women who delivered in a government health facility within three years 

preceding the study reported getting the incentive (Nepal Family Health Program II and New 

ERA 2010a). The SDIP’s goal to remove financial barriers to delivery care has not been 

universally achieved, and the allocation of funding stands out as a major constraint in supporting 

financial access to care.  

While allocation of reproductive health funding is a significant problem in Nepal, it is 

important to note that this point of pathology is not the only constraint on access to obstetric 

health services. Other factors such as lack of awareness of government programs prevent 

Nepalese women from accessing care. For instance, poor, rural women are less likely to know 

about and utilize the SDIP (Powell-Jackson et al. 2009). In addition, the Nepali government 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

37 This study was the mid-term survey for the Nepal Family Health Program (NFHP II), which is funded by USAID. 

The study was conducted in 40 districts, 20 NFHP II program districts and 20 control districts. Because NFHP II 

focuses on rural areas, all districts surveyed were rural. Clusters were selected to be the same as those used in the 

2006 Nepal Demographic and Health Survey for comparability. Overall, 5,019 women ages 15-49 were interviewed."
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instituted free delivery care in January of 2008. However, the same 2009 study discussed above 

found that only 68 percent of rural women are aware that delivery services are free in 

government health facilities (Nepal Family Health Program II and New ERA 2010a). Thus, on 

top of inadequate financial access to care, many people are not aware of the financial assistance 

they can receive to help them access delivery care. While misallocation of funding constrains 

financial access to obstetric care, maternal health services delivery in Nepal also suffers from 

ineffective program outreach to the rural communities. Overall, the result is a health system that 

has failed to make affordable delivery care available to all Nepalese women. 

 The anatomy of the maternal health services delivery system in Nepal shows that 

availability of obstetric care is inadequate, especially for poor, rural communities. The 

centralized—not localized—nature of delivery care availability, shortages of health workers 

critical for delivering EOC, and barriers in financial access to care all constrain delivery care 

availability. With an understanding of how the health system affects maternal health services 

availability, this chapter now considers how economic, social, and political context impact care 

availability in Nepal.  

 

CONTEXT 

 Economic reform, social change, and political instability have all interacted with the 

health system in Nepal to influence maternal health services availability and uptake.  

Economic Change: Reform for All, Care for Some 

 Extensive neoliberal economic reform instituted in Nepal in the early 1990s has 

contributed to an overall increase in maternal care uptake, but has also instilled urban/rural and 

rich/poor inequities in care availability. Reforms that liberalized trade, promoted exports, 
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strengthened financial and capital markets, and fostered private sector development increased 

employment in urban areas and led to nationwide poverty reduction. From 1995/96 to 2003/04, 

national poverty declined from 42 percent to 31 percent (Pant et al. 2008, 18). Poverty reduction 

helped to break down barriers of financial access to maternal health services, and access to care 

has increased as incomes have risen (Pant et al. 2008). However, increases in access to care—

especially obstetric care—have been disproportionately enjoyed by the urban, wealthy Nepalese. 

Urban poverty has declined at a faster rate than nationwide poverty, and access to maternal 

health services is still a function of wealth. Indeed, between 1996 and 2006, access to obstetric 

services improved slightly for all wealth quintiles, yet increases for those of the lowest wealth 

quintiles are not statistically significant (Pant et al. 2008, 16).  

In addition to creating unequal opportunities for poverty reduction in urban versus rural 

areas, economic reform has further contributed to inequitable access to obstetric care by 

concentrating resources in urban areas. Private sector development has resulted in a formal 

private health care delivery sector in urban areas but not in rural areas, where an informal private 

sector predominates. While the formal private sector increases obstetric care availability in urban 

areas, the informal private sector threatens quality care availability in rural areas because most 

care providers in this sector are not formally trained in skilled birth attendance (Chatterjee et al. 

2009, 70).  

Data on rates of institutional delivery in urban versus rural areas confirms that, while 

uptake of skilled delivery care has increased across the board over the past decade, uptake is still 

not equitable. According to the Nepal Demographic and Health Survey of 2006, over 40 percent 

of births in urban areas take place at an institution while only about 10 percent of births in rural 

areas take place at an institution (Pant et al. 2008, 10). Market-oriented reforms have contributed 
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to an environment in which urban areas enjoy a faster pace of economic growth and 

development, concentrating wealth and resources in cities. The result has been nationwide 

poverty reduction and increased financial access to care, but inequity in maternal health care 

availability and uptake. Like economic reform, social change has transformed the environment in 

which Nepalese women access maternal health services, driving changes in service uptake. 

Social Change: Pushing Care Forward 

 Positive social change has laid a foundation for Nepal’s recent strides in skilled birth 

attendance, institutional delivery, and reduction in MMR. However, Nepal still has a long way to 

go in creating an enabling social environment for maternal care uptake.  

Significant social change, documented between 1996 and 2006, has promoted increased 

uptake of maternal health services in Nepal. For instance, in 1996, 80 percent of all Nepalese 

women had no education. By 2006, the figure was down to 62 percent. Over the same period, the 

average age at first marriage increased by almost a year from 16 to 16.9, and the percentage of 

women exposed to a family planning message increased from 53 percent to 72 percent (Pant et 

al. 2008, 19). Most directly, these changes have reduced the risk of maternal death. Older age at 

marriage means that women get pregnant later, reducing their risk of complications such as 

obstructed labor (McCarthy and Maine 1992). Likewise, increased coverage of family planning 

messages has reduced fertility from about 3.4 to about 3.0 between 1996 and 2006, and having 

fewer children reduces a woman’s risk of dying in childbirth (Pant et al. 2008, 19). Less directly, 

these social changes have created an environment in which women are better equipped to 

understand and seek out maternal health services. For instance, increases in education and 

literacy promote self-efficacy, allow women to better navigate the health care delivery system, 

and foster increased use of health services (Stephenson and Tsui 2002). Increases in age at 
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marriage make female involvement in household reproductive decision-making more likely, 

which supports EOC uptake in particular (Furuta and Salway 2006). Furthermore, increased 

exposure to family planning messages not only reduces fertility but also familiarizes people with 

the public maternal health services delivery system, fostering higher care uptake (Stephenson 

and Tsui 2002).38 

Nepal’s changing social environment has fostered safer motherhood and increased uptake 

of maternal health services, but social change still has a long way to go to. With a female 

education rate of about 40 percent and many women getting married in their teenage years, 

Nepal needs continued social change to support obstetric service use and better maternal health 

outcomes. Unlike the largely positive effects of social change, political instability has deeply 

constrained the availability and uptake of maternal health services in Nepal. 

Political Instability: Revolution Costing Lives 

 Political instability in Nepal has obstructed the delivery of social services and halted rural 

infrastructure development, threatening rural health care delivery—and especially the delivery of 

EOC. Political instability began in February of 1996 when Maoist parties started a revolution to 

replace the parliamentary monarchy. After years of civil war, the monarchy was abolished and 

Nepal was declared a Federal Democratic Republic on May 28, 2008. However, political 

revolution has come at the cost of access to health care, especially for rural populations, and has 

compromised EOC availability for Nepalese women. Overall, many Nepalese women are 

reported to have died during childbirth because they could not access EOC due to political 

conflict and fighting (Simkhada et al. 2006). 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

38 Studies from India suggest that education and exposure to the health care delivery system increase care uptake 

(Stephenson and Tsui 2002). While studies have not been conducted in Nepal to gauge how these social dynamics 

affect service use, this analysis assumes that social factors that support care uptake in India likely have similar 

effects in Nepal. 
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 Three aspects of political instability in Nepal have particularly threatened obstetric 

services availability. First, access to health care has been compromised for those displaced by 

fighting. Between 1996 and 2005, fighting between the Nepali government and the Maoists 

caused up to 400,000 people to flee rural villages, interrupting reliable access to health facilities 

(UNFPA 2005). Second, contested areas have faced interruption of health care delivery as 

fighting, kidnappings, blockades, and curfews have constrained service availability and access 

(UNFPA 2005). Finally, fighting has damaged health infrastructure, which continues to prove 

especially detrimental to obstetric care delivery even after large-scale fighting has ended. In 

addition to physical damage done to health facilities, political instability has negatively 

influenced the availability of health workers capable of providing EOC (Simkhada et al. 2006). 

During the conflict, staff became reluctant or unable to travel to rural areas due to strikes and 

restricted movement of vehicles. Political instability has thereby contributed to the problem of 

brain drain, in which skilled health professionals leave rural areas to practice in more 

profitable—and in this case more secure—areas (Simkhada et al. 2006). While the violence has 

officially ended, negative consequences in terms of rural infrastructure and human resources for 

health care delivery have remained.  

 The establishment of a Federal Democratic Republic on May 28, 2008 ended official 

political revolution but has not quelled instability. A constitutional assembly election in May 

2008 established the Maoist party as the political majority and charged the new assembly with 

developing a new constitution within two years. However, the Maoists quit the government a 

year later, in May of 2009, when Maoist Prime Minister Pushpa Kamal Dahal was foiled in his 
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attempt to sack army chief Rookmangud Katwal (Al Jazeera 2009).39 The result was resumed 

nationwide strikes that continued to obstruct service availability as transport and government 

facilities faced closure due to protest (Al Jazeera 2009). Most recently, on January 14, 2011, the 

leader of the Maoist party, Pushpa Kamal Dahal, announced that the Nepali government and 

Maoist rebels have struck a deal that will lead to the formation of a peaceful government within 

three months (Al Jazeera 2011). The announcement of a peaceful government brings hope for 

stability and improved access to health services among the rural Nepalese. At this point, only 

time will tell. 

Economic, social, and political realities have shaped maternal health services availability 

and uptake in rural Nepal. So far, this chapter’s investigation of the maternal health care delivery 

system and the context that shapes how this system functions has shown that care uptake is on 

the rise, but that availability and uptake of EOC in particular face significant barriers, such as 

health workforce shortages, misallocation of funding, and the lasting effects of political 

instability. In order to better understand the status quo of EOC use, the next section considers the 

current anatomy of obstetric service use in rural Nepal. 

 

ANATOMY OF SERVICE USE 

 Obstetric care uptake in Nepal is on the rise but is still well below targets set by the 

Nepali government. The jump in service use between 1996 and 2006—rates of skilled birth 

attendance and institutional delivery doubled—shows that significant progress is being made.40  

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

39 Pushpa Kamal Dahal, popularly known as Prachanda, tried to sack the army chief, Rookmangud Katwal, but was 
stopped by President Ram Baran Yadav, the supreme head of the military. As a result, Dahal and the Maoists quit 

the government, spurring nationwide protests and strikes (Al Jazeera 2009). 
40 1996 data from the Nepal Family Health Survey and 2006 data from the Nepal Demographic and Health Survey 

reflect an approximately 50 percent increase in skilled birth attendance and institutional delivery in this ten-year 

period. 
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However, even after these large increases in service use, skilled birth attendance was only at 20 

percent and less than one in five deliveries took place at an institution in 2006 (Pant et a. 2008, 

10). Service uptake has continued to rise, and the 2009 study commissioned by USAID described 

earlier estimated skilled birth attendance to be at 29 percent and institutional delivery to be at 27 

percent (Nepal Family Health Program II and New Era 2010). While these figures fall drastically 

short of the Nepali government’s goal of 60 percent skilled birth attendance and 40 percent 

institutional delivery, continued increases in obstetric service uptake illustrate considerable 

progress. 

 In tandem with increases in skilled birth attendance and institutional delivery, rates of 

met need for comprehensive EOC have been on the rise. Caesarean section coverage has seen 

statistically significant increases, with rates of caesarean section delivery in rural areas 

increasing three-fold between 1996 and 2006 (Pant et al. 2008).41 In addition, a special EOC 

scale-up project has been implemented in 13 districts.42 Between 1997 and 2006, the proportion 

of births in these districts delivered at an EOC-capable facility more than doubled from 4 percent 

to 11.1 percent, and met need for EOC increased from 7.3 percent to 18.5 percent (Pant et al. 

2008, 11).43 44 This project shows that investing in EOC delivery can have significant positive 

impacts in terms of increased service uptake. Overall, Nepal is making great strides in increasing 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

41 Rates of caesarean section in Nepal tripled from about 1 percent in 1996 to about 3 percent in 2006 (Pant et al. 

2008). If the caesarean section rate is below 5 percent in any area, it is considered likely that women who need this 

intervention are not getting it. Nepal’s low caesarean rates suggest that it has not yet met the obstetric needs of all of 

its mothers.  
42 Nine of the districts are supported by the DFID while four are supported by UNICEF. Efforts focus on scaling up 

health facilities to make facilities EOC-capable. 
43 The measurement of “met need” for EOC has been widely used by UNICEF, the WHO, and UNFPA to denote the 

proportion of all women with complications who are treated in EOC facilities. The proportion of a pregnant 
population expected to have complications that require EOC is generally estimated to be at least 15 percent.  
44 In the case of Nepal, increases in met need for EOC were achieved with an average case fatality rate below one 

percent. A case fatality rate below one percent is considered to be an indicator of acceptable quality of care, 

suggesting that quality care is being provided on the whole and that the major concern should be scaling up care 

while maintaining quality (Pant et al. 2008, 12)."
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uptake of obstetric care. However, service uptake is still far below targets, and programs that 

continue to support access to and use of obstetric care are critical to safe motherhood in Nepal. 

Given this need for effective program implementation, the next section outlines EOC initiatives, 

illustrating past and current prognoses for increasing EOC uptake to better understand attempts 

at “treating” rural Nepal’s constrained EOC access and use.  

 

PROGNOSES IN ACTION  

The Nepali government has been making investments in the health of its mothers for the 

past 20 years and has strengthened its commitment to supporting EOC uptake, especially among 

the rural poor, over time. In 1991, The National Health Policy established sub-health posts and 

PHCCs with the goal of making health services more accessible to mother and child (Pant et al. 

2008, 20). However, this policy failed to support access to EOC due to the limited capabilities of 

sub-health posts and PHCCs. In 1997, the government specifically addressed obstetric care 

availability and launched the Nepal Safer Motherhood Project. From 1997-2004, this project 

took a district-focused approach to increasing uptake of EOC and averting maternal death, 

scaling up infrastructure, engaging in awareness-raising campaigns, and establishing community 

emergency funds for obstetric care (Rath et al. 2007b, 73). However, the program failed to 

deliver accessible EOC at the village level, and the Nepali government devised the National Safe 

Motherhood and Newborn Health Long-Term Plan (NSMNH-LTP) in response to this gap. The 

long-term plan will run from 2006 to 2017, with a primary goal of transforming the maternal 

health service delivery landscape to increase service uptake—especially among the rural poor 

(Nepal Minisitry of Health and Population, Department of Health Services 2006). The 

government plans to bring an ANM to each VDC and make 80 percent of PHCCs EOC-capable 
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by 2017 (Pant et al. 2008, 23). The ultimate goals of the long-term plan are to decrease MMR to 

134, increase skilled birth attendance to 60 percent, and increase institutional delivery to 40 

percent by 2017 and to increase overall met need for EOC by 3 percent per year between 2006 

and 2017. It is estimated that, in order to meet the goal of 60 percent skilled birth attendance by 

2017, 4528 new SBAs must be trained by 2015 (Pant et al. 2008, 15). In order to meet this need, 

the Nepal Department of Health Services began a policy in 2005 of upgrading MCHWs to SBAs 

through a 24-month training program (Rana et al. 2007, 273). Additionally, the government 

hopes to break down financial barriers to accessing care through its Safe Delivery Incentive 

Program and the removal of user fees for delivery care (implemented in 2005 and 2008, 

respectively). The Nepali government’s treatment of constrained EOC access and use has 

become increasingly comprehensive, with more and more attention being paid to the need to 

address lack of EOC availability for the rural poor.  

 In addition to government programs, the doctors of global health policy and practice have 

also engaged in strategies to increase EOC uptake in rural Nepal, often supporting the activities 

of the Nepali Ministry of Health. Between 2000 and 2004, UNICEF, with technical and financial 

support from Columbia University’s Averting Maternal Death and Disability program, supported 

the Ministry of Health in implementing The Women’s Right to Life and Health Project 

(WRLHP). UNICEF upgraded existing public health facilities to make them EOC-capable, with 

a goal of improving availability, quality, and utilization of EOC services in public facilities 

(Rana et al. 2007). Another major doctor of health services interventions, USAID, engaged in its 

own EOC prognosis through the ACCESS program in Nepal, which ran from 2005 to 2007. 

ACCESS’s mission was to work in partnership with the government of Nepal to increase SBAs, 

and ACCESS supported Nepal’s 2006 National Policy on SBAs by developing a national 
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training package (Nepal Family Health Program II and New ERA 2010a). USAID has expanded 

its EOC prognosis for rural Nepal through the Nepal Family Health Program (NFHP), with phase 

I running from 2001 to 2007 and phase II currently in operation, scheduled to end in September 

2012. The NFHP aims to improve the delivery and use of public sector services, particularly 

family planning, maternal, newborn, and child health services, and to strengthen local capacity to 

provide these services (Nepal Family Health Program II and New ERA 2010a). To achieve these 

aims, NFHP has focuses on 20 core, rural districts and implemented programming such as FCHV 

training and literacy skill-building for women to support understanding and use of the public 

health care system (John Snow, Inc. 2008). Finally, and perhaps most comprehensively, the 

Support to the Safer Motherhood Project (SSMP), funded by the DFID and managed by Options 

UK, ran from 2005 to 2010 with an overall goal of improving maternal and newborn health 

services, especially for the poor and socially excluded. The SSMP, in support of the 

government’s long-term plan for maternal health, had three major focus areas: policy, services, 

and access (Rath et al. 2007). Table 2.2 on the following page spotlights the SSMP, illustrating 

the program’s comprehensive EOC prognosis. 
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Table 2.2: Spotlight on SSMP, a comprehensive EOC prognosis  
 

Area of Focus Activities and Accomplishments 

Policy  

Policy Supported NSMNH-LTP 
Supported National SBA Policy  
Supported SDIP 
Created Gender, Equality and Social Inclusion program 

 

Services  

Facilities Built a total of 21 new Comprehensive EOC sites, 26 Basic 
EOC sites, and 139 basic birthing centers  

 

Human Resources Recruited over 300 ANMs on local contracts to address staff 
shortages in rural areas 

Developed curricula, teaching material, and strengthened 15 
national SBA training sites 

2005-2007: 300 doctors, nurses, and ANMs received SBA 
training 

Evaluation and Monitoring Systematized facility death auditing 
Created the Health Infrastructure Information System (a 

database of health facilities) 
Created the Health Management Information System (a data 

management system) 

Access  

Financing Support to SDIP 
Support to free delivery care: “The Aama Program” 

Equity/Inclusion/Empowerment Developed an Equity and Access Program (EAP) 
• Establishment of emergency loan funds and transport 

schemes 
• Development of locally appropriate print materials/radio 

 
 
 This brief look at EOC prognoses for rural Nepal show that efforts to improve 

availability, access, and use of EOC are many and varied. Most of these prognoses focus on 

improving health services capacity and use, especially for rural women, by upgrading health 

facilities, training health workers, and equipping women with the awareness and the means to 

access care (see figure 2.1 on the following page for a timeline of the major efforts to increase 

EOC access and use in Nepal). These prognoses’ efforts to address maternal health services 

delivery failures have coincided with great strides in Nepal’s maternal health situation; increases 
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in skilled birth attendance, institutional delivery, and met need for EOC as well as drops in MMR 

have accompanied these EOC prognoses. At the same time, given that Nepal still has one of the 

world’s lowest rates of EOC uptake and highest rates of maternal mortality, the need to make 

even greater strides in safe motherhood remains a persistent reality for Nepal. Indeed, the EOC 

diagnosis in the following chapter will illustrate that, despite past prognoses, significant barriers 

to care remain. 

 
Figure 2.1: Timeline of major efforts to increase EOC access and use in Nepal 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    1991                                   1996                                   2001                                   2006                                  2011                                   2016 

Nepal Safer Motherhood Project 
District-focused approach to 
increasing EOC uptake 

National Health Policy 
Aimed to increase access 
to health services; 

established sub-health 
posts & PHCCs 

National Safe Motherhood and Newborn 
Health Long-term Plan Aims to transform 

the maternal health services delivery 

landscape to increase care uptake, 
especially among the rural poor 

Safe Delivery Incentive Program  
Aims to offset cost of transport & 
companions’ time and increase 
financial access to delivery care 

Government 

NFHP I 
Aims to improve delivery, use, and local 
capacity for family planning, maternal, 
newborn, & child health services 

WRLHP 

Aims to improve 
quality & utilization of 
EOC services in public  
facilities 

ACCESS 
Aims to increase SBAs 

SSMP 
Aims to improve maternal & 
newborn health services, especially 

for the poor & socially excluded. 
Focus on policy, service 
strengthening, & increasing care 
accessibility 

NFHP II 
Goals are the same as NFHP I 

Global Health Policy Doctors 

Free delivery care in all 
public health facilities 
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CONCLUSION 

 Nepal has made considerable strides in safe motherhood in recent years. Between 1996 

and 2006, rates of skilled birth attendance and institutional delivery doubled while maternal 

mortality dropped significantly—the MMR falling from 539 to 281 (Pant et al. 2008, 10). 

Several factors have supported this progress, including positive social change that has 

empowered women with education and access to family planning as well as programs that have 

promoted improved EOC service availability and uptake. However, rates of skilled birth 

attendance and institutional delivery are still well below target; for instance, the current skilled 

birth attendance rate is roughly 25 percent despite a goal of 60 percent (Nepal Family Health 

Program II and New Era 2010). And, with an MMR in the range of 300, safe motherhood in 

Nepal clearly still has a long way to go. 

 This chapter’s anatomy lesson on maternal health services in rural Nepal reveals gaps in 

the health services delivery system and contextual obstacles that constrain EOC uptake and 

thereby stymie progress in safe motherhood. The anatomy of maternal health services delivery in 

rural Nepal shows that, while health facilities such as sub-health posts do exist at the village 

level, the availability of EOC is centralized, limiting access to life-saving obstetric care at the 

local level. A major pathology of the maternal health services delivery system is the shortage of 

trained health workers—particularly in rural areas—which further constrains EOC access at the 

village level. The allocation of funding for reproductive health in Nepal represents another 

weakness in the system; because most funds are devoted to family planning, the effectiveness of 

programs to support care at childbirth is compromised. These pathologies within the health care 

delivery system are exacerbated by country-level, contextual obstacles to EOC. For instance, 
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neoliberal economic reform has contributed to inequity in EOC availability, favoring urban 

areas. Political instability has also severely compromised EOC access and use in rural Nepal, as 

fighting and strikes have disrupted the delivery of services, weakened health infrastructure, 

displaced people from their homes, and driven health workers away from rural areas. 

 If Nepal is to continue making strides in safe motherhood, access to and use of EOC must 

be strengthened. Despite progress, the majority of Nepalese women still remain excluded from 

this care—representing a major pitfall in the push for safe motherhood. Given the significant gap 

in EOC uptake, it is critical to understand what specific factors are creating barriers to accessing 

and using EOC at the community level. With a foundational understanding of the Nepalese 

health care delivery system and context that affects care uptake, this investigation now turns to 

the stakeholders. Chapter three, the HEAR chapter, will make a community-based EOC 

diagnosis, learning from villagers themselves about the factors that influence EOC access and 

use in rural Nepal. 
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Chapter Three: HEAR 

 

CHAPTER OVERVIEW 

 The first step of the HCD framework is to HEAR. Thus, this chapter explores EOC 

barriers women in rural Nepal face based on the direct experiences and opinions of residents of 

Jharuwarasi, a rural village in the Lalitpur district of Nepal. This chapter’s community-based 

EOC diagnosis addresses the first part of the research question: what barriers do rural Nepalese 

women face in accessing and using EOC? Consistent with the human-centered methodological 

framework, this chapter uses local voices as data for diagnosis. Focus group interviews with both 

men and women in Jharuwarasi from both upper and lower castes shed light on factors affecting 

EOC access and use.  

Analysis of focus group interviews will illustrate that four main barriers obstruct EOC 

access and use in rural Nepal: lack of proximity to EOC facilities, perceived cost of EOC, doubts 

regarding quality of care, and social hierarchies. Data analysis will also show that other factors—

such as community understanding and acceptance of EOC—can act as facilitators for using 

EOC. Local perspectives further suggest that interacting dynamics such as the monsoon season 

and the male-dominated household decision-making structure are important factors that affect 

the EOC diagnosis. A comparative look at the community-based EOC diagnosis and a model 

from the doctors of global health policy conveys the specificity that the human-centered 

diagnosis adds to broad models of understanding, laying a context-specific foundation for 

intervention design.  

Main Findings 

 As described in the literature review on previous EOC diagnoses in Chapter One, both 

scholarship and the doctors of global health policy predict a wide variety of EOC barriers (Mills 
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et al. 2009). Past EOC diagnoses for Nepal have emphasized lack of proximity to health 

facilities, low socioeconomic status, and social norms such as a lack of female inclusion in 

household decision-making as important EOC barriers (Wagle, Sabroe, and Nielsen 2004). Focus 

group interviews confirm previously defined barriers—such as proximity and socioeconomic 

status—and add both specificity and complexity to the diagnosis. The community-based EOC 

diagnosis that follows incorporates not only perceived barriers to care but also facilitators and 

interacting dynamics that affect EOC uptake in Jharuwarasi.  

Four perceived EOC barriers emerged strongly from focus group discussion. First, lack of 

proximity to health facilities with EOC capability hinders EOC uptake by three main pathways: 

poor transportation infrastructure exacerbates the problem of long distances to EOC health 

facilities, traveling long distances is not seen as convenient and therefore deters health-seeking 

behavior, and long distances increase the transport-related costs of accessing EOC. The second 

major barrier that emerged from focus group discussion was the perceived high cost of EOC 

services. Third, the attitude that care provided at health facilities is not high quality served as 

another significant EOC barrier. Finally, community members highlighted social hierarchy 

within the health services delivery system as a fourth major EOC barrier. The lack of respect that 

care providers show to rural women of lower social class provides a strong disincentive for 

women to seek care at EOC facilities.  

Focus group discussion further enriched the EOC diagnosis by introducing EOC 

facilitators, or factors that promote EOC uptake. For example, the community voiced knowledge 

of the importance of EOC, acceptance of EOC as the best way to deliver, and willingness to use 

EOC. Incorporating EOC facilitators into the diagnosis lays a foundation of understanding 

important for designing an effective prognosis.  
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Focus group discussion also highlighted other dynamics, such as the husband’s role as the 

primary household decision-maker and seasonal changes in the weather, that act neither as 

barriers nor facilitators but rather as interacting factors that can affect EOC uptake in both 

positive and negative ways. The Jharuwarasi community identifies instances in which these 

dynamics can support EOC uptake, such as when husbands prioritize EOC uptake. 

Understanding how to harness interacting dynamics to promote EOC access and use strengthens 

the foundation for EOC prognosis design. 

Finally, a comparison of the community-based EOC diagnosis with a care uptake model 

designed by the World Bank highlights the complexity and comprehensiveness that local voices 

add. The community-based diagnosis clarifies the determinants of EOC uptake and specifies how 

various factors affect EOC access and use. By engaging in a thorough “patient history,” the EOC 

diagnosis that follows serves as a strong foundation upon which to design an EOC prognosis.  

Chapter Organization 

This Chapter seeks to use stakeholder experiences and attitudes to make a community-

based EOC diagnosis, and, in doing so, “practice good medicine” by taking an in-depth patient 

history to inform the EOC prognosis. This chapter is organized into three main sections. First, 

The community-based EOC diagnosis analyzes perceived EOC barriers, facilitators, and 

interacting dynamics in three separate sub-sections. This HEAR Chapter then considers the value 

of this diagnosis, comparing and contrasting the locally defined EOC diagnosis with that of the 

World Bank—a major global health policy doctor. Finally, the conclusion discusses the 

implications of the EOC diagnosis and lays a foundation for an EOC prognosis in the CREATE 

Chapter that follows.  
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EOC DIAGNOSIS 

 As discussed in the methodology section of Chapter One, focus group transcripts were 

analyzed using coding categories informed by the existing literature on EOC perceptions and 

use. In order to construct an EOC diagnosis that reflects widely held views and experiences of 

the Jharuwarasi community, only those themes that emerged repeatedly are included. Inclusion 

criteria for the EOC diagnosis is that each theme pertaining to perceived barriers, facilitators, and 

interacting dynamics appeared in each of the four focus group interviews and appeared at least 

twice per focus group discussion. If a specific theme within the EOC diagnosis garnered 

completed consensus, I note this. A perceived barrier, facilitator, or interacting factor is deemed 

to have complete consensus if it comes up in each focus group, sparks verbal consensus (many 

participants verbally agree or add their own stories to reinforce this point), and sparks non-verbal 

consensus (many participants nod their heads in agreement).45 

 
BARRIERS 

 Data analysis by thematic coding revealed four areas as the most important obstacles 

women in Jharuwarasi face in accessing and using EOC: proximity of EOC facilities, perceived 

cost of EOC, doubts regarding quality of care, and social hierarchy/relations between care 

providers and patients. 

 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

45 There is a risk that focus group discussion yielded “artificial consensus” due to peer pressure. Stratification of 

focus groups by sex and caste was designed to minimize this risk by making participants feel more comfortable with 

expressing their beliefs. Additionally, informal conservations with locals confirmed areas of consensus, so the 

phenomenon of “artificial consensus” is not likely in this case."
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“The hospital is not near to the community” 

 Lack of proximity to an EOC facility emerged as a major barrier to care in all four focus 

group discussions. In particular, three factors hinder women from accessing and using EOC due 

to distance from an EOC facility: poor roads, lack of convenience, and cost of transport.  

First, poor roads exacerbate the proximity problem, and both men and women noted that 

lack of transportation infrastructure made reaching a distant EOC facility in time very difficult. 

Most community members do not own their own vehicles, and the only way to reach the closest 

hospital is by microbus, which is often unreliable and unsafe due to speeding, poor vehicle 

maintenance, and overcrowding that prohibits the use of seatbelts. To compound the problem, 

reaching the microbus on the main road also proves problematic, as this is difficult for pregnant 

women due to rocky or muddy terrain. The community expressed the need to transport women 

via stretcher to the main road and then use vehicle transport to access an EOC facility. The 

overriding sentiment was that transportation infrastructure is inadequate: 

 
The road is poor, as you have seen. (June 13, 2009 men’s focus group) 

 

There is a lack of transportation facilities. (June 6, 2009 women’s focus group) 

 

…But it is not possible to reach the road, so a stretcher is used. (June 6, 2009 women’s focus 

group) 

 

We don't have vehicle service up in our area, so they carry the person and then send [her] by 

vehicle. (June 24, 2009 women’s focus group) 

 

 
 Interestingly, transportation was discussed only briefly in each focus group. Participants 

offered short, matter-of-fact statements about their transportation difficulties. While poor 

transport makes lack of proximity a real EOC barrier for the people of Jharuwarasi, this factor 

was seen as obvious and not warranting extra discussion. Many participants noted transport 

infrastructure as a barrier, but did not seem to feel the need to elaborate. Everyone knew that 
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poor roads obstructed EOC access just as everyone knew who was always first in line at the 

water tap; it is common knowledge in Jharuwarasi. 

A second factor that makes lack of proximity a major EOC barrier is convenience. 

Community members framed distance to a health facility as a major influence on EOC-seeking 

behavior. Women will seek the most convenient—or the closest—form of care first, whether or 

not such care is EOC. The theme of convenience as a prerequisite for using care emerged 

strongly:  

 

They will seek the services near the health post so that they will not need to go far from their 

residence. (June 13, 2009 men’s focus group) 

 

Women will seek local resources first. (June 6, 2009 women’s focus group) 

 

 
These statements suggest the community norm that EOC use is a function of 

convenience, and that the current lack of convenience in accessing EOC deters use. Importantly, 

residents of Jharuwarasi voiced a preference for local care rather than full EOC not because they 

believe local care to be better but because this care is close by. One participant summarized this 

attitude by explaining that home births are advantageous “because the local healer is easy to 

contact and nearby (June 27, 2009 men’s focus group).” This has important implications in terms 

of the care providers that women use. Local healers, or health workers that have not been 

formally trained, reside in rural areas and are often more convenient for women to use. Even 

though focus group participants agreed that skilled care at an EOC facility is better, they 

explained that women use traditional healers because of lack of proximity to EOC facilities: 

 

[The] hospital is not near to the community, so a traditional healer should be helpful. If the 

traditional healer is not helpful, then women will go to the hospital. (June 6, 2009 women’s focus 

group) 
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Because convenience in terms of proximity is a factor in care-seeking behavior, local 

healers are often first in line simply because hospitals are far away and difficult to access. The 

Jharuwarasi community is in complete consensus (as defined in the beginning of this section) 

that maternal health care at the hospital is better and more comprehensive than care at the local 

Subhealth Post or by traditional healers, yet many women do not use EOC facilities because lack 

of proximity makes using EOC less convenient.  

A third factor that makes lack of proximity a major EOC barrier is cost of transport. Long 

distances to an EOC facility makes reaching the health facility a costly endeavor and discourages 

community members from seeking care. Focus group participants expressed complete consensus 

that—because reaching the hospital is costly—women would be more likely to access EOC if 

these health services were offered closer to their village.  

 

It will cost [families] when visiting the hospital. If [EOC] is available nearby their residence, it 

will not cost as much and it will be easy for them. (June 6, 2009 women’s focus group) 

 

We need money for any means of transportation. (June 24, 2009 women’s focus group) 
 

Excerpt from June 6, 2009 women’s focus group: 

Facilitator: Would families be more likely to seek maternal health services if services were offered 

nearby, such as in the village health post? 

Woman 1: Yes, definitely. They will seek the services that are low cost. 

Woman 2: Money will not always be in families’ hands, so it’s better [for EOC] to be near their 

residence.  

 

The overriding attitude that EOC cost is a function of distance suggests that the costs 

incurred due to lack of proximity are a significant obstacle to EOC utilization.46 Thus, poor 

transportation infrastructure, inconvenience, and the cost of transport make lack of proximity to 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

46 Under Nepal’s CCT scheme, The Safe Delivery Incentive Program, residents of Jharuwarasi should receive cash 

transfers to cover the cost of transport to EOC facilities. However, community members expressed no awareness of 

this program and it is unclear if the government is following through on its promise. Policy commitment and 

programs to break down EOC barriers have failed to actually translate into care uptake in this case. This issue is 

discussed in the next section, cost of EOC. 
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EOC facilities a major barrier to care. In addition to distance, the perceived cost of EOC services 

serves as another significant EOC barrier. 

“They are afraid that the services will cost too much” 

A perceived inability to pay for services functions as a strong barrier to EOC access and 

use in Jharuwarasi. The cost of EOC services is seen as prohibitively expensive because it drains 

income away from other immediate consumption needs. One participant’s experience reflects the 

position of many community members: 

 
When giving birth, I had pain for seven days in the home, but due to lack of money, I stayed at 

home…I don’t have any money to go to the hospital. If I give birth to my child in the home, then 

the money I don’t spend in the hospital can be used for food. (June 24, 2009 women’s focus 

group) 

 

 
 Indeed, women in both female focus groups noted with complete consensus that they 

would select giving birth at a hospital with EOC capabilities rather than giving birth at home or a 

low-capability facility if the cost were the same. This frames obstacles to modern EOC access as 

primarily an issue of cost rather than understanding of the benefits of EOC. One woman 

summarized the attitude of most female participants: 

 
If the cost is the same, why should I give birth at home? We use the traditional method because it 

is low-cost. (June 24, 2009 women’s focus group) 

 

 
 Importantly, perceived cost of EOC acts as a barrier to care even if a woman herself 

wants to use EOC because the male head of the household may prevent her from using family 

funds for delivery costs. As a male focus group participant noted, “the expense can cause family 

members to discourage the woman from seeking maternal health services at a hospital.” 

 It is also important to distinguish between true cost and perceived cost. In Jharuwarasi, 

perceived cost seems to be a more significant barrier to EOC use than actual cost. Both male and 
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female focus group participants perceived EOC cost to be higher than it actually is. The belief 

among female participants was that birth at Patan Hospital, the closest public EOC-capable 

facility, costs NPR 15,000 to 30,000 (between about USD 200 and 400) while male participants 

had an even higher estimate of NPR 40,000 to 50,000 (about USD 550 to 700). These high 

perceived costs prevent families from accessing EOC because they assume care is prohibitively 

expensive: 

 
If the family status is low, they are afraid that the services will [cost] too much. (June 6, 2009 

women’s focus group) 

  
 

However, perceptions of EOC cost differ from actual EOC costs. When I asked Patan 

Hospital staff and administrators in informal interviews, staff reported that delivery costs were 

actually free. Free delivery care would be consistent with the abolition of user fees for maternal 

health services adopted in Nepal public health facilities in 2008. Furthermore, Nepal’s CCT 

program, The Safe Delivery Incentive Program, removed eligibility requirements in 2007 

(Powell-Jackson et al. 2009). Thus, theoretically, all residents of Jharuwarasi should receive free 

delivery care and receive a cash transfer for transportation and other costs associated with 

accessing EOC. In practice, however, it is hard to gauge whether or not this is actually 

happening, and community members expressed absolutely no awareness of government 

programs to ease the financial burden of using EOC.47 A lack of community awareness of 

government programs to break down barriers to care perpetuates reluctance to use care due to 

perceived high transport and service costs, suggesting that there is a major gap between policy 

commitments to safe motherhood and EOC uptake in rural communities.  

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

47 Evidence throughout the developing world shows that informal payments to staff in order to obtain treatment are 

widespread. While this phenomenon did not emerge in focus group discussion, it is possible that the theoretically 

free maternal health care in Nepal could be compromised by health workers’ collection of informal payments (Ensor 

and Ronoh 2005). 
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Misperceptions of the cost of EOC, as well as the failure of government programs to 

reach out to rural communities who may not be aware of their entitlements, act as barriers for 

women in accessing and using EOC. Compounded with issues of cost, community perceptions of 

low quality of care hinder EOC uptake.  

“The doctor must be good” 

  Perceptions of low quality of care emerged as another major EOC barrier among focus 

group participants. Women noted that poor quality of care deterred them from using maternal 

health services overall, and male focus group participants were in complete consensus that 

families would be more likely to seek EOC in a timely manner if the quality of care were better. 

The consensus that “the doctor must be good” highlights the fact that quality of EOC is not only 

essential for effective maternal mortality reduction; it is also an important factor affecting care-

seeking behavior. One woman’s statement captured the community’s sentiment: 

 
If care were better, we would surely visit [the health facility]. (June 6, 2009 women’s focus group) 

 
 

Community members of Jharuwarasi do not perceive quality of EOC to be good and 

therefore do not go out of their way to access it. The consensus that care is of low quality at 

health facilities perpetuates lack of EOC utilization. While focus group participants did not 

elaborate on why they believe EOC quality to be low, dissatisfaction with care may be related to 

poor relationships between EOC care providers and community members. Indeed, as the next 

section illustrates, social hierarchies and disrespect shown in EOC facilities emerged as a strong 

impediment to EOC access and use. 
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“If all the fingers on the hand were equal…” 
“Women’s health is inextricably linked to their status in society. It 

benefits from equality, and suffers from discrimination.”  

(The World Health Report 1998, WHO, page 6) 

 

 According to focus group interviews, women in Jharuwarasi feel that the amount of 

respect and care they are given in hospitals is a function of their socioeconomic status. These 

feelings breed distrust of doctors at hospitals and discourage use of EOC facilities for delivery. 

Focus group participants spoke passionately about this issue, discussing their disappointment that 

rural women of lower socioeconomic status were subordinated to upper class women in the 

hospital setting: 

 
The doctor will also behave according to the patient’s status. If they are a high-class family, the 
doctor will give them good attention, otherwise not. (June 6, 2009 women’s focus group) 

 

For rich people, the service is better. The doctor leaves us to serve them, even if we are dying. 

(June 24, 2009 women’s focus group) 

 
 
 Community members voiced complete consensus that the care and respect women 

receive is a product of their class. Even those who had not used a hospital for EOC told stories of 

friends and neighbors to support this phenomenon of social hierarchy. Thus, both those who had 

used EOC and those who had not framed the disrespect poor, rural women receive at hospitals as 

a major factor behind the choice not to use EOC. 

Although not explicitly stated, these feelings of differential treatment based on 

socioeconomic status and social class seem to be rooted in societal norms. The class-based 

nature of Nepalese society reinforces differential treatment based on class; in particular, people 

are afforded different amounts of respect based on caste (Cameron 1998, 3).48 This social 

dynamic was evident even in the make-up of focus group discussions. Women of the higher 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

48 For a discussion on the class-based nature of Nepalese society, see Cameron’s On the Edge of the Auspicious: 

Gender and Caste in Nepal. Cameron explains the motivation behind acts of caste-based discrimination, noting that 

hierarchy is “an everyday activity motivated by a strong concern to keep unlike things separate (Cameron 1998, 3).” 
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Chhetri caste did not want to participate in the same focus groups as women of the lower Dalit 

caste, and some higher caste groups still do not allow lower caste groups in their homes, as lower 

castes are viewed as unclean (Cameron 1998, 4). Indeed, while both Chhetri and Dalit focus 

group participants expressed lack of respect as a barrier to care, members of the Dalit caste spent 

much more time discussing differential treatment as a problem. 

Importantly, focus group participants expressed disappointment that socioeconomic 

status plays a pivotal role in the way care providers treat women. While all participants found 

class-based medical treatment to be wrong, community members from the lower Dalit caste 

voiced deep opposition. A metaphor given by a woman of the Dalit caste summarizes the 

discontent community members felt: 

 

If all the fingers on the hand were equal, then the country would already have developed. (June 24, 

2009 women’s focus group) 

 
 

 Social hierarchy represents a larger development issue—and an issue critical to EOC 

access and use. Among both men and women, both upper and lower caste, hospitals are viewed 

as places of injustice. Poor treatment from care providers may contribute to the Jharuwarasi 

community’s perceptions of low quality of care, creating a negative synergy with respect to EOC 

access and use. The lack of respect that rural women receive at hospitals stands out as a major 

EOC barrier.  

 Thematic analysis of focus group interview transcripts suggests important EOC barriers. 

A lack of proximity to EOC facilities decreases accessibility and convenience, deterring EOC 

use. Perceived high cost of care discourages use of EOC because families feel they are faced 

with a high opportunity cost of paying for care, such as the inability to pay for other essential 

needs like food. Misperceptions and the failure of social policy to reach rural communities 
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exacerbate perceived inaccessibility and high cost of EOC. Perceptions of low quality of care act 

as another EOC barrier, as community members do not feel the need to go out of their way to 

receive sub-par care. Finally, differential treatment at EOC facilities based on social class 

promotes distrust of doctors and hospitals. These factors converge to illuminate a community-

based EOC diagnosis. 

 Local perspectives further add specificity to the EOC diagnosis by suggesting 

facilitators, or factors that promote EOC access and use, in addition to barriers. As the literature 

review in Chapter One illustrates, facilitators are often left out of the discussion of care 

accessibility. The following section addresses this gap and investigates EOC facilitators to give a 

more complete picture of the factors influencing EOC access and use in rural Nepal. 

 
FACILITATORS  

 Focus group discussion revealed that both men and women have knowledge of the 

importance of seeking maternal health services from trained health professionals. Understanding 

of the importance of EOC for the health of mother and baby is a strong EOC facilitator. The 

following statement echoes the widespread understanding among community members that 

failure to use EOC poses health risks:  

 

It is a risk to give birth in the home. (June 24, 2009 women’s focus group). 

 
 
 Although community members did not express comprehensive or detailed knowledge of 

the risks of not using EOC, this statement illustrates the local attitude that accessing skilled care 

is important during delivery. This is a critical supporting factor for EOC access and use. 

Similarly, the widespread community attitude of acceptance and willingness to use EOC 

functions as an important EOC facilitator. Women expressed complete consensus that giving 
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birth at a birthing center with a skilled health professional would be safer than giving birth at 

home, and that they would do so if not for barriers such as cost. Chhetri women in particular 

expressed a strong preference for delivery at a hospital, nodding their heads and voicing 

affirmative statements that reflected the widespread willingness to use EOC. Male and female 

focus group participants also agreed that the entire community now accepts EOC as the gold 

standard for delivery care. The following statement reflects the sentiment that community 

acceptance of EOC has spread as far as elders: 

 
Nowadays, mother-in-laws have changed like the environment has changed. (June 6, 2009 

women’s focus group) 

 
 
 Not only does the community accept EOC as a best practice, but it is also willing to use 

EOC. In particular, male heads of household overwhelmingly expressed a willingness to 

prioritize EOC over other costs. In a hypothetical, sacrificial question in which men were asked 

to choose between paying for EOC and farming equipment, men chose health services: 

 
Obviously, the head of the household must prioritize maternal health services. (June 27, 2009 

men’s focus group) 

 
 
 Themes of understanding, acceptance, and willingness to use and prioritize EOC convey 

a community attitude conducive to EOC access and use. Both knowledge of the importance of 

EOC and acceptance of EOC as the best standard for delivery care encourage women (and 

prompt men to support them) to use EOC. 

These facilitators offer a more complete EOC diagnosis that illustrates not only where the 

barriers exist but also where opportunities lie. In the next section, a discussion of interacting 

dynamics that affect EOC utilization paint an even more complete picture of the EOC diagnosis. 
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INTERACTING DYNAMICS 

 Two themes, husbands as the primary household decision-makers and seasonal variation 

in weather, emerged in data analysis as factors that affect EOC access and use in important ways, 

but that are neither barriers nor facilitators.  

Husbands As Decision-Makers: “He can keep her alive or leave her to die” 

 The male-dominated nature of Nepalese society means that males often hold primary 

household decision-making power and control household spending (Rous and Hotchkiss 2003).49 

As a result, husbands have much of the control over the decision to use EOC. One focus group 

participant summed up this dynamic: 

 
[The cost of the birth and the decision of where the birth happens] is in the hands of the 

husband…that means he can keep her alive or leave her to die. (June 24, women’s focus group) 

 
 
 The major implication of this dynamic is that, should a husband not understand or 

prioritize EOC, it would be difficult for his wife to access EOC. As described in the literature 

review in Chapter One, Furuta and Salway’s 2006 study found that women’s position within the 

household affects use of skilled delivery care and that women who are not involved in 

discussions surrounding family planning are not as likely to access EOC (Furuta and Salway 

2006). Thus, it is possible that the male-dominated decision-making norm in Jharuwarasi could 

restrict access to EOC. 

 However, focus group transcript analysis suggests that husbands as decision-makers can 

play a more supportive role in EOC access. Not only did male focus group participants express 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

49 See Chapter One of From Patriarchy to Empowerment, edited by Valentine M. Moghadam. Through the lens of 

depression, Dana Crowley Jack and Mark Van Ommeren explore the patriarchal nature of Nepalese society, 

highlighting unequal legal status, a lack of economic independence, early marriage, and lack of education as factors 

that support male domination (Moghadam 2007, 251). Patriarchy places access to resources in the hands of men, and 

the community-based EOC diagnosis confirms that access to EOC is no different. 
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the willingness to prioritize costs associated with EOC over other household costs, but men also 

overwhelmingly framed securing good maternal health services for their wives as a duty. One 

male participant captured this attitude: 

 
The family members should first find out which health center offers good service for women…this 

is the family’s duty. (June 27, 2009 men’s focus group) 

 

 
 The local perspective that finding good delivery care for women at a health center is a 

duty creates a strong imperative for men to play a supportive role in EOC access and use. This 

community attitude challenges Furuta and Salway’s conclusion—illustrating that, while male-

dominated decision-making is by no means ideal, it is a community dynamic that need not hinder 

EOC access. The implication of the fact that husbands’ role as primary decision-makers affects 

EOC uptake is that this interacting dynamic can be harnessed to support rather than obstruct 

EOC use. When husbands are aware of the importance of EOC and willing to support their wives 

in accessing it, they can promote EOC use and help prevent maternal death. Just as husbands’ 

role as decision-makers functions as an interacting dynamic to affect EOC access and use, 

seasonal variation in weather can both support and obstruct EOC uptake.  

Seasonal Variation in Weather: “If it rains, the vehicle stops…” 

In Nepal, the monsoon season is a gift and a curse. While the monsoon rages, roads 

become muddy and transport becomes even more difficult. At the same time, the monsoon is 

essential for good crop yields—the main form of subsistence and income for the rural Nepalese 

(Thapa, Otsuka, and Barker 1992, 254-256). Likewise, seasonal variation in weather can both 

hinder and support EOC access and use. 

According to the Jharuwarasi community, the primary way in which seasonal variation 

affects EOC uptake is through transportation barriers due to monsoon rains. The monsoon 
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exacerbates the proximity EOC barrier as muddy roads make long distances even less 

manageable. For instance, muddy roads make getting a stretcher to the main road difficult and 

render transport by vehicle even less reliable. A local woman articulated the general attitude of 

all focus group participants, illustrating the way in which the monsoon can prevent women from 

accessing EOC: 

 
We always have problems in transportation during the monsoon. If it rains, the vehicle stops, and 

it becomes hard to go by foot. (June 24, 2009 women’s focus group) 

 
 
As local experiences convey, the monsoon season can certainly impede EOC access. 

However, seasonal variation in weather need not solely act as an EOC barrier. Shifts from rainy 

season to dry season can offer opportunities to support EOC access. For instance, because the 

monsoon makes some roads too muddy to use, the people of Jharuwarasi have identified and 

cleared alternative routes. The result is that, instead of one pathway to the main road, there are 

many. In this way, the monsoon need not prevent women from accessing EOC in the rainy 

season and can even facilitate easier access in the dry season by offering multiple routes to EOC 

facilities. While focus group participants framed the monsoon as a challenge, the rainy season is 

not viewed as an absolute EOC barrier: 

 
The monsoon will affect transportation, but we can use a different route if the road is muddy. 

(June 27, 2009 men’s focus group). 
 

  
 Furthermore, although not directly stated, the Jharuwarasi community depends on the 

monsoon season for income. Without seasonal shifts in weather, many families would not have 

the livelihood to overcome cost-related EOC barriers. When seasonal variation positively 

impacts transportation infrastructure and supports the livelihood of the community, even the 

monsoon can positively impact EOC uptake. 



(#"

The role of husbands as the primary decision-makers can negatively affect EOC access if 

husbands fail to recognize and act on their wives’ need for EOC; alternatively, husbands can 

support EOC access if they prioritize obstetric care uptake. Similarly, the monsoon can thwart 

EOC access when it impedes transport and facilitate EOC access when it supports alternate 

strategies of EOC access and brings prosperity.  

So far, this chapter has made a community-based EOC diagnosis consisting of barriers, 

facilitators, and interacting dynamics. I now situate this human-centered model within the model 

of global health policy doctors, highlighting the areas in which local voices add complexity and 

specificity to the global model. 

 
LOCAL VOICES VS. GLOBAL VOICES 

 Overall, the community-based EOC diagnosis agrees with the general EOC barriers 

accepted by the doctors of global health policy. Local voices, however, complicate the EOC 

uptake model and add understanding that is important for designing an appropriate, community-

owned, and effective EOC prognosis. This section uses a 2009 World Bank report on 

reproductive health service access and use in South Asia as an example of the position of global 

health policy doctors in order to compare local voices and global voices on the topic of EOC 

access and use in Nepal. The World Bank report echoes the dominant position of big 

international players, such as the UN and WHO, and focuses in on Nepal and on rural 

populations, making it a relevant global voice to investigate (United Nations 2010; WHO 2006).  

A visual comparison of the EOC diagnoses derived from global policy doctors and local 

voices illustrates the basic agreement between the two models and highlights the understanding 

gained from a community-based approach. Figure 3.1 on the following page is a model taken 

from the World Bank report; the model categorizes and outlines factors affecting use of 
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reproductive health services including EOC. The different circles represent different categories 

that affect care uptake: need, perceived need, permission, ability, and availability. Where these 

categories overlap, care is utilized (denoted by the dark circle where circles overlap). The ideal 

figure would be one in which all circles in the diagram are congruent—in which perceived need, 

permission, ability, and availability of services matches need. Figure 3.2 on the next page uses 

the same basic model to depict the community-based EOC diagnosis, illustrating added 

specificity to the global policy doctors’ diagnosis in three primary ways.50  

 

 
Figure 3.1: World Bank model of factors determining uptake of reproductive health 

services 
From: Sparing Lives, 2009 World Bank Report 

 

 

 

 

 

 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

50 These diagrams are intended to illustrate the basic differences and similarities between the community-based 

diagnosis and the global policy doctor diagnosis. Focus group discussion does not provide enough information to 

measure the relative impact of each factor influencing EOC uptake. Thus, the circumference of the concentric circles 

are not exact representations of the magnitude of EOC barriers but rather serve as a general visual to depict the EOC 

diagnoses of both the Jharuwarasi community and the World Bank. 
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Figure 3.2: Community-based model of factors determining uptake of EOC in 

Jharuwarasi, Nepal 
 

 

First, the community-based EOC diagnosis differentiates elements of perceived need and 

shows how different facets of perceived need affect EOC uptake. While the World Bank model 

recognizes no elements of perceived need that actually increase uptake of EOC, the community-

based diagnosis recognizes that understanding of the importance of EOC increases perceived 

need and serves as an EOC facilitator. Thus, Figure 3.2 shows this element of perceived need 

separately, depicting the circle that represents knowledge of the importance of EOC as the outer-

most circle—driving perceived need closer to actual need. The community-based EOC diagnosis 

further clarifies perceived need by differentiating factors that affect community demand for EOC 

services: perceived low quality of care, perceived lack of convenience of using care based on 

distance to health facilities, and social hierarchies within health service provision contribute to 

lower community demand and reduce perceived need. Figure 3.2 depicts these different elements 

as circles with smaller circumferences because they serve as barriers to increasing EOC uptake 

and meeting EOC need.  
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Second, the community-based EOC diagnosis incorporates interacting dynamics, which 

clarifies the World Bank model’s notion of permission. The World Bank report notes that 

permission encompasses the “socio-cultural factors” that constrain care access and use, 

indentifying household decision-making structures as a facet of permission that obstructs use 

(Chatterjee et al. 2009, 53). The community-based EOC diagnosis recognizes that male-

dominated household decision-making, while not ideal, need not constrain EOC use. The 

recognition that this “socio-cultural factor” is an interacting dynamic rather than a strict EOC 

barrier adds complexity to the EOC diagnosis and is illustrated in Figure 3.2 by the wide band, 

rather than narrow line, of the permission circle. 

Finally, while the global policy doctor EOC diagnosis and the community-based 

diagnosis basically agree on issues of ability and availability, local perspectives add detail to the 

ability factor in terms of EOC access. The World Bank report defines ability as the economic 

factors that influence care uptake. The community-based EOC diagnosis confirms this definition, 

as reflected in the circle that depicts EOC cost in Figure 3.2. However, local perspectives convey 

that not only cost—but also misperceptions of cost and the policy implementation failure that 

drives misperceptions—impact ability. Additionally, transport issues, such as travel cost and the 

effects of the monsoon, also influence ability. As illustrated in Figure 3.2, ability extends beyond 

economic factors to encompass community misperceptions and transport infrastructure. 

Consistent with the World Bank model, the community-based EOC diagnosis identifies lack of 

proximity of EOC facilities as an availability-related barrier.  

While the community-based EOC diagnosis adds specificity to the World Bank model 

and lays an informed foundation for community-owned intervention design, global policy 

doctors offer a bird’s-eye-view on the EOC diagnosis that local perspectives may miss. For 
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instance, the World Bank report examines the availability of care more deeply, giving a detailed 

account of health system constraints. The World Bank uses a large-scale investigation to 

determine that low technical competence among care providers, staff shortages, and inadequate 

equipment and medicines at health centers weaken care provision and thereby threaten EOC 

access and use (Chatterjee et al. 2009, 4). Furthermore, the World Bank notes that a “lack of 

supportive supervision and monitoring” contributes to diminished quality care availability 

(Chatterjee et al. 2009, 52). While community members did not identify resource shortages or 

inadequate monitoring and evaluation as barriers, the global perspective suggests that these 

systems-level issues impact EOC access and use as well. The doctors of global health policy 

thereby contribute a systems-level understanding of care availability constraints. 

Overall, local voices add deeper understanding to the World Bank’s categories affecting 

care uptake, particularly the categories of perceived need, permission, and ability. Community 

experiences and attitudes describe how different elements of perceived need affect EOC use, 

illustrating that elements such as understanding of obstetric risk can act as EOC facilitators rather 

than barriers. In terms of permission, community discussion of interacting dynamics shows that 

male-dominated household decision-making can mediate rather than restrict EOC uptake. 

Finally, local voices expand the World Bank’s notion of ability to extend beyond economic 

situation and include misperceptions of cost of care and transportation issues. 

With a community-based EOC diagnosis that adds nuance and specificity to the model 

used by global policy doctors, as well as an understanding of the systems-level contributions of 

the global policy doctor model, I now draw conclusions and examine the implications of this 

diagnosis for EOC prognosis design.  
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CONCLUSION 

 The Jharuwarasi community’s perspectives, experiences, and attitudes show that EOC 

access and use depend on barriers, facilitators, and interacting dynamics. The community-based 

EOC diagnosis adds deeper understanding to the care uptake model of global policy doctors, 

providing a foundation for a context-specific, community-owned EOC prognosis. 

In terms of EOC barriers, the community identified lack of proximity of EOC facilities, 

cost of care, low quality of care, and social hierarchy within the health services delivery system 

as major obstacles to EOC uptake. Lack of proximity of EOC facilities obstructs EOC access and 

use by three primary pathways: a lack of transport infrastructure makes traveling long distances 

difficult, locals do not want to endure the inconvenience of traveling for care, and travel costs are 

significant when EOC facilities are far away. Perceived high cost of EOC serves as another EOC 

barrier. However, community misperceptions of the true cost of EOC suggests that cost itself 

may not be the actual barrier but rather that poor policy implementation fails to empower rural 

communities with the knowledge that government programs provide free delivery care, impeding 

EOC use due to cost misperceptions. In addition, local opinions of poor quality of care reduce 

community demand for EOC and hinder uptake. Finally, the experiences of community members 

show that social hierarchies are at play in EOC health services delivery. Rural women feel that 

the respect and attention health professionals give them is a function of their socioeconomic 

status and social class; the disrespect and neglect rural women feel provides a disincentive for 

them to seek EOC and serves as an EOC barrier. 

Facilitators further clarify the EOC diagnosis, adding complexity that distinguishes the 

Jharuwarasi EOC diagnosis from the global policy doctor diagnosis. The fact that the 

Jharuwarasi community understands the importance of EOC, accepts EOC, and expressed 
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willingness to use EOC is an EOC facilitator; these attitudes support EOC uptake. The category 

of facilitators within the community-based EOC diagnosis is an example of the way in which 

local voices add specificity to the model used by global policy doctors. For instance, in the 

World Bank’s categorical determinants of care uptake, perceived need is framed as an EOC 

barrier. However, the community-based EOC diagnosis conveys that locals do have some 

knowledge of the importance of EOC, suggesting that the “perceived need” barrier is too broad 

and that some elements of perceived need can actually support care uptake.  

A final element of the community-based EOC diagnosis, interacting dynamics, adds 

further complexity to the diagnosis and illustrates how certain factors can be harnessed to 

support EOC uptake, an area of understanding not broached by the global model. For example, 

while the World Bank model frames the male-dominated role in household decision-making as a 

barrier of permission, focus group discussion among residents of Jharuwarasi suggests that the 

dynamic of males as decision-makers need not obstruct EOC uptake. In fact, community 

attitudes suggest that, when males view securing EOC for their wives as a family duty and a 

priority, male-dominated household decision-making can be harnessed to support EOC uptake. 

The community-based EOC diagnoses adds nuance to the broad models of global health 

policy doctors, providing a better understanding of barriers, facilitators, and interacting dynamics 

that impact EOC access and use in rural Nepal. While the community-based investigation lays a 

specific foundation of understanding for EOC prognosis design, the analysis of global doctors 

adds important systems-level considerations to the EOC diagnosis. With its bird’s-eye-view 

approach, the World Bank’s global model adds that constraints on quality service availability, 

such as staffing shortages and insufficient evaluation and monitoring protocols, also obstruct 

EOC uptake.  
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Overall, the findings of the community-based EOC diagnosis suggest that lack of access 

to EOC is not primarily a problem of lack of understanding or willingness to receive care but 

rather a problem of proximity, perceived cost, quality, and distrust of a hospital system that fails 

to show all women respect. Importantly, these barriers reflect a lack of policy attention to 

localized needs and realities. For instance, the gap between national policies to break down 

financial barriers to EOC uptake and local perceptions of the financial constraints to care uptake 

suggests that policy commitments are not translating into EOC uptake on the ground because 

policy is failing to reach out to rural communities. Similarly, the barriers of lack of trust in 

quality of care and care providers reflect a lack of policy attention to the need to involve the 

community and cultivate a sense of community trust in the health care delivery system. 

Persistent EOC barriers suggest that policy solutions thus far have failed to reach out to rural 

communities and address local realities that constrain care uptake, illustrating the need for a 

community-based EOC prognosis rooted in local context and understanding of community needs 

and attitudes. Given this need, the CREATE chapter now turns to prognosis design. The 

CREATE chapter will translate community-based insights into recommended strategies to 

increase EOC access and use, identifying opportunity areas based on local perspectives in 

Jharuwarasi and making an EOC prognosis supported by both secondary evaluation reports and 

local realities.  
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Chapter Four: CREATE 

  

CHAPTER OVERVIEW 

This chapter engages in the second step of the HCD framework: CREATE. Based on 

opportunity areas drawn from villager experiences and community attitudes in Jharuwarasi, this 

chapter designs an EOC prognosis to increase EOC access and use in rural Nepal and thereby 

addresses the second part of the research question: what can be done to increase accessibility and 

utilization of EOC among women in rural Nepal? Consistent with the human-centered 

methodological framework, this chapter uses local voices as data. Focus group interviews with 

the Jharuwarasi community elucidate opportunity areas that can promote increased access to and 

use of EOC. Secondary evaluations and reviews support recommendations rooted in community 

experiences and attitudes. 

Introduction  

 On June 28, 2009 Nepalese Health Minister Umakanta Chaudhary announced the 

government’s support of “an overhaul of the current health structure to make health services 

effective, pro-people and increase people’s access to health services (Kathmandu Post 2009).” 

The EOC diagnosis in the HEAR Chapter illustrates that intervention to promote care 

uptake is certainly needed. The HEAR chapter suggests four primary EOC barriers that 

perpetuate health services delivery failure. First, distance to health facilities compromises use of 

EOC. Not only do poor roads and the cost of transport make accessing care difficult, but the 

community desire for convenience also plays a significant role. Women value the ability to 

access care near their homes and within their communities, and thus may opt not to travel long 

distances to use EOC. Second, perceived high cost of care obstructs EOC uptake because a lack 

of community awareness of government programs to offset the financial burden of accessing 
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care causes villagers to view EOC as much more expensive than it actually is. Third, doubts 

about quality of care and care providers hinder EOC uptake. Finally, the lack of respect women 

receive at hospitals based on socioeconomic status decreases demand for EOC delivered by 

doctors at hospitals. Despite these barriers, acceptance of the importance of EOC for maternal 

and child safety is a promising attitude held throughout the community. The question that must 

be answered in order to achieve Umakanta Chaudhary’s vision of a pro-people health care 

delivery system is, how can barriers to care and community dynamics best be addressed to 

support an increase in access to and use of services? 

 This CREATE Chapter seeks to answer that question with respect to EOC. As illustrated 

in the maternal health services delivery anatomy lesson in Chapter Two, past efforts have made 

strides, but rates of care uptake remain extremely low; in 2006, skilled birth attendance was only 

20 percent and less than one in five deliveries took place at an institution (Pant et al. 2008, 10). 

This chapter will engage in a human-centered investigation to leverage realities on the ground 

and support EOC access and use among rural Nepalese women. 

Main Findings 

 Past EOC prognoses in Nepal show that removing formal EOC barriers is not sufficient 

for increasing EOC uptake and suggest that community involvement can support EOC access 

and use by addressing local realities that mediate EOC barriers and affect uptake. Focus group 

discussion confirms the importance of a community-based approach, suggesting three 

opportunity areas for bolstering EOC uptake in rural Nepal. First, the community ownership felt 

over the village health post51 and the widespread desire for it to play a larger role in delivering 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

51 Technically, the village health post would be classified as a Sub-Health Post as described in Chapter Two. 

However, villagers often simply refer to it as “the health post,” and I have adopted this language for the discussion 

of the EOC prognosis. 
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EOC makes the scale-up of EOC capabilities at the village health post a promising component of 

a community-owned EOC prognosis. Second, ensuring trust and mutual respect between SBAs 

and the community has the potential to promote EOC use. Finally, given the potential of 

community involvement in promoting EOC uptake, the widespread acceptance and enjoyment of 

women’s groups offers an existing social structure by which to facilitate community involvement 

and promote an effective EOC prognosis.  

 Based on these insights, the community-based EOC prognosis makes three primary 

recommendations. First, attach a birthing center to the village health post with basic EOC 

capability. This would capitalize on feelings of community ownership of the health post and 

address the EOC barrier of lack of proximity to EOC facilities. Second, incorporate community 

input in determining which health workers to train as SBAs in order to support a trusted cadre of 

SBAs that represent the community. Community involvement in health workforce strengthening 

would both capitalize on the desire to seek EOC from local, trusted health workers and break 

down barriers to care that stem from doubts about quality of care and social hierarchies between 

providers and patients of differing socioeconomic status. The last component of the community-

based EOC prognosis is to use women’s groups as a vehicle by which to implement a 

participatory monitoring and evaluation (PM&E) program. Women’s group-based PM&E is a 

feasible strategy that holds potential for breaking down the EOC barriers of doubts regarding 

quality of care and misperceptions of the cost of EOC.  

 Secondary evaluation and promising practices from the past, notably in Sri Lanka’s 

successful safe motherhood campaign, suggest that the components of the community-based 

EOC prognosis have the potential to increase EOC uptake, especially among underserved and 

rural populations who often do not reap the benefits of nationally based interventions. By 
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responding to local realities and integrating community ownership, trust, and participation into 

the delivery of obstetric care, these recommendations hold the potential to bolster EOC access 

and use in rural Nepal.  

Chapter Organization 

 This chapter seeks to use stakeholder experiences and attitudes to design more effective 

approaches to increasing EOC access and use in rural Nepal. The community-based EOC 

prognosis thereby follows this thesis’s framework of “practicing good medicine.” With an 

understanding of basic anatomy (Chapter Two) and a good patient history (Chapter Three), 

prognosis design involves the patient to maximize the effectiveness of care delivery.  

 The EOC prognosis that follows is divided into three main sections. First, a return to past 

EOC prognoses from the literature review elucidates important lessons and promising strategies 

for expanding EOC access and use. Second, analysis of focus group discussion suggests 

opportunity areas for intervention. The final section proposes a community-based EOC prognosis 

grounded in stakeholder perspectives and supported by secondary evaluation reports and 

reviews. The conclusion section then describes the ways in which the EOC prognosis directly 

addresses the EOC diagnosis to facilitate EOC uptake and introduces the final stage of the HCD 

thesis project: DELIVER. 

 
EOC PROGNOSIS 

  
CLUES FROM PAST PROGNOSES 

 Past attempts to increase EOC uptake in Nepal provide insights into both flawed and 

promising elements of EOC prognosis design. This section returns to the literature review in 

Chapter One, using the health systems context investigated in Chapter Two and the community 

realities illustrated in the HEAR Chapter to suggest problematic components of EOC delivery 
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strategies as well as promising elements of success. Clues from the past lay a foundation for this 

chapter’s community-based EOC prognosis. 

 The global doctors of health policy have developed EOC prognoses within a binary 

framework, targeting areas of demand and supply. This market-based approach to increasing 

EOC uptake has often successfully addressed formal EOC barriers. However, a focus on the 

EOC market has also often failed to involve communities and has thereby overlooked local 

realities that mediate EOC uptake. The limited effectiveness of past EOC prognoses in Nepal 

suggests that big policy solutions are not sufficient to translate EOC need into EOC access and 

use. Indeed, a DFID review of the “progress and process” of efforts to increase EOC access in 

Nepal identifies a lack of stakeholder participation as a significant gap in EOC prognosis design 

and argues that any future strategies to promote EOC uptake should increase community input 

and participation (Thomas et al. 2004, 114,166). In the following evaluation of past efforts, 

community involvement and participation in EOC prognoses emerges as a critical element of 

success in EOC intervention design.  

 Past attempts at EOC demand creation in Nepal suggest that, while large government 

programs face implementation bottlenecks and fail to reach rural communities, local networks 

and community groups can play an important role in boosting community understanding and 

ownership of health programs—and thereby increase care uptake. The effectiveness of Nepal’s 

major demand-creation schemes, the removal of user fees in 2008 and conditional cash transfer 

for skilled delivery (the SDIP) implemented in 2005, has been severely compromised by weak 

health infrastructure and inadequate funding allocations (see Chapter Two for a discussion of 

Nepal’s maternal health care delivery system). For instance, the execution of SDIP has faltered 

under resource constraints, with funds earmarked for the program reaching health facilities 
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months late and many women receiving incentives late or failing to receive incentives at all 

(Powell-Jackson et al. 2009). Focus group discussion confirms large-scale program 

implementation inadequacy, as the entire Jharuwarasi community was not even aware that the 

incentive program existed. This failure to reach rural communities is confirmed by larger studies. 

For instance, a 2009 USAID study found that only 68 percent of rural women are aware that 

delivery services are free in government health facilities, and poor, rural women are less likely to 

know about and utilize SDIP (Nepal Family Health Program II and New ERA 2010a; Powell-

Jackson et al. 2009). 

In contrast to the failure of top-down demand creation strategies to reach and serve rural 

communities such as Jharuwarasi, EOC prognoses that involve participatory modes of demand 

creation hold promise for increasing EOC access and use at the community level. Indeed, 

community mobilization strategies to bolster demand have worked well in Nepal, especially 

when leveraging existing, accepted community organizations such as women’s groups. For 

example, the literature review highlights a participatory intervention in the Makwanpur district 

of Nepal in which facilitators invited women’s groups to identify local maternal/child health 

problems and formulate strategies to address them. This program of community-based demand 

creation was shown to be highly effective; intervention clusters were more likely to access EOC, 

which translated into a lower MMR (Manandhar et al. 2004). Past prognoses thereby suggest that 

demand creation that depends on community networks and local participation can positively 

impact EOC access and use, even and especially in Nepal’s context of constrained resources and 

weak implementation capacity. 

 Past EOC prognoses oriented to the supply side further suggest that top-down, large-scale 

policies, while effective in addressing formal barriers to care, fail to address local realities that 
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influence EOC uptake. For instance, in accordance with the global policy doctors’ rally cry to 

“train, retain, deploy,” Nepal has adopted a national health worker strategy that trains MCHWs 

to be SBAs. However, this training blitz still faces major challenges such as retaining health 

workers in the areas that need them most and community representation within the health 

workforce. MCHWs and are not always locally placed and therefore may have cultural and 

linguistic differences with the community that they serve. In addition, most MCHWs are upper 

caste, making women of lower caste less likely to seek care (Institute of Medicine Nepal 2005). 

This lack of community representation, with the health workforce dominated by the upper castes, 

is especially problematic given local realities discussed in focus groups. As investigated in the 

HEAR Chapter, women from Jharuwarasi are discouraged from seeking care due to social 

hierarchies within the health care delivery system. When women feel disrespected by health care 

providers due to their lower socioeconomic status, they are less likely to seek EOC. Therefore, 

the national policy to increase SBAs shows promise, but its potential effectiveness in care uptake 

is compromised by a lack of community representation within the health workforce. A better 

health workforce strategy might ensure that SBAs represent the women they serve, incorporating 

community attitudes to best support EOC uptake. 

 Similarly, this thesis’s investigation thus far suggests that EOC prognoses to upgrade 

health facilities could benefit from more community involvement. Projects sponsored by the 

DFID and UNICEF show that upgrading health facilities can increase met need for EOC (Rana 

et al. 2007). However, focus group discussion adds nuance to the potential success and 

sustainability of this strategy. While making more facilities EOC-capable certainly increases 

access to care, the distrust and disrespect women feel from health providers at institutions could 

threaten the long-term success of “creating a strong skeleton.” This concern highlights the 
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importance of community acceptance of health institutions. A health post improvement program 

in the Baglung District of Nepal suggests that community participation in health infrastructure 

development can promote acceptance. The program incorporated the suggestions of community 

members and local health workers for health post improvements, which promoted increases in 

both popularity and utilization of health services (Thomas et al. 2004, 114-115). Community 

involvement can help avoid the pitfall of designing programs that address formal barriers to care 

(a lack of health facility capability) but fail that to address local realities that mediate these 

barriers (the way women view facilities—either as places of injustice and distrust or as helpful 

and desirable).  

 Re-examining EOC prognoses in light of Nepal’s maternal health care delivery system 

and local experiences and attitudes suggests that effective EOC prognosis design for rural Nepal 

will be responsive to local realities and rooted in community involvement. The limited 

effectiveness of big policy solutions without community-based considerations and the promise 

shown by participatory strategies illustrates the potential for stakeholder involvement to support 

EOC access and use. Based on the DFID review of “progress and process” in increasing EOC 

uptake as well as clues from past prognoses in Nepal, table 4.1 on the following page highlights 

pitfalls and promising elements of EOC prognoses. Given the promise of community 

participation, this investigation now turns to local voices. In the next section, analysis of focus 

group discussion draws out specific opportunity areas for EOC prognosis design.  
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Table 4.1: Pitfalls and promise for EOC prognosis design 
Based on evaluation of past EOC prognoses and the DFID report, Increasing Access to EOC: A Review of Progress 

and Process 

 

Pitfall Promise 

Large-scale programs that lack implementation 
capacity  

Community-based programs that leverage existing 
community organizations such as women’s 
groups 

Inadequate community awareness of large-scale 
programs 

Participatory modes of raising awareness and 
creating demand 

A health workforce that fails to represent the 
community it serves 

Community representation within the health 
workforce 

Health facility increases and improvements without 
community acceptance of health institutions 

Community input and involvement in health 
infrastructure improvements to bolster community 
acceptance 

Takeaways 

Community involvement can help avoid strategies that remove formal barriers to care but that fail to 
address local realities that mediate those barriers 

A strong EOC prognosis will be responsive to local realities and rooted in community involvement  
A strong EOC prognosis will “create and strengthen linkages between women and the community and the 

health system (Thomas et al. 2004, 116).” 
 

 
 

CLUES FROM THE COMMUNITY: Opportunity Areas Based on Focus Group Discussion 

Focus group discussion in Jharuwarasi illuminates opportunity areas pertinent for EOC 

prognosis design. As discussed in the methodology section of Chapter One, focus group 

transcripts were analyzed using coding categories informed by the existing literature on EOC 

perceptions and use. In order to reflect widely held views and experiences of the Jharuwarasi 

community, only those themes that emerged repeatedly are included. Inclusion criteria for 

themes relevant to the EOC prognosis is that each theme appeared in each of the four focus 

group interviews and appeared at least twice per focus group discussion.  

“We prefer our own health post” 

 The sense of community ownership and pride associated with the local VDC health post 

as well as the desire to seek EOC at the health post emerged as a strong opportunity area for the 
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EOC prognosis. In contrast to the distrust that community members feel for hospitals—with 

women wary of quality of care and often feeling disrespected at health institutions—villagers 

expressed a strong sense of ownership and acceptance of the village health post. This sense of 

ownership is reflected not only in what participants said about the health post but also in how 

they referred to the post: 

 
Rather than go to the hospital and stand in line, we prefer our own health post. (June 24, 2009 

women’s focus group) 

 

We prefer health services in our own health post, near to us. (June 6, 2009 women’s focus group) 

 

 
 The fact that community members refer to the health post in the possessive—“our 

own”—reflects the widely held attitude that, unlike hospitals, the health post is a community-

centered facility directly accountable to the Jharuwarasi people. Directly related to the 

acceptance and ownership community members associate with the health post is the desire that 

EOC services be offered and accessed at the level of the village health post. Focus group 

participants expressed complete consensus52 that the best way to increase EOC uptake is to bring 

more services to the health post. The desire to be able to access care at the village level was a 

persistent theme throughout all focus group discussions: 

 
We hope that the maternal health services at our health post will be as thorough as they are at the 

hospital (June 27, 2009 men’s focus group) 

 

We hope that more services will be provided in this health post for the community (June 24, 2009 

women’s focus group) 

 
 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

52 As described in the HEAR Chapter, a sentiment is deemed to have complete consensus if it comes up in each 

focus group, sparks verbal consensus (many participants verbally agree or add their own stories to reinforce this 
point), and sparks non-verbal consensus (many participants nod their heads in agreement). 

"
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Most specifically, women asserted a strong desire for a birthing center to be attached to 

the health post. Based on villager attitudes and experiences investigated in the HEAR Chapter, 

this strategy could break down EOC barriers of discomfort and distrust experienced at hospitals 

as well as transportation difficulties in reaching EOC facilities, especially when roads are 

destroyed by the monsoon.  

Overall, the community ownership felt for the village health post and the widespread 

desire for a larger role for the health post in delivering EOC makes the scale-up of EOC 

capabilities in the village health post a promising component of a community-owned EOC 

prognosis. In addition to the potential of the village health post in increasing EOC access and 

use, trust in local health workers emerged as another community-owned opportunity area for 

EOC prognosis design. 

“Village Health Workers are very helpful in the community” 

 The trust and mutual respect between local health workers and Jharuwarasi community 

members represents another significant opportunity area for supporting EOC access and use. 

Villagers feel that VHWs understand their own, personal situations. Local health workers are 

viewed as more understanding, responsive to the needs of the community, and respectful than are 

health workers women visit at outside institutions. In fact, focus group participants expressed 

complete consensus that local health workers are trusted and valued. The overriding sentiment is 

that: 

VHWs are very helpful in the community (June 6, 2009 women’s focus group) 

 
 

Because local health workers live in—and in most cases grew up in—the VDC, they are 

viewed as accountable community members, and villagers expressed preference for local health 

workers for this reason. Additionally, all local health workers in Jharuwarasi are women (as is 
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the norm throughout Nepal), and women discussed feeling more comfortable accessing obstetric 

care from local health workers because they are female. The following statement reflects the 

widespread preference for local health workers: 

 
I would prefer a MCHW or VHW to give me a maternal check up because there are many 

women’s problems that we could not tell to the doctors, and it is convenient for us to tell these 

things to the health workers. (June 24, 2009 women’s focus group) 

  
 

The trust and comfort that women feel with local health workers lies in stark contrast to 

the distrust they feel for providers at outside health facilities. Thus, capitalizing on acceptance 

and preference for local health workers could address EOC barriers described in the HEAR 

Chapter that emerge from discomfort with less familiar health care providers, such as doubts in 

the quality of care being given and dissatisfaction with the social hierarchies present in patient--

provider relationships. Ensuring community trust and mutual respect with health care personnel, 

and SBAs in particular, thereby has the potential to promote EOC use and function as a 

promising component of a community-owned EOC prognosis.  

So far, focus group discussion has highlighted the potential of community-centered 

interventions in health facilities and the health workforce to support EOC access and use. Thus, 

an effective EOC prognosis could benefit from a community-based, organized social structure 

that facilitates community involvement. Women’s groups thereby constitute a final promising 

element for EOC prognosis design.   

“Obviously, we enjoy being part of the women’s group” 

 The strength and community-wide acceptance of women’s groups holds potential for 

contributing to an effective EOC prognosis. Women’s groups already serve as a forum for 

discussion and action surrounding community issues and represent a promising vehicle for 

supporting community involvement to facilitate increased EOC uptake.  
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 Focus group discussion revealed that women’s groups are widespread and accepted 

throughout Jharuwarasi; in fact, a women’s group is already active in every ward of the VDC. In 

addition, focus group participants expressed complete consensus that women’s groups are a 

source of satisfaction and enjoyment. Most importantly, women’s groups are viewed as a 

positive form of social organization throughout the community, even among men. When asked if 

they approved of their wives participating in women’s groups, male focus group participants 

responded with an overwhelming yes. One man summarized the community’s enthusiastic 

approval of women’s groups: 

 
Yes, we encourage our wives to participate in women’s groups! (June 13, 2009 men’s focus 

group) 

 
 

Furthermore, men recognize and support the potential for women’s groups to serve as 

important forums for community participation in EOC issues. When asked how EOC access and 

use could best be increased, one man suggested “managing discussions between women’s 

groups.”  Given the opportunity for community involvement to serve as an effective component 

of strategies to increase EOC uptake, the enjoyment and widespread acceptance of women’s 

groups offers a promising vehicle to support community participation in the EOC prognosis. 

Thematic analysis of focus group interview transcripts illuminates three major areas of 

opportunity for an effective, community-based EOC prognosis. First, community feelings of 

ownership and desire for more health services at the village health post suggest that the scale-up 

of EOC capabilities in the village health post could support EOC uptake. Second, trust and 

mutual respect between community members and local health workers emerged as a major factor 

behind the desire to use health services; thus, ensuring community acceptance and trust of SBAs 

could bolster EOC use and function as a promising component of a community-owned EOC 
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prognosis. Finally, the widespread acceptance and enjoyment of women’s groups offers an 

existing social structure by which to facilitate community involvement and promote an effective 

EOC prognosis. Given these opportunity areas, the next section makes recommendations for 

supporting increased EOC access and use in rural Nepal, using Jharuwarasi as a model.  

 

COMMUNITY-BASED EOC PROGNOSIS 
“People have the right and duty to participate individually and 

collectively in the planning and implementation of their health care.” 

--Declaration of Alma-Alta,  

International Conference on Primary Health Care, 1978 

 

 Based on the EOC diagnosis made in the HEAR Chapter, lessons learned from past EOC 

prognoses, and opportunity areas for effective prognosis design suggested by focus group 

discussion, this section makes three primary recommendations for increasing EOC access and 

use in rural Nepal: bring birthing centers to the village level, train SBAs that are trusted within 

the community, and use women’s groups to support a participatory monitoring and evaluation 

program. 

This EOC prognosis is human-centered in its design and based on realities on the ground 

in Nepal. In the following discussion of each of the three recommendations, rationale is rooted in 

the experiences of the Jharuwarasi community. However, this prognosis also uses secondary 

sources to provide further rationale as well as to clarify and specify recommendations based on 

past experiences in the field. Secondary sources used include reviews of community participation 

in health intervention implementation, a comparative simulation of different health workforce 

strategies, and a World Bank evaluation of “promising practices” that increase access, use, and 

quality of reproductive care in South Asia.53 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

53 It is important to note that these “promising practices” generally do not fall into the category of global policy 

doctor EOC prognoses evaluated in the literature review of Chapter One. Rather, these practices tend to be creative, 

community-based projects that fit within the human-centered framework of this thesis. 
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Bring Birthing Centers to the Village Level 

 Attaching a birthing center to the village health post with basic EOC capability (or at 

least with SBAs who can refer women to an EOC-capable facility when necessary) would 

capitalize on feelings of community ownership of the health post and address EOC barriers to 

promote increased EOC uptake.  

 The village health post is an ideal health care center for upgrading to EOC capability due 

to its trusted position within the community. Unlike the distrust and discomfort associated with 

health facilities at the district level, the Jharuwarasi community feels ownership over their village 

health post. Given this attitude, scaling up delivery services at the village health post holds 

potential for empowering the community to use obstetric services. Indeed, a deeper sense of 

ownership and trust has been shown to promote health services utilization. In a 1998 meta-

analysis, Shediac-Rizkallah and Bone found an overwhelmingly positive relationship between 

community ownership and success of health programs in terms of utilization and program 

sustainability (Shediac-Rizkallah and Bone 1998, 103). In addition, while all Jharuwarasi focus 

group participants expressed a sense of ownership and desire for scaling up services at the 

village health post, men’s enthusiasm is particularly encouraging. Given the male-dominated role 

in household decision-making illustrated in the EOC diagnosis, male acceptance of the village 

health post as a potential birthing facility suggests that household dynamics would support EOC 

uptake at the local level. 

 Not only does the village health post hold potential for increasing EOC use due to the 

community’s sense of ownership over the post, but bringing obstetric services to the village level 

can also effectively address constraints on access to EOC in rural Nepal. Chapter Two suggests 

that public availability of EOC at a local level is severely limited, forming a foundation for 
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constrained EOC access and use among rural Nepalese women. The EOC diagnosis illustrates 

that lack of proximity to delivery services functions as a major barrier to EOC uptake in rural 

Nepal, especially in light of poor transportation infrastructure, high cost of transport, the added 

difficulty of transportation during the monsoon season, and the community desire to deliver 

within the community. Localizing obstetric services to the village level would break down these 

EOC barriers, capitalize on the potential of community ownership to spur increased care 

utilization, and address the community desire to access delivery care near the home.  

 Past promising practices further support the recommendation that the village health post 

be a target site for providing obstetric care. In Malaysia, birthing centers with four to six beds are 

attached to local health clinics and staffed by doctors, nurses, and midwives. Through this 

system, women are able to deliver safely at local health clinics while women with serious 

complications can be referred to a comprehensive EOC facility. The result has been increased 

demand for and access to obstetric care, and overall maternal health outcomes have improved 

(Chatterjee et al. 2009, 93).  

Given that Nepal currently allocates just 4 percent of its reproductive health budget to 

pregnancy and childbirth, investing in obstetric care availability at the local level represents an 

opportunity to provide women with accessible, acceptable care during delivery. In order to make 

large-scale national programs meaningful, such as Nepal’s policy of free delivery care, health 

services must be made available to women in a manner in which they feel comfortable accessing 

it. Upgrading village health posts to provide basic EOC holds the potential to do just that. 

Another promising strategy in the same vein is scaling up SBA training for health workers who 

are already trusted within their communities.  
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A Trusted Cadre of SBAs  

 Chapter Two’s discussion of Nepal’s health workforce shortage, particularly among 

SBAs and particularly in rural areas, demonstrates the need for an effective strategy that trains 

and retains SBAs. Health workforce strengthening should involve community input to train a 

trusted cadre of SBAs and midwife assistants. Focus group discussion reveals that Jharuwarasi 

community members prefer to seek EOC from health workers within their community; they feel 

that these providers are more understanding, respectful, and trustworthy. Therefore, an effective 

human resource strategy will tap into the trust women feel for local health workers while 

increasing the number of competent SBAs at the village level. In order to achieve this, 

continuing health education should be offered to local health workers based on community input. 

For instance, instead of the generic, national policy to upgrade MCHWs to SBAs, community 

members, through women’s groups or other social networks, could nominate certain local VHWs 

and MCHWs to serve the community as SBAs and/or midwife assistants. 

Community involvement in health workforce strengthening would both capitalize on the 

desire to seek EOC from local, trusted health workers and break down barriers to care that are 

not addressed by the current training program that upgrades health workers to SBAs without 

attention to community preferences or community representation within the health workforce 

(Institute of Medinice Nepal 2005). First, this system would ensure that trained birth attendants 

serve the communities of which they are a part. Focus group discussion suggests that this creates 

community feelings of trust and accountability and promotes community desire to use care from 

these local providers.  

Not only does this health workforce demographic support care uptake but it also prevents 

brain drain, which contributes to rural Nepal’s health worker shortage (see Chapter Two). Health 
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workers who are trained to be SBAs for their communities are less likely to move to the city or 

other countries for work, given their ties to the community and their lack of formal medical 

degrees. In addition, community involvement in SBA training programs can address the pitfalls 

of the current health worker policy, which supports a cadre of health workers that fails to 

represent the demographics of the communities which it serves and thereby reduces demand for 

care (Institute of Medicine Nepal 2005). Selectively training health workers who are already 

accepted in the community has the potential to support a competent and trusted workforce that 

increases demand for EOC. 

Community participation and the scale-up of human resources for health can also break 

down EOC barriers described in the HEAR Chapter’s EOC diagnosis. For instance, doubts about 

the quality of care serves as a barrier to EOC uptake. If care is being given not by strangers but 

by local health workers believed to be accountable and competent, this barrier is likely to 

decrease. Furthermore, social hierarchies and a lack of respect shown by providers also serves as 

a major EOC barrier in rural Nepal. The proposed training program could diminish social 

hierarchies between providers and patients, thereby fostering better provider-patient relationships 

and promoting care uptake.54 

Secondary evaluation both supports this prognosis and specifies how human resources 

should be allocated to support maximum EOC access. In the Indian state of Andhra Pradesh, an 

experiment that allowed women’s associations to appoint ANMs conveys the feasibility and 

efficacy of involving community members in health workforce strengthening (Chatterjee et al. 

2009, 95). In addition, in 2006, Koblinsky et al. conducted a simulation of different human 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

54 The reduction in social hierarchy between provider and patient would only be applicable in the case of delivery of 

basic EOC, in which a trained SBA could provide delivery care. If complications arise and comprehensive EOC is 

needed, referral to a doctor at a hospital is ideal, and the relationship between provider and patient would change 

(however, the need for comprehensive EOC justifies this differing provider-patient relationship). 
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resource strategies to increase effective care at delivery, particularly in areas where the supply of 

health workers is constrained, which applies aptly to the context of rural Nepal.55  First, the study 

confirms that SBAs or midwifes are the most integral component of effective delivery care 

(Koblinsky et al. 2006). This suggests that the recommendation’s focus on training SBAs will 

best support effective EOC uptake. Additionally, through simulations of differing degrees of 

health worker training and deployment, the study’s findings clarify how training can be allocated 

to best increase EOC availability. Koblinsky et al. found that the best strategy for increasing 

EOC coverage is through a team of midwives and midwife assistants, which allows midwives to 

attend more births while minimizing the time and money needed to invest in health worker 

training (Koblinsky et al. 2006). This training scheme could be applied in rural Nepal, as 

MCHWs already possess more knowledge about obstetric care than do VHWs and, if acceptable 

to the community, could therefore be selectively upgraded to SBAs while VHWs could be 

upgraded to midwife assistants, minimizing investments of time and money.56 

Regardless of the specific training scheme, community input in training a cadre of birth 

attendants who are trusted and valued within their communities can address health workforce 

shortages in rural areas and break down barriers of EOC uptake. The final recommendation of 

the EOC prognosis suggests that a community-based approached to health program monitoring 

and evaluation can similarly promote EOC access and use. 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

55 In Nepal, only 2.4 ANMs are responsible for every 10,000 people (WHO 2006). See Chapter Two for a discussion 

of Nepal’s health workforce shortage. 
56 This prognosis could be criticized for the health services delivery responsibility it would place with VHWs and 

MCHWs—many of whom have little formal education—by investing in their training as SBAs and/or midwife 

assistants. However, health workers with little formal education have been shown to be effective care providers. In 
the Maharashtra state of India, for example, the Comprehensive Rural Health Project trains community members as 

village health workers, many of whom are illiterate. These health workers have been shown to support increased 

care uptake and better health outcomes. A controlled evaluation of the long-term effects of the Comprehensive Rural 

Health Project on childhood mortality found a 30 percent reduction in childhood death after the neonatal period in 

project villages compared to control villages (Mann et al. 2010). "
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Community-based Monitoring & Evaluation  

 While monitoring and evaluation has typically been framed as a strategy of quality 

assurance, community participation in monitoring and evaluation, often called PM&E 

(participatory monitoring and evaluation), holds potential not only for ensuring quality but also 

for supporting EOC uptake in rural Nepal. The importance of monitoring and evaluation for 

promoting the availability of quality delivery care has been widely confirmed; meta-analyses by 

Koblinsky et al. and the World Bank on models for organizing delivery care suggest that 

monitoring and evaluation systems are a key component of successful EOC delivery (Koblinsky 

and Campbell 1999). However, given EOC barriers investigated in the HEAR Chapter and the 

social context of rural Nepal, PM&E of obstetric care can also increase EOC access and use. 

 The promise of PM&E for supporting EOC uptake in rural Nepal lies in its ability to 

address EOC barriers while creating a sense of ownership over the obstetric care system that can 

enhance uptake. First, PM&E holds potential for breaking down the barrier of doubts regarding 

quality of care illustrated in the HEAR Chapter. Not only has monitoring and evaluation been 

shown to lead to measurable care improvement, but PM&E also gives stakeholders the ability to 

hold the care delivery system accountable for providing them with quality care (Chatterjee et al. 

2009, 83). Allowing the community to evaluate the effectiveness of care delivery from their 

perspective could promote accountability and lead to fewer concerns and uncertainties about 

quality. Second, PM&E has been shown to increase the sense of ownership of local health 

programs, which holds potential for increasing care uptake. An Institute of Development Studies 

literature review on PM&E programming shows that community involvement in monitoring and 

evaluation fosters a sense of ownership that enhances project sustainability and effectiveness 

(Estrella and Gaventa 1998, 40). In the context of Nepal, PM&E therefore holds potential for 
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both addressing the EOC barrier of doubts about quality and promoting community ownership 

over efforts to provide EOC at the local level—a combination that can increase accountability 

and support EOC uptake. 

 Given the potential of PM&E of obstetric care in rural Nepal, what does an effective 

PM&E program look like? The Institute for Development Studies literature review on PM&E 

elucidates effective tools and techniques for involving stakeholders in assessing program 

effectiveness, promoting quality, and fostering community ownership. Community surveys in 

which the community decides on objectives and indicators of program functioning,57 team 

review sessions and villager presentations to program implementation staff,58 and oral accounts 

that detail the impact of a program over time59 have all shown success in involving local 

community members in quality assurance while enhancing overall program effectiveness 

(Estrella and Gaventa 1998, 22, 33). The review also highlights the importance of a good 

facilitator to lead community-based assessments for a successful PM&E program (Estrella and 

Gaventa 1998, 43). The Nepali context can support these elements of successful PM&E 

programming to increase EOC access and use. The success of a participatory intervention in 

Makwanpur, Nepal to increase community demand for maternal and child health services60 

suggests that the PM&E approach is feasible and acceptable in rural Nepal, and that women’s 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

57 For example, in the Siavonga Agricultural Development Project in Zambia, farmers designed their own record 

sheets for monitoring farming practices (Nagel 1992, 102). 
58 For example, in the Vietnam Sweden Mountain Rural Development Program, evaluation of program activities 

began with farmers at the village level. Information and experiences were communicated up, which led to 

understanding between farmers and administrators. This resulted in more effective implementation and a feedback 

system in which the program could continuously respond to local farmers’ needs (Estrella and Gaventa 1998, 22). 
59 Oral accounts allow community members to assess project impact over time. This was used in Nepal through the 
Nepal Resource Management Project (Seerp Wigboldus et al. 1995). 
60 See the literature review in Chapter One for a discussion of the Makwanpur trial. This trial evaluated the effect of 

community mobilization through women’s group meetings to promote better health-seeking behavior. A randomized 

controlled trial showed that intervention clusters were more likely to access EOC, which corresponded to a lower 

MMR (Manandhar et al. 2004). "
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groups hold particular potential for effectively implementing PM&E of obstetric care at a local 

level. 

 The Makwanpur intervention’s success in leveraging women’s groups to support 

community involvement in maternal and child health issues suggests that implementing PM&E 

tools and techniques via women’s groups is feasible and promising for increasing EOC uptake in 

rural Nepal. In the intervention, facilitators led women’s groups in a series of meetings that 

focused on identifying maternal and neonatal health issues, prioritizing problems, and group-

wide planning to address problems. Women’s groups then involved other community members 

to discuss the ideas proposed at women’s groups meetings and reach a community consensus 

(Manandhar et al. 2004). This participatory intervention incorporated elements of successful 

PM&E programming, suggesting that women’s groups can be vehicles for engaging in effective 

PM&E techniques. The Makwanpur trial demonstrates that women’s groups can be responsive to 

a facilitator and use PM&E tools such as oral histories, team review sessions, and villager 

presentations to identify and address maternal and child health issues (Manandhar et al. 2004). 

Given the successful use of these tools, more rigorous forms of community-based monitoring 

and evaluation may also be feasible, such as surveys developed and assessed by the community. 

For example, PM&E could be used to monitor obstetric care delivery at the local level in rural 

Nepal through surveys developed by the community that track maternal health outcomes or team 

review sessions that evaluate villagers’ experiences at the local health post. 

Not only does the Makwanpur trial illustrate the potential feasibility and effectiveness of 

PM&E via women’s groups in rural Nepal, but it also conveys the promise this strategy has for 

lasting impact in increasing EOC uptake. The community participation fostered in Makwanpur 

promoted significant changes in health-care seeking behavior, with intervention clusters 
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experiencing increases in EOC uptake relative to non-intervention clusters. Participation fostered 

an increased sense of awareness and ownership, which promoted care uptake, illustrating the 

potential for PM&E of obstetric care to function in a similar manner. The strategy of leveraging 

women’s groups to engage the community in health issues also proved to be both acceptable to 

the community and sustainable; 95 percent of groups remained active in the area of maternal and 

child health after the intervention ended, despite the opportunity cost of devoting time to these 

issues without reimbursement or compensation (Manandhar et al. 2004).  

Women’s groups thus seem to be an accepted social organization that can promote lasting 

community-wide engagement to bolster EOC uptake. Indeed, focus group discussion with 

community members of Jharuwarasi confirms that women’s groups are an important opportunity 

area for community-based involvement in obstetric care. In particular, focus group discussion 

illustrates widespread male approval of women’s groups-based action in the health sector, which 

suggests that using women’s group-based PM&E to promote uptake of quality EOC is accepted 

by primary household decision-makers and therefore particularly promising.61  

PM&E of obstetric care offers an opportunity not only to monitor quality of care but also 

to promote accountability, community ownership, and participation in the delivery of EOC, 

promoting increased EOC uptake. Women’s groups offer a particularly feasible, sustainable, and 

promising vehicle by which to implement PM&E in the context of rural Nepal. Most directly, 

women’s group-based PM&E holds potential for breaking down the EOC barrier of doubts 

regarding quality of care. However, this strategy can also address other aspects of the EOC 

diagnosis less directly. For instance, community participation in monitoring the effectiveness of 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

61 Community-based programs that target maternal health have been shown to be more effective if men support the 

program. In Gujarat, India, for example, an NGO called Sewa Rural has seen higher rates of program success when 

men—the primary household decision-makers—accept and participate in the program (Chatterjee et al. 2009, 92). 

Thus, the fact that men view women’s groups as valuable social organizations for maternal health action supports 

the potential effectiveness of leveraging women’s groups to promote EOC uptake. 
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EOC delivered at a local level would make community members more aware of the government 

policies that govern maternal health services delivery. Thus, community members may become 

more familiar with programs that remove financial barriers to care, breaking down the barrier of 

perceived high cost of care as well as helping government policies to more effectively reach 

underserved populations.  

Because PM&E involves stakeholders in ensuring quality health services delivery, it is a 

flexible, responsive strategy that can break down EOC barriers while promoting community 

involvement to increase EOC access and use. Indeed, in its review of efforts to increase EOC 

access in Nepal, the DFID asserts that any new, successful strategy to promote EOC uptake must 

promote mechanisms by which communities “can voice their demands, experiences, complaints, 

and suggestions for improving the quality and reach of EOC services (Thomas et al. 2004, 116).”  

In this section, a human-centered approach to EOC prognosis design has yielded 

recommendations for promoting EOC uptake rooted in community ownership, trust, and 

involvement in EOC delivery. Bringing birthing centers to the village level, training a cadre of 

SBAs that is trusted and accountable to the communities that it serves, and involving 

stakeholders in monitoring and evaluating the care they receive all hold potential for increasing 

EOC access and use in rural Nepal. Finally, while not officially part of the EOC prognosis, 

utilizing mobile technology is an emerging strategy for supporting safe motherhood. Its full 

potential is still being explored and tested; see the textbox on the following page to learn more 

about mHealth for safer motherhood. 
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mHealth for Safer Motherhood 
 
Mobile technology holds promise for improving the reach, efficacy, efficiency, and equity of maternal 
health care delivery systems in low resource areas such as rural Nepal. The field of mHealth is rapidly 
developing and expanding, and recent efforts to leverage mobile technology for safer motherhood 
demonstrate huge potential. In Rwanda, for instance, the government is providing free cell phones to 
rural health workers who monitor pregnant women in their communities and send status report text 
messages to health experts on a monthly basis and if questions or complications arise. This allows 
even the most remote villagers to benefit from expert medical monitoring and advice. Since this 
program was launched in the Musanze district in 2009, there have been no reports of maternal 
mortality. mHealth initiatives also hold potential for quality of care improvements, exemplified by the 
success of preventing drug stock-outs in Tanzanian clinics through a simple SMS mHealth system. 
While new mHealth programs continue to be developed, it remains unclear how mobile technologies 
might best be leveraged to support EOC access and use. However, mobile technology certainly 
represents an opportunity to support the health of remote, underserved mothers. The UN estimates 
that half of people living in remote areas will have a mobile phone by 2012. This opportunity area is 
certainly ripe in Nepal. For example, in Jharuwarasi, while most villagers do not have running water, 
many have mobile phones.  
 
Given the potential of wireless networks to support maternal care, The mHealth Alliance recently 
launched the Maternal and Newborn mHealth Initiative with the mission of reducing maternal and infant 
mortality through innovations in communications technology.  
 
Source: David Aylward. MDG 5: Maternal Health in the Palm of Your Hand. Global Health Magazine blog. September 14, 2010. 
http://www.globalhealthmagazine.com/guest_blog_top_stories/mdg_5_phoning_up_maternal_health/ 

 

The conclusion of the community-based EOC prognosis now returns to the example from 

the literature review of Sri Lanka, a success story62 in EOC uptake and maternal mortality 

reduction, to illustrate the potential for community-based EOC strategies to support EOC access 

and use, make large-scale national policy more effective, and better reach the underserved. 

 
Sri Lanka: The Importance of the Community-Based Approach 

 A national commitment to improve maternal health provided a foundation for Sri Lanka’s 

exemplary strides in safe motherhood (Kristof and WuDunn 2010). However, a focus on 

stakeholder engagement at the community level supported the effectiveness of national policy, 

illustrating the importance of community-based strategies for increasing EOC uptake on the 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

62 In 1947, Sri Lanka’s MMR was 1,056. By 1996, it had fallen to 24 (Mills et al. 2009, 4). This massive reduction 

in maternal mortality lies in stark contrast to the rest of the developing world, where MMR has been decreasing at a 

rate of around one percent per year in the past two decades (WHO 2007).  
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ground. In Sri Lanka, basic EOC was made available at the local level, with 494 of the 510 

government health facilities providing basic EOC (Koblinsky and Campbell 1999, 403). 

Furthermore, a cadre of SBAs lived among villagers, visiting their homes and functioning as part 

of the community (Kristof and WuDunn 2010). In addition, PM&E augmented a national safe 

motherhood monitoring system; for example, at the Castle Street Women’s Hospital, monthly 

meetings used stakeholder participation to identify and overcome problems (Withanachchi, 

Karandagoda, and Handa 2004). Efforts to bring care to the local level, support trust and 

communication between SBAs and community members, and encourage participation in 

monitoring and evaluation addressed not just demand or supply barriers to care but rather 

supported and involved communities in care uptake. The national policy of free delivery care in 

Sri Lanka worked because care was localized and community-based, allowing all women to reap 

the benefits of national programs. EOC use in Sri Lanka has become a community norm, with 94 

percent of births taking place in a health facility as of 1996, regardless of socioeconomic status 

or place of residence (Koblinsky and Campbell 1999; Chatterjee et al. 2009, 62).  

The potential of community-based strategies to augment a national commitment to safe 

motherhood is especially relevant to Nepal, where—despite significant government commitment 

to safe motherhood such as the removal of fees for delivery services—only about one in five 

women delivered in an institution in 2006 (Pant et a. 2008, 10). Additionally, uptake of EOC is 

still highly dependent on socioeconomic status and place of residence (Chatterjee et al. 2009, 

62).63 This stark contrast with Sri Lanka’s success in making large-scale national policy more 

universally effective and reaching the underserved suggests that the community-based EOC 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

63 According to the Nepal Demographic and Health Survey of 2006, over 40 percent of births in urban areas take 

place at an institution while only about 10 percent of births in rural areas take place at an institution (Pant et al. 

2008, 10).  
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prognosis can play an important role in closing the gap between EOC uptake possibilities and 

low EOC uptake realities at the village level in Nepal.  

Similar action in Sri Lanka suggests that bringing birthing centers to the village level, 

training a cadre of SBAs that is trusted and accountable to the communities that they serve, and 

involving stakeholders in monitoring and evaluating the care they receive has the potential to 

support EOC uptake in Nepal, especially for the underserved and rural residents who often 

remain excluded from the benefits of national policy. The community-based EOC prognosis 

proposed in this chapter represents an opportunity for EOC strategies to reconcile large-scale 

programs with realities on the ground. The prognosis, through its support for community 

ownership, trust, and involvement in EOC delivery, holds promise for making access to and use 

of EOC in rural Nepal a community norm. 

 

CONCLUSION 

This chapter begins by considering Nepalese Health Minister Umakanta Chaudhary’s call 

for a “pro-people” health services delivery system and raises the question: how can barriers to 

care and community dynamics best be addressed to support an increase in access to and use of 

EOC? 

 In order to answer this question, clues from past EOC prognoses and opportunity areas 

identified by focus group discussion highlight the promise of community ownership, trust, and 

involvement for supporting EOC uptake. Past EOC prognoses as well as community attitudes 

suggest that removing formal EOC barriers cannot be fully effective unless an EOC prognosis 

addresses local realities that mediate those barriers.  
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Given this understanding, the community-based EOC prognosis makes three primary 

recommendations based on local context and community attitudes: bring birthing centers with 

basic EOC to the village health post level, incorporate community input in the selection of health 

workers to be trained as trusted SBAs and midwife assistants, and encourage PM&E through 

women’s groups. Secondary evaluation and promising practices from the past, notably in Sri 

Lanka’s successful safe motherhood campaign, suggest that these strategies have the potential to 

bolster EOC uptake, especially among underserved and rural populations who often do not reap 

the benefits of nationally based interventions.  

So, can the community-based EOC prognosis address barriers to care and community 

dynamics to support an increase in access to and use of EOC?  The answer to this question lies in 

how well the EOC prognosis responds to the diagnosis.  

The EOC prognosis responds to all four major barriers to care identified in the EOC 

diagnosis made in the HEAR Chapter. Bringing birthing centers to the community level would 

break down the barrier of lack of proximity to a health facility, tapping into the community 

desire to access obstetric care near the home. In addition, the sense of community ownership felt 

for the village health post lies in stark contrast to the distrust of hospitals due to the disrespect 

many women are shown at these institutions; delivering care in a setting in which community 

members feel comfortable and respected can further support EOC uptake. The second 

component of the EOC prognosis, incorporating community input to train a trusted cadre of 

SBAs and midwife assistants, would directly address the barrier of community distrust of doctors 

at hospitals rooted in social hierarchies between care provider and patient. Because the prognosis 

ensures that trained SBAs are themselves trusted members of the community, care providers 

would better represent the populations that they serve, fostering a relationship of mutual 
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background, understanding, and respect. This strategy would also give community members 

agency in deciding which health workers are upgraded to SBAs or midwife assistants and 

thereby address the barrier of doubts about quality of care. Because care providers would be 

members of the community whom villagers deem competent, trustworthy, and accountable, 

doubts about quality would likely be reduced. Finally, the PM&E component of the EOC 

prognosis would also address doubts about quality of care by giving stakeholders the opportunity 

to evaluate the effectiveness of the obstetric care delivery system. Furthermore, community 

participation in monitoring obstetric care holds potential for breaking down the barrier of 

misperceptions of cost of care. Monitoring the care delivery system could familiarize community 

members with government programs to offset the financial burden of accessing care, addressing 

the issue that villagers are unaware of these programs and view EOC as much more expensive 

than it actually is.  

Not only does the EOC prognosis address barriers to care, but it also responds more 

holistically to the community-based EOC diagnosis (see table 4.2 at the end of this section for a 

summary of the ways in which the EOC prognosis responds to the EOC diagnosis). For instance, 

the prognosis is sensitive to interacting dynamics that affect EOC uptake in rural Nepal, such as 

male-dominated household decision-making and the monsoon. Focus group discussion 

demonstrates male approval of each component of the EOC prognosis. Males expressed desire 

for obstetric services to be localized to the village level as well as a sense of ownership over the 

village health post; males expressed approval of community health workers; and, males value 

women’s groups as a vehicle by which to engage in maternal health care delivery issues, 

suggesting that this is an appropriate vehicle for PM&E. The male-approved components of the 

EOC prognosis capitalize on males’ role as the primary decision-makers and can thereby support 
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an obstetric care delivery system that the entire community accepts. In terms of the monsoon, 

community members note that the monsoon most typically interacts with issues of health facility 

proximity by altering transportation infrastructure. Thus, bringing obstetric care delivery to the 

village level could avoid the negative effects of the monsoon on EOC uptake. Finally, in addition 

to addressing the barriers and interacting dynamics of the EOC diagnosis, the EOC prognosis 

incorporates and supports the EOC facilitator of community acceptance and willingness to use 

EOC. The prognosis focuses on making care more locally available, delivering care in a way that 

supports community ownership and trust, and involving the community in the evaluation of care 

delivery. These components not only hold potential for further strengthening community 

acceptance and willingness to use EOC but also support community members in transforming 

understanding and acceptance of EOC into accessible care uptake.  

Given its ability to respond to the EOC diagnosis, the community-based EOC prognosis 

holds promise for creating the type of “pro-people” health care delivery system that Nepal strives 

to realize. The community-based EOC prognosis indeed holds potential to address barriers to 

care and community dynamics and thereby support an increase in access to and use of EOC in 

rural Nepal. Critical to this potential is the community involvement inherent in the prognosis. 

Cultivating an obstetric care delivery system that incorporates local ownership, community trust, 

and stakeholder participation not only breaks down EOC barriers but also situates EOC delivery 

in local realities, reaching people at the community level and making care delivery policies more 

effective.  

However, the community-based EOC prognosis is by no means comprehensive, and it 

has a number of limitations. First, the EOC prognosis does not directly address all the factors that 

constrain EOC uptake among rural Nepalese women. For instance, while the prognosis promotes 
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the availability of basic EOC at the village level, women with serious complications still must 

access comprehensive EOC at a larger health facility, and the prognosis does not systematically 

engage with transport schemes or hospital referral mechanisms. In addition, the community-

based EOC prognosis does not comprehensively address issues of quality care delivery, such as 

ensuring that drug supply chains function to support localized availability of obstetric drugs. 

Another limitation of the EOC prognosis is that, while it directly responds to realities on the 

ground, it fails to address macro-level factors such as poverty, lack of education, and gender 

inequity that are root causes of inadequate EOC uptake and poor maternal health outcomes in 

Nepal (Mills et al. 2009).  

In addition, while the EOC prognosis focuses on the promise of local participation, large-

scale programs are also critical. National and global commitments to safe motherhood can 

promote EOC access and use in parallel with the community-based recommendations 

highlighted in this thesis. Boosting health systems implementation capacity, ensuring efficient 

supply chain management for health commodities, and developing country-wide monitoring 

protocols are all critical factors for promoting quality EOC uptake and reflect the need for 

macro-level policy to create a supportive environment for community-based strategies of health 

care delivery. 

The community-based EOC prognosis represents a human-centered approach to health 

care delivery that can bridge the gap between EOC policy commitments and increased EOC 

access and use on the ground. The community ownership, trust, and participation inherent in the 

EOC prognosis holds potential for transforming EOC uptake into a community norm. Given this 

potential, the DELIVER chapter that follows draws conclusions from this thesis’s community-
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based EOC diagnosis and prognosis, discussing the implications of these findings in terms of 

health intervention implementation. 

 

Table 4.2: How the EOC prognosis responds to the EOC diagnosis 

 

Aspect of the EOC Diagnosis How the EOC Prognosis Addresses or Incorporates It 

Barriers 

Lack of proximity to EOC facility Brings basic EOC to birthing centers at the village health post 

High perceived cost of care Community involvement through PM&E can familiarize the 
community with actual cost of care and government 
programs to reduce the financial burden of accessing EOC 

Doubts regarding quality of care PM&E can reduce doubt and uncertainty regarding quality  
Care providers would be members of the community whom 

villagers deem competent, trustworthy, and accountable 
 

Disrespect and social hierarchy between 
provider and patient 

Care delivered at a community-owned space by health 
workers who are themselves members of the community 
reduces social hierarchy and promotes mutual trust and 
respect 

Interacting Dynamics 

Male-dominated household decision-
making 

Males support all three components of the EOC prognosis 
Male support of the EOC delivery strategy makes EOC uptake 

more likely 

Monsoon Locally available EOC mitigates problems of transport during 
the monsoon 

Facilitators 

Community understanding of the 
importance of EOC 

Community members will likely take participation in EOC 
delivery seriously 

Women’s groups are willing to take action on issues 
surrounding EOC 

Willingness to use EOC Community involvement can further support understanding 
and willingness to use EOC 

Locally available care is likely to be used; community members 
expressed a desire to use EOC if it were locally available 
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Chapter Five: DELIVER 

 

INTRODUCTION 

 A diagnosis based on a good patient history and a prognosis that involves the patient lays 

a solid foundation for treatment delivery. This chapter draws conclusions from the EOC 

diagnosis made in the HEAR Chapter and the EOC prognosis made in the CREATE Chapter, 

discussing the implications of these findings for intervention implementation. This chapter 

begins by summarizing the significance of the research project and drawing conclusions from 

this thesis’s human-centered investigation. A consideration of the feasibility of delivering on the 

recommended EOC prognosis follows, underscoring the promise of a new global focus on 

community-based approaches to strengthening health systems. A section on avenues for future 

research then suggests questions to clarify issues of intervention delivery, both in rural Nepal and 

globally. Finally, the conclusion section returns to the idea of “practicing good medicine,” 

highlighting the potential for human-centered inquiry and community involvement to strengthen 

global health and development projects.  

The Issue 

 Maternal health care delivery systems are failing the world’s most disadvantaged women. 

Ninety-nine percent of the 1,000 maternal deaths that happen every day occur in the developing 

world, and 90 percent of these deaths are preventable with basic EOC. Millennium Development 

Goal Five, a three-quarters reduction in maternal mortality, has made the least progress of any 

Millennium Development Goal despite overwhelming evidence and consensus that intrapartum 

care can save women’s lives in childbirth (United Nations 2010, 2). In particular, EOC is the 

gold standard in terms of clinical intervention to save mothers’ lives (Burchett and Mayhew 

2009).  
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Clinicians, international organizations, and governments “know what works” to save 

women’s lives in childbirth; tragically, these interventions are not being delivered effectively 

(Burchett and Mayhew 2009). The situation in Nepal is especially severe. While 99.5 percent of 

mothers deliver with a SBA in the developed world, only about 20 percent of mothers in Nepal 

access skilled attendance during delivery, a major driver of the fact that the MMR in Nepal is 

over 35 times greater than the MMR in developed countries like the UK (WHO 2010). Obstetric 

care is especially constrained for women in rural Nepal, and most of the 281 maternal deaths per 

100,000 live births in Nepal happen in rural areas (WHO 2010). The need to transform maternal 

health care delivery systems to prevent unnecessary death among mothers in low-resource areas 

is starkly evident—particularly in Nepal.  

In partnership with the Nepali government, the doctors of global health policy and 

practice, from the World Bank to the UN to USAID, have designed EOC prognoses that attempt 

to increase EOC uptake in rural Nepal. Policies that reduce the financial burden of accessing 

EOC, offset transportation costs with conditional cash transfers, and train more SBAs represent a 

significant commitment by both the Nepali government and global health policy doctors to 

support safer motherhood in Nepal. However, Sajana, a Nepalese woman living in the 

Jharuwarasi village of Nepal, showed me that this commitment can and must be more effective.  

Thanks to large-scale prognoses, Sajana can access free delivery care at Patan Hospital 

and even receive a cash incentive to cover her travel expenses. Sajana is aware of the importance 

of accessing skilled care during delivery. So why is she among the majority of rural Nepalese 

women who do not access obstetric care? Sajana, unaware of the national program that provides 

free skilled delivery care, perceives the cost of care to be too high. She has no incentive to visit 

Patan Hospital because the last time she went there, after traveling for an hour, the doctor was 
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rude to her and served urban patients first. She doesn’t know or trust the health workers at Patan 

Hospital, so she is doubtful of the quality of care they would give her, especially since she 

doesn’t appear to be rich or high caste. Just to get to the main road, where a microbus could take 

her to Patan, Sajana would have to trek through the mud along a path that becomes nearly 

impassable during the monsoon. When I trekked along that path with Sajana on a hot day in July 

2009, I felt the maternal health market failure in the mud caked around my ankles. When safer 

motherhood interventions supplied fail to address local realities and community needs, good 

policy and EOC prognoses are rendered ineffective. 

Sajana’s experience is emblematic of the barriers women in rural Nepal face in accessing 

and using EOC. Her experience illustrates why inputs and policy commitments have only gone 

so far in supporting EOC uptake. In many cases, strategies designed in Washington, D.C., New 

York, and the city center of Kathmandu have been effective in breaking down formal barriers to 

EOC. However, these strategies have often failed to incorporate the local realities and social 

context that mediate EOC barriers. In order for policy commitment to translate into increased 

EOC access and use, EOC prognosis design must incorporate local realities and stakeholder 

input. Indeed, in an analysis entitled Increasing Access to Essential Obstetric Care: A Review of 

Progress and Process, the DFID identifies lack of community involvement as a major gap in 

health services intervention design and stresses the importance of strategies that are rooted in an 

understanding of local context (Thomas et al. 2004). 

The Approach 

In order for EOC strategies to reach women like Sajana—and translate into increased 

EOC uptake and safer motherhood—health intervention design demands a paradigm shift. This 

thesis explores that shift, investigating factors that constrain EOC access and use for rural 
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Nepalese women and designing an EOC prognosis rooted in local realities. In doing so, this 

thesis applies a human-centered design (HCD) framework to health intervention. Within this 

framework, stakeholders are the experts and local experiences drive understanding of context 

and issue complexity. This framework thereby promotes a process of problem definition and 

intervention design that is relevant and acceptable to the community. 

In employing a human-centered methodological paradigm, this thesis aims to apply the 

principles of good clinical practice to health intervention design. Clinicians design the best 

course of treatment for their patients based on the standards for “practicing good medicine”: 

understanding patient anatomy, making a diagnosis based on a good patient history, and 

involving patients in their treatment. Communities deserve nothing less. By understanding the 

anatomy of health services delivery, making a diagnosis based on stakeholder experiences, and 

involving the community in the prognosis, this thesis strives to uphold the standards for 

“practicing good medicine” to design context-specific and community-owned health 

interventions. 

This thesis’s approach to community health intervention design has implications beyond 

EOC uptake in rural Nepal. The standards for “practicing good medicine” hold promise for 

context-specific, locally owned, and more effective approaches to development work. Strategies 

that incorporate community dynamics can address the pitfalls of development work that 

implements theoretically strong interventions but that fails to take local realities into account. 

Human-centered design expands the paradigm of “designing development” in places like 

Washington, D.C. to include stakeholders in places like Jharuwarasi. Community members like 

Sajana can provide expert consultation on development challenges and opportunities—if only we 

let them. 
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The Research Questions 

 This thesis uses HCD to explore two major questions: what barriers do rural Nepalese 

women face in accessing and using EOC, and what can be done to increase accessibility and 

utilization of EOC among women in rural Nepal? In answering these questions, this thesis uses 

focus group discussions in Jharuwarasi, Nepal and secondary evaluation reports to investigate 

the maternal health care delivery system in Nepal, examine past EOC strategies, and make a 

community-based EOC diagnosis and prognosis.  

 This thesis follows the HCD framework’s three basic stages: hear, create, deliver. The 

EOC diagnosis represents the HEAR stage, identifying factors that influence EOC access and use 

based on stakeholder input. The EOC prognosis represents the CREATE stage, making 

recommendations to increase EOC uptake based on local realities. This conclusion chapter 

engages with the final stage, DELIVER. The next section outlines the major findings and 

conclusions of the research project and then considers the implications of these findings for EOC 

prognosis implementation and the delivery of accessible EOC in rural Nepal. 

 
CONCLUSIONS AND IMPLICATIONS 

 

Past EOC Strategies and Lessons Learned: INVOLVE THE COMMUNITY 

In the past, the global doctors of health policy have developed EOC prognoses within a 

binary framework, targeting areas of demand and supply. This market-based approach to 

increasing EOC uptake has often successfully addressed formal EOC demand and supply 

constraints. However, a focus on the EOC market has also often failed to involve communities, 

limiting effectiveness in bolstering EOC access and use. Past EOC prognoses in Nepal suggest 

that an effective strategy to promote EOC uptake in rural Nepal will be responsive to local 

realities and rooted in community involvement.  
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For instance, while centralized demand-creation programs, such as the removal of user 

fees and conditional cash transfer for skilled delivery, have had limited success in reaching the 

most underserved, community mobilization strategies to bolster demand have worked well in 

rural Nepal, especially when leveraging existing, accepted community organizations such as 

women’s groups (Manandhar et al. 2004). Likewise, on the supply side, the policy to increase 

availability of SBAs has paid little attention to stakeholder needs and attitudes, upgrading 

primarily upper caste women to become SBAs and thereby making lower caste women less 

likely to seek care from these providers (Institute of Medicine Nepal 2005). In contrast, a 

program to improve health post infrastructure in the Baglung district of Nepal that included 

community input has increased EOC uptake throughout the district (Thomas et al. 2004). 

The limited effectiveness of big policy solutions without community-based 

considerations and the promise shown by participatory strategies hold significant implications 

for EOC prognosis delivery. Community involvement and participation in EOC prognoses 

emerges as a critical element of success for intervention implementation. Indeed, according to 

the DFID’s analysis, Increasing Access to Essential Obstetric Care: A Review of Progress and 

Process, any program that aims to “increase access to EOC needs to include strategies and 

activities that are rooted in the local political and social context (Thomas et al. 2004).” 

Stakeholder participation can help translate EOC need into EOC uptake by addressing local 

realities that big policy solutions leave out. Leveraging existing social organizations such as 

women’s groups to facilitate community involvement holds particular potential for more 

effective EOC prognosis delivery in rural Nepal.  
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EOC Diagnosis: BREAK DOWN BARRIERS TO CARE WITH ATTENTION TO LOCAL 

DYNAMICS 

 

The HEAR chapter suggests four primary EOC barriers that perpetuate maternal health 

services delivery failure for rural Nepalese women. First, distance to health facilities 

compromises use of EOC. Not only do poor roads and the cost of transport make accessing care 

difficult, but the community desire for convenience also plays a significant role. Women value 

the ability to access care near their homes and within their communities, and thus may opt not to 

travel long distances to use EOC. Second, perceived high cost of care obstructs EOC uptake; a 

lack of community awareness of government programs to offset the financial burden of 

accessing care causes villagers to view EOC as much more expensive than it actually is. Third, 

doubts about quality of care and care providers hinder EOC uptake. Finally, the lack of respect 

women receive at hospitals based on their socioeconomic status decreases demand for EOC 

delivered by doctors at hospitals. Despite these barriers, acceptance of the importance of EOC 

for maternal and child safety is a promising community attitude that supports EOC uptake.  

 The factors that constrain EOC access and use illuminate gaps in health services delivery 

systems rooted in insufficient attention to local realities. For instance, while health services 

delivery policy ensures that women receive free delivery care at public hospitals, women who 

are unaware of these benefits or who avoid hospitals due to the disrespect they are shown reflect 

a disconnect between program implementation and the real needs and demands of rural 

communities. The implication for EOC prognosis delivery is that intervention implementation 

must be iterative. No static prognosis can capture the multidimensional factors that influence 

care uptake. This makes community participation in health care delivery strategies even more 

crucial. Only the stakeholders can provide expert consultation on which strategies fit local 
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realities and which do not. Any EOC prognosis delivery plan must be malleable and responsive 

to local dynamics. 

EOC Prognosis: LEVERAGE COMMUNITY ATTITUDES OF OWNERSHIP AND TRUST 

Based on community attitudes and local context, the community-based EOC prognosis 

responds to the EOC diagnosis and makes three primary recommendations: bring birthing centers 

to the village level, incorporate community input in the selection of health workers to be trained 

as trusted SBAs and midwife assistants, and encourage PM&E through women’s groups. 

Secondary evaluation and promising practices from the past, notably in Sri Lanka’s successful 

safe motherhood campaign, suggest that these strategies have the potential to bolster EOC 

uptake, especially among underserved and rural populations who often do not reap the benefits 

of nationally based interventions. Critical to the EOC prognosis is local ownership, community 

trust, and stakeholder participation. Community involvement is particularly significant in terms 

of intervention delivery, as it has been shown to increase program effectiveness and 

sustainability (Shediac-Rizkallah and Bone 1998, 103). 

Overall, this thesis’s investigation of factors influencing EOC uptake and analysis of 

strategies for increasing EOC access and use highlight the importance of community 

involvement and ownership. The implications for intervention delivery are that implementation 

plans should continually respond to local realities and stakeholder experiences to close the gap 

between policy and care uptake. Leveraging community ownership and trust is also an important 

component of effective EOC prognosis delivery. With this community-based approach to 

intervention implementation as a foundation, this section now considers the feasibility of 

delivering on the EOC prognosis.  
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DELIVER: Feasibility and Opportunities  

 The conclusions of the research project suggest that a gap between EOC strategies and 

local attitudes and needs on the ground obstruct EOC access and use among rural Nepalese 

women. The community-based EOC prognosis aims to address this gap and support EOC uptake 

by localizing care availability to the village level, incorporating community input to train a 

trusted cadre of SBAs, and encouraging stakeholder participation in the monitoring and 

evaluation of obstetric care. These recommendations are rooted in local realities and respond 

directly to the need for a more participatory approach to EOC delivery. But is this community-

based EOC prognosis feasible? At its foundation, the EOC prognosis favors feasibility because 

solutions are based on community needs and attitudes; the fact that stakeholders were involved in 

problem definition and intervention design promotes an EOC prognosis that is appropriate to 

local context. In practice, effective delivery of the EOC prognosis depends on both local and 

global factors.  

On the local level, feasibility requires community acceptance of the prognosis as well as 

an enabling environment and infrastructure for intervention implementation. In this respect, the 

delivery of the EOC prognosis is viable because the prognosis utilizes accepted social structures 

for implementation. For example, women’s groups, because they are a significant, accepted part 

of rural Nepalese society, support effective implementation of both community involvement in 

SBA training and PM&E. In addition, male acceptance of all three aspects of the EOC prognosis 

supports feasibility because males play a dominant role in household decision-making and thus 

male approval is critical for effective implementation (Rous and Hotchkiss 2003). Finally, rural 

Nepal already has a robust community health worker program and a network of village health 

posts, providing an enabling environment for scaling up village health facilities and upgrading 



!#!"

trusted community health workers to SBAs. These factors suggest that delivering on the EOC 

prognosis is viable at the local level. On the macro level, a new focus among global health policy 

doctors on maternal health and community-based care strategies holds potential for supporting 

effective implementation. 

One of the most critical feasibility concerns on the macro level is financing. 

Implementing the three elements of the EOC prognosis requires funding for upgrading village 

health posts, training SBAs, and supporting women’s groups in PM&E (for example, provision 

of a small budget for evaluation activities). While funds could come from reallocation of the 

Nepali government’s reproductive health budget to better support pregnancy and childbirth 

care,64 the new global Health Systems Funding Platform represents a particularly promising 

financing vehicle to support implementation. Through this platform, international donor 

organizations such as the World Bank and the Global Fund compile and align their funds with a 

country’s health priorities. The platform is already being used in Nepal, with a particular focus 

on maternal and child health (United Nations 2010, 11). This funding platform holds potential 

for financially supporting EOC prognosis delivery. 

Perhaps most promising for delivery of the EOC prognosis is that it aligns with new 

initiatives of global health policy doctors. For instance, the UN Global Strategy For Women’s 

and Children’s Health, released in September 2010, stresses the importance of the three elements 

of the EOC prognosis, extending the reach of services to the community level, building health 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

'%"See Chapter Two for a discussion of funding allocation in Nepal’s reproductive health sector. The majority of the 

budget goes to family planning, while only four percent of reproductive spending is allocated to pregnancy and 

childbirth care. As described in Chapter Two, the Sri Lanka case suggests that Nepal should devote more of this 

budget to pregnancy and childbirth care. With recent pledges to support safe motherhood, such as the 2006-2017 

National Safe Motherhood and Newborn Health Long-Term Plan, the Nepali government could support EOC 

prognosis delivery by allocating more of the reproductive health budget to pregnancy and childbirth health services. 
 

"
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workforce capacity, and involving the community in monitoring and evaluation. The UN strategy 

even asserts that, “community-based efforts should hold governments and other organizations 

accountable,” endorsing PM&E as a critical part of safe motherhood programs (United Nations 

2010, 14). In addition, the EOC prognosis embodies the ideals of the new US Global Health 

Initiative (GHI), a six-year, $63 billion aid program with a special focus on maternal and child 

health that aims to increase access to health services through community engagement.65  

The new, growing focus among global health policy doctors on both maternal health and 

community-based health care delivery strategies presents opportunities for EOC prognosis 

delivery. The EOC prognosis is an attractive candidate for a pilot program because it can 

transform the policy goals of global doctors into concrete action. A pilot program under the GHI 

holds particular potential for supporting EOC prognosis delivery. Nepal was named one of eight 

GHI PLUS countries in June of 2010. GHI PLUS countries are meant to function as “learning 

laboratories” to test new health care delivery strategies and thus receive increased funding and 

accelerated program implementation support (USAID 2011). Together, the eight GHI PLUS 

countries received $1.4 billion in 2010 for implementing health systems interventions (Michaud 

and Kates 2011, 5). This new commitment to testing community-based health interventions in 

Nepal holds potential for supporting EOC prognosis delivery (See Appendix E for a more 

detailed consideration of how this thesis’s EOC prognosis can be disseminated and delivered).  

Not only does the global focus on community involvement and health systems 

strengthening increase feasibility of EOC intervention implementation in rural Nepal but it also 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

65 The GHI represents a “new business model” for US global health aid (USAID 2011). The GHI takes a woman- 
and girl-centered approach to address health systems bottlenecks that constrain access to quality care. The vision of 

the GHI is to create strong, sustainable health systems led by partner countries and supported by programs that 

engage communities. One of the GHI’s specific goals is to reduce the MMR by 30 percent by 2015 in the countries 

that it supports (USAID 2011). The GHI’s specific focus on community ownership and maternal health aligns with 

this thesis’s community-based EOC prognosis for rural Nepal.  
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represents a broader opportunity to redesign the way the health care is delivered globally. The 

market-based approach that aims to break down formal barriers to care is slowly being replaced 

by a human-centered approach that recognizes the need to design health systems around local 

context and community participation. The attention being paid to community-based health 

systems strengthening can make EOC prognosis delivery on the ground in Nepal more viable, 

but this shift in focus also has larger implications that support human-centered care delivery 

models throughout the world. However, the implementation of the EOC prognosis and 

community-based models of health care delivery more generally must be rooted in further 

research to better understand implementation opportunities and obstacles and to investigate the 

potential for replication. The following section suggests avenues for future research. 

 

DELIVER refined: AVENUES FOR FUTURE RESEARCH 

 

DELIVER why? 

Should the EOC prognosis be implemented throughout rural Nepal? Focus group 

discussion in the village of Jharuwarasi lays the groundwork for this thesis’s inquiry and EOC 

prognosis design. Further research is needed to expand the area of study and sample size to 

evaluate whether or not the EOC diagnosis and prognosis applies throughout Nepal, both in 

differing rural areas and urban areas. Delivering on the EOC prognosis throughout Nepal is only 

relevant if similar local dynamics and community attitudes make the community-based EOC 

prognosis acceptable and potentially effective. 

DELIVER how? Feasibility and Obstacles 

 What specific factors influence the potential success of the EOC prognosis on the 

ground? A more rigorous investigation of implementation challenges would strengthen the 

delivery of the EOC prognosis. For example, how would mixed-caste communities engage in 
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PM&E? Would some groups still be excluded from community participation and if so how could 

this issue be addressed? On a more macro level, research is needed to determine the 

sustainability of localizing EOC to the village level. How can supply chains ensure availability 

of basic obstetric drugs and materials needed to maintain functionality of basic EOC at the local 

level? Would the Nepali government or the global doctors of health policy direct funds toward 

localizing the availability of EOC even when transport incentive schemes technically already 

allow women to access care? An investigation of implementation feasibility and logistics must 

assess how EOC prognosis delivery can be integrated into broader Nepali infrastructure and 

development programs. 

DELIVER what? Rethinking the “the keystone in the arch of safe motherhood”
66

 

Is EOC uptake the right focus for reducing maternal mortality? This thesis takes EOC 

access and use as a critical component of safe motherhood. While EOC is the gold standard for 

safe delivery care, some studies suggest that EOC uptake is not necessary to ensure safe 

motherhood (Burchett and Mayhew 2009). For example, skilled birth attendance in the home 

with a good referral system in cases of obstetric complications has been shown to reduce 

maternal mortality (Koblinsky et al. 1999). Further research that investigates different models of 

maternal health care delivery is needed to determine which health care delivery strategies are 

most feasible, cost-effective, and successful in specific low-resource areas. 

DELIVER where? Potential for Replication 

 Could this thesis’s community-based approach to supporting EOC uptake work 

elsewhere? Is this approach appropriate for improving health systems globally and for 

development projects beyond the health sector? This investigation has focused specifically on 

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

66 Kristof and WuDunn assert that EOC is “the keystone in the arch of safe motherhood (Kristof and WuDunn 

2010).” 
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EOC access and use in one community in rural Nepal. Further research is needed to assess the 

potential for replication of this thesis’s recommendations as well as its framework. Can strategies 

of localized care availability coupled with community participation strengthen overall health care 

delivery systems? Also, does the human-centered framework employed in this thesis hold 

potential for other development projects? While anecdotal success of HCD in other development 

sectors, such as clean water delivery, suggests that HCD is a promising tool for global 

development,67 future research should evaluate the potential of HCD for promoting development 

across sectors. 

 
CONCLUSION 

 The standards of good clinical practice are patient-centered. Care providers should 

understand the patient’s anatomy, take a thorough patient history to inform the diagnosis, and 

involve the patient in the prognosis to ensure that the treatment plan is appropriate. In contrast, 

health systems interventions often center not on those that need care but on issues of health 

services supply and formal barriers to care such as financing structures and transport 

mechanisms. However, the macro-level focus of health systems intervention design often 

removes formal barriers to care without addressing community dynamics that deeply influence 

care access and use. In order for health care to reach those who need it most, strategies of care 

delivery must involve the stakeholders and incorporate local context and community needs. In 

other words, health systems interventions must “practice better medicine.” Communities deserve 

a human-centered diagnosis and prognosis that responds to their specific needs and experiences.  

""""""""""""""""""""""""""""""""""""""""""""""""""""""""

'("IDEO’s HCD Toolkit, discussed in Chapter One, has been used successfully to solve social problems throughout 

the developing world by organizations such as Acumen Fund, Heifer International, and Micro Drip (Brown and 

Wyatt 2009).!The HCD Toolkit, a general roadmap for conducting human-centered inquiry and designing solutions 

to social problems, represents an opportunity to promote HCD throughout the development sector. 
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 This thesis employs a human-centered design framework to make a community-based 

diagnosis and prognosis for EOC access and use in rural Nepal. The investigation highlights the 

importance of community involvement for promoting EOC uptake. More broadly, the project 

suggests that community ownership and participation hold promise for transforming health care 

delivery strategy into actual care uptake.  

 “Practicing good medicine” and designing human-centered interventions represent an 

opportunity for global health and development projects to better respond to local context and 

community needs. Giving stakeholders a voice can close the gap between interventions supplied 

and local realities. Sajana showed me that good ideas fail to translate into better outcomes unless 

they respond to community needs and attitudes. Effective development work demands that we 

position stakeholders like Sajana as the true consultation experts. 

 
 

Thank you for the opportunity to listen. 
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APPENDIX A: Guiding Focus Group Questions 

 

The key to the HCD approach is to structure interviews to allow free-flowing responses 

that shed light on community needs and desires while retaining focus on the specific area of the 

design challenge, in this case an effective EOC diagnosis and prognosis. 

HCD Insights: 

• Scenario-based questions or sacrificial concepts help to make abstract questions more 
accessible and reveals community priorities 

• Asking WHY encourages participants to express underlying reasons behind their 
behaviors/attitudes 

Approach: My interview approach encompassed these insights through semi-structured focus 

group guiding questions, utilizing sacrificial concepts and “why” follow-up questions. The free-

flowing nature of the focus group questions enabled dialogue yet retained focus. 

A. Decision-making/ Autonomy 
a. Do women in your village seek EOC always or do they seek EOC only if 

there is a complication? 
b. When would a woman in your village seek maternal health services from a 

traditional healer?  
c.  When would a woman in your village seek maternal health services from a 

trained health professional? 
d. Would a woman in your village prefer to give birth at home or at a medical 

center? Why? 
e.  Who would a woman in your village want to be present at the birth? Why? 
f. Who decides when a woman in your village should go to the hospital? Who 

pays? 
B. Infrastructure/Transportation 

a. How does a woman in your village get to the nearest hospital? How long does 
this take? How much does this cost? 

b. Is it considered inauspicious to keep emergency transportation like dokos 
readily available? 

c. Would a woman’s ability to be transported to a hospital be affected by her 
caste? 

d. How does the monsoon season affect transportation to hospitals? 
C. Economic Conditions 

a. How much would you expect it to cost for a woman to receive maternal health 
care from a traditional healer?  

b. How much would you expect it to cost for a woman to receive EOC from a 
medical professional at a hospital? 
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c. If maternal health services from a traditional healer and a medical professional 
were the same price, which one would women in your village go to? 

d. Does the expense of medical care deter women in your village from seeking 
care? Does it deter family members of the women in your village from 
allowing women to seek care? 

e. Are men in your village willing to give their wives money for EOC at a 
hospital? 

f. If the head of the household had to choose between paying for EOC or paying 
for new farming equipment, which would he choose? 

g. How soon after delivery does a woman resume all her household duties? 
D. Quality of Services/ Method of Delivery 

a. Does poor quality of medical care deter women in your village from seeking 
care? Does it deter family members of the women in your village from 
allowing women to seek care? 

b. What services need to be improved to increase uptake of EOC?  
c. Should the village health post increase the maternal health services they offer 

or should maternal health services take place only in hospitals? 
d. Is a consultation with a health professional worth the money? Why? Why not? 
e. Would households in your village choose to pay for EOC or use that same 

money toward household items/goods? Why?  
f. Would families be more likely to seek EOC if the quality of care was better? 
g. Would families be more likely to seek EOC if services were offered nearby, 

such as in the village health post? 
h. How much are households in your village willing to pay for good EOC from a 

health professional?  
i. Would households be willing to pay more for better maternal health services? 
j. If health services improved but also increased in price, would women in your 

village be more or less likely to seek EOC? 
k. Does the wait time at public hospitals deter women from accessing EOC?  
l. Would households be willing to pay more for a shorter wait for health 

services? 
m. Is maternal health care better at private hospitals or public hospitals? Why? 
n. Do you think private health posts would do a better job than government-run 

health posts? 
o. How can SHEWD help women in your community receive better maternal 

health care and EOC in particular? 
E. Intervention Feasibility/Acceptability/Potential Effectiveness 

a. Village Health Workers (VHWs) and Maternal and Child Health Workers 
(MCHWs) 

i. How often does a VHW/MCHW go out to your village? 
ii. Are VHWs /MCHWs trusted in your community? 

iii. Would a woman in your village rather seek care from a VHW/MCHW 
or a traditional healer or a doctor at the clinic? 

iv. Are VHWs/MCHWs helpful? 
b. Women’s Groups 
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i. Do family members of women in your village approve of them 
participating in women’s groups? 

ii. If a women’s group raises funds, are they free to decide how to spend 
the funds? Do their husbands decide? 

iii. Would women in your village enjoy being part of a women’s group? 
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APPENDIX B: Focus Group Demographics 

 

The ward four VHW initially recruited ten Chhetri female participants. Eight Chhetri 

women attended and participated in the focus group interview. The ward four VHW initially 

recruited five Chhetri male participants, and all five males attended and participated in the focus 

group interview. The ward eight VHW initially recruited nine Dalit female participants, and all 

nine Dalit women attended and participated in the focus group interview. The ward eight VHW 

initially recruited seven Dalit male participants. Four of these Dalit males attended and 

participated in the focus group interview. An additional three Dalit men were recruited the 

morning of the interview, all of which participated in the focus group interview. Focus groups 

ranged in size from five to nine participants (mean, 7.25). 

Of the total 29 focus group participants, 12 (41 percent) were men and 17 (59 percent) 

were women. Thirteen (45 percent) were of the Chhetri caste and 16 (55 percent) were of the 

Dalit caste. Ages of participants ranged from 18 to 58, with a mean of 31. Years of education 

ranged from 0 to 16, with a mean of 5.069 (see table A.1 on the following page). Across males 

and females, members of the Chhetri caste had more years of education and higher personal 

monthly incomes than members of the Dalit caste. Chhetri women had a mean education of 4.4 

years and a mean personal monthly income of NRS 1,062.5 while Dalit women had a mean 

education of 2.3 years and a mean personal monthly income of NRS 966.7. Likewise, Chhetri 

men had a mean education of 12.4 years and a mean personal monthly income of NRS 5,000.0 

while Dalit men had a mean education of 5.1 years and a mean personal monthly income of NRS 

2,814.3. 
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Table A.1: Focus group participant demographics, n =29 

 

Sex 

Male 41% 

Female 59% 

Caste 

Chhetri 45% 

Dalit 55% 

Mean Age (in years) 31 

Mean Education (years) 5.069 
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APPENDIX C: Focus Group Logistics 

 

Sarita Kc and Chapa Karkia, residents of Jharuwarasi and widely respected community 

members, conducted all focus group interviews in Nepali. Facilitation by well-known and 

respected community members was integral to the success of the qualitative research process 

because interviews were a foreign concept to the people of Jharuwarasi, and their distrust of this 

odd activity needed to be addressed through people they respected.  

The two focus group interviews of Chhetri male and female residents of ward four took 

place in a shared community space next to the village volleyball net, a location convenient for 

the residents of ward four. The two focus group interviews of Dalit male and female residents of 

ward eight took place in the conference room of the village health post, a shared community 

space convenient for the residents of ward eight. Community members explained that these 

places were seen as welcoming to all people. In addition, holding discussion in a shared 

community space prevented against people agreeing to participate and then not showing up to the 

focus group. As locals explained to me, if people agreed to meet in a shared space, they would 

feel accountable to the community and be more likely to show up and participate in the focus 

group. 

Focus groups took place in the morning, and participants were given a choice between 

milk tea and juice as community members do not typically eat breakfast. Before focus group 

discussion began, participants were reminded that all responses should be kept confidential. 
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APPENDIX D: Coding Categories 

 

 Coding categories were informed by previous literature on factors that influence EOC 

attitudes and uptake in Nepal. The following table lists the coding categories used, gives an 

example from focus group transcripts of a statement that would fall within each category, and 

cites the literature that informed each category. 

Table A.2: Coding categories 
 

CODING CATEGORY EXAMPLE JUSTIFICATION FROM 

PREVIOUS SCHOLARSHIP 

Knowledge and perceptions of 

maternal health risks 

“It is a risk to give birth in the 

home.” 

(Price and Pokharel 2005): Local 

knowledge of obstetric danger signs 
affects EOC use 

Perceptions of doctors and hospitals “The doctor will also behave 

according to the patient’s status. If 

they are a high class family, the 

doctor will give them good 

attention, otherwise not.” 

This was the only category for 

which there was not a strong 

precedent in existing literature; 

however, this emerged as an 

important EOC issue 

Perceptions of EOC cost “The hospital will ask for a deposit, 

but we are low caste and we cannot 

afford this.” 

Price and Pokharel 2005;(Wagle, 

Sabroe, and Nielsen 2004); (Bolam 

et al. 1998): Socioeconomic status 

as well as financing options are 

shown to affect EOC uptake. Focus 

groups added complexity to this by 

highlighting how perceptions of cost 
factor into this. 

Household Dynamics/Family 

Structure 

“Nowadays, (the) mother-in-law has 

changed like the environment has 

changed.” 

(Furuta and Salway 2006)Women’s 

participation in household decision-

making can increase EOC uptake 

Community Health Workers 

(CHWs) 

“We trust the MCHW (maternal and 

child health worker).” 

(Nepal Family Health Program II 

and New ERA 2010b)A USAID-

sponsored report shows that CHWs 

are integral for promoting safe 

delivery practices among Nepalese 

women 

Proximity and Transportation “Women first look for health 

services locally.” 

Price and Pokharel 2005;(Wagle, 

Sabroe, and Nielsen 2004): Both 

distance and transport mechanisms 

play a role in EOC access and use  

Perceptions of EOC quality “They prefer a medical center where 
they can get good care.” 

(Acharya and Cleland 2000): There 
is a pronounced positive 

relationship between quality of care 

and maternal health service uptake 
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APPENDIX E: Dissemination and Delivery of the Thesis Project 

 

The goal of this thesis is not to sit on a shelf, but rather to inform EOC intervention 

implementation in Nepal. In order to translate the recommendations of this thesis into action, I 

am pursuing a two-part plan.  

(1) Outreach and Dissemination: The goal is to leverage new policy commitments of both the 
Nepali government and global health policy doctors to support delivery of this thesis’s 
recommended EOC prognosis.  

• Outreach to the Nepali government: The Nepali government has made a commitment to 
increase EOC uptake among poor, rural women in its NSMNH Long-Term Plan. 

• In an aim to inform the Nepali government’s maternal health programming, this thesis’s 
recommendations are being disseminated to the safe motherhood division of the Nepali 
government. 

• Outreach to global doctors: The US GHI is in the early stages of implementation in 
Nepal; access to health services for women is a major priority area.  

• This thesis’s recommendations are being disseminated to the GHI consultation team. The 
aim is to inform GHI programming in Nepal. 
 
Poor conduits for dissemination of community-based interventions to policy-makers and 

practitioners on the ground may limit the reach of this project, reflecting the larger issue of 

top-down and not bottom-up infrastructure for health intervention planning and 

implementation. This issue reinforces the importance of a paradigm shift within development 

work to include communities and local stakeholders in problem definition and intervention 

design. 

(2) Partial Pilot: Rapid prototyping and piloting in order to test out solutions is an integral part 
of the HCD approach according to IDEO’s HCD Toolkit. A portion of the EOC prognosis is 
being implemented in Jharuwarasi, Nepal with a capstone grant from the Watson Institute for 
International Studies at Brown University. A local health worker, chosen by the community, is 
currently enrolled in a government SBA training course. The goal is to illustrate the effectiveness 
of this element of the prognosis or refine the prognosis based on this pilot. This pilot can then 
inform and support larger-scale intervention implementation.  
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