
SUPPLEMENTAL FILE 3: CASE-STUDY NEPAL   

A mentoring program aiming at improving clinical skills and health facility management for improved 

quality of care has been implemented in Nepal in 2014, with demonstrated effectiveness on staff 

maternity performance and motivation. 

The table here below presents the main features of this program, using the WHO reporting standards 

for sexual, reproductive maternal, newborn child adolescent health intervention.  

 

Section and item 

name 

Item description 

Program Overview 

Rationale  In 2014, Nepal had made significant progress in reducing maternal and infant mortality. The 

health service coverage for basic services had improved, with institutional deliveries 

increasing from 18% in 2006 (NDHS 2006) to 55% in 2014 according to the multiple indicators 

cluster survey. However, the quality of sexual and reproductive health services still varied 

widely and many women did not have access to safe and assisted births. Services for 

vulnerable populations, such as the rural and urban poor, women, adolescents and 

marginalized people (e.g., drug users) are often of poor quality. 

   Objectives 

The objective of the project is ‘Improving Maternal and Newborn Health, with a focus on 

emergency obstetric and newborn care and the referral system. Two of the three working 

packages included in this project relate to the improvement of quality of care: 1. Improving 

the quality and availability of emergency obstetric and newborn care; 2. Enhancing 

institutional capacity for effective facility management and quality improvement. 

The project’s core intervention was the use of clinical and management mentors for on-site 

assessment and mentoring to improve service quality for Basic and Comprehensive 

Emergency Obstetric and Newborn Care (BEONC/CEONC). 

Start and end 

date 

The first phase of the project was implemented from 6/2014 to 7/2016, followed by a second 

phase 9/2016-6/2018 including a few readjustments on the approach and the intervention 

sites.   

Setting and 

Context 

The program took place in Nepal, Far-Western, Mid-Western and Central regions; During the 

first phase, the program was implemented in 58 hospitals in 10 intervention districts; 9 

CEONC hospitals, 25 BEONC primary health care centres, and 24 selected birthing centres; In 

the second phase, 61 health facilities from 7 districts have been covered by the program. 

Overview of the context: For several years, government and non-government entities 

involved in reproductive health sector have considered introducing on-site mentoring to 

improve and maintain the quality of RH services. Mentoring was already used successfully in 

one program aiming to expand abortion care in Nepal.
1
 In 2014, a CEONC mentor position 

was created in the Family Health Division / MOH. 

Stakeholders Program target population: The primary beneficiaries are pregnant women and newborns 
residing in the project districts. The project activities currently involve health staff working in 

birthing centers, BEONC and CEONC health facilities, and district health officials.  

Implementing organization(s): As part of the Nepalese-German programme ‘Support to the 

Health Sector’, GIZ has supported the Family Health Division of the MoH in implementing the 
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project ‘Improving Emergency Maternal and Newborn Care’ (2014-2018).  The component of 

the thematic area ‘Sexual and Reproductive Health’ has been contracted to GFA Consulting 

Group GmbH and its technical partner Jhpiego (2014-2016) management4Health and its 

technical partners Options and Evaplan (2016-2018).   

Partners and other stakeholders: Ministry of health/Family health division, National Health 

Education Center, UNICEF, DFID, UNFPA, USAID, Nick Simon Institute 

How the different stakeholders were involved in program development and/or 

implementation. The concept was developed in consultation with relevant stakeholders 

working in the areas of maternal and newborn health in Nepal particularly; UNICEF, UNFPA, 

DFID/NHSSP, USAID/H4L, NSI, and WHO. The program was designed to build on and 

complement the contribution of other organizations; i.e there was lots of support in SBA 

training and ensuring the availability of the necessary equipment whereas the project’s 

contribution was to ensure the proper utilization of skills acquired from training through 

onsite mentoring, as well as maximum use of provided equipment with emphasis on 

improving the management capacity. 

Funding 

source(s) 

Name of program donor/funding source(s: German Development Cooperation 

or GIZ on behalf of the German Federal Ministry of Economic Cooperation and Development 

Theory of change 

and/or logic 

model 

The program is based on the Standards-Based Management and Recognition approach
2
 

developed by Jhpiego since 1997 and implemented in more than 30 countries. This practice 

creates opportunities to change management skills needed to address complex problems. The 

four SBM-R steps are: 1/Setting objective performance standards with observable criteria; 2/ 

Implementing the standards in systematic way; 3/ Measuring progress to guide the 

improvement process toward the standards; 4/ Rewarding achievement of standards.  

Human rights 

perspectives 

If and how gender, equity, rights and ethical considerations were integrated into the program. 

The target group of the project prioritized equity; young people, pregnant women, mothers. 

The project interventions addressed quality, utilization, and equity by selection of target 

group; young people, pregnant women, mothers and newborns by the selection of 

geographical intervention areas where the people are very poor and disadvantaged. Through 

the project activities, working with service providers has led to increased access to the 

vulnerable and disadvantaged in the target communities. Similarly, training the service 

providers, who are mostly women, has helped empowering them by increasing their 

confidence in their professional skills. The focus on the improvement of facility management 

through engagement with the local management committees promotes and contributes to 

gender equality. 

Program Components and Implementation 

Program 

planning 

How activities were decided upon and why : In Nepal, non-governmental organizations have 

successfully used on-site clinical mentoring of auxiliary nurse midwives to expand delivery 

care to the primary level in Nepal.
3 

The Family Health Division of the Ministry of Health (MoH) 

expressed its interest for further developing mentoring in additional technical fields. 

Components/Act

ivities (Please 

repeat for each 

component) 

Detailed description of the core program components/activities: 

Ten mentors worked in pair of one clinical and one management mentors visited the 

supported health facilities to mentor the clinical and management personnel using the 

approach of Standards-Based Management and Recognition (SBM-R). Mentoring of CEONC 

staff (obstetricians and gynaecologists) was done by 15 CEONC mentors, working in teams of 

1 obstetrician, 1 anaesthesiologist and 1 operation theatre techniques and management 

expert. Newborn care mentoring, especially at the hospital level was introduced with the 

engagement of a newborn specialist short term expert.  
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The mentors have been using several sets of MNC quality improvement tools. Each QI tool is 

digitalized and contains the standards for a defined clinical or management procedure that 

can be controlled through verification criteria. For example, the CEONC Tool 2 on caesarean 

section has five standards and a total of 67 verification criteria. Teaching aids such as 

obstetrical models for demonstrating practices are available to the mentors.  

- Topics covered by QI tools for skilled birth attendants: conducting normal delivery, 

immediate newborn care, newborn resuscitation, partograph and decision making skill, 

management of shock due to postpartum haemorrhage, referral, vacuum delivery, 

kangaroo mother care, postpartum haemorrhage condom tamponade, management of 

eclampsia, preparation of chlorine solution, putting on sterile gloves, decontamination, 

cleaning instruments, sterilization by autoclave.   

- Topics covered by QI tools for advanced skilled birth attendants and CEONC sites: 

Infection prevention, caesarean section, laparatomy for ectopic pregnancy  and repair of 

ruptured uterus, subtotal hysterectomy, condom tamponade, blood transfusion, pre-

anaesthetic check-up, local anaesthesia, spinal anaesthesia, ketamine anaesthesia, 

general anaesthesia, operation theatre techniques and management. 

- Topics covered by QI tools health facility Management: Committee Structure and 

Function; MNC Policies and guidelines; MNC Facility Management and Support Services; 

Budget, facility management and financial management; Staff and human resource 

management; Hygiene, Infection Prevention and Waste Management; Information 

management and HMIS; Transport and communication.  

- Topics covered by mentoring activities for improving newborn care: Triage to identify 

sick newborns, management of hypoglycaemia, management of seizures, newborn 

resuscitation, feeding normal and low birth weight babies, neonatal sepsis, respiratory 

distress syndrome, management of neonatal jaundice, pre-discharge check up. 

 

Mentoring visits begin with introduction meeting, followed by the individual assessment of 

mentees for each QI tool (through observed structured clinical examination). Feedback is then 

given to each mentee and the mentor demonstrates the correct steps using the teaching aid. 

Finally each mentee repeats the procedure. Where possible, mentoring is reinforced through 

engaging with real patients. Mentoring visits conclude with a meeting with mentees, 

supervisors and district health authorities whenever possible; a joint action plan is then 

prepared setting out actions to be taken to close gaps in meeting standards. Follow-up is 

ensured by phone advice or review on the next mentoring visit.  

 

Rewarding: During the first phase of the program, the clinical mentees were provided with a 

certificate of appreciation for their participation in mentoring and their improvement in skills 

and knowledge. The project also supplied certain equipment and supplies to the health 

facilities which were very committed to improving the quality of services as a reward. 

Quality 

assurance 

mechanisms 

Mechanisms used to ensure the quality in the implementation of activities: The project team 

periodically reviews the project outputs and uses the findings to adjust the activities.  

Efforts used to increase and sustain participation of stakeholders (e.g. incentives). 

Monitoring of Implementation 

Monitoring 

mechanisms 

How the program implementation process was monitored: An internal program monitoring 

system is in place to track timely performance of project activities, and generate quarterly 

and annual reports. Areas of performance regularly monitored include the status of the 

health service utilization, the status of service delivery (signal function availability and 

readiness), the service quality, the knowledge, skills, and practice of mentored health staff. 

Coverage/Reach Coverage of the program activities: As of December 2017, there were 197 clinical SBAs and 
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and Drop-out non SBAs, 16 CEONC, and 409 management mentees supported by the second phase of the 

program. 

Non-participation and dropout among the target populations. A certain percentage of 

mentees were not able or willing to participate in the mentoring program. During the first 

phase of the project, only 40 percent of mentees who enrolled at the beginning of the 

intervention continued until the end of the project. This is due to transfers, study leaves and 

other factors.   

Acceptability Acceptability of the program among stakeholders: The program has been well accepted by 

health authorities as evidenced by their participation to the preparation activities and the 

mentoring sessions. 

Factors affecting 

implementation 

Description of key barriers and facilitators to program implementation, including contextual 

factors (e.g. social, political, economic, health systems). Different  factors affected the 

implementation of the program i.e. staff transfers and vacancies, inadequate budget 

allocation and timely disbursement, weak clinical networks and lack of clear defined 

responsibilities.  An additional challenge was the changing federal context affected project 

implementation. 

Evaluation and Results 

Evaluation Type of evaluation(s) conducted 

A- Operational research on effectiveness (including cost-effectiveness) and feasibility of on-

site mentoring  

 B- A field trial which tested the implementation of a Government Clinical Mentors 

programme in order to learn what factor would affect the engagement of experienced 

government maternity staff as clinical mentors, in two districts of the Far-western and the 

Mid-western regions  

Evaluation methods.  

A- The study design of this operational research was a quasi-experimental pre-post case-

control study.  23 health facilities selected from 5 intervention districts were purposely 

chosen among the 10 districts where mentoring is implemented, to represent the geographic 

diversity of Nepal; and 10 health facilities from 2 control districts selected for their similarity 

with intervention districts. Baseline, midline and end line assessments were conducted in the 

intervention group while assessments were only done at midline and end-line in the 2 control 

districts. Clinical assessments bore on normal delivery, immediate newborn care and 

complications during labour and childbirth (tools 4 and 7).  Management assessments focused 

on management tools 1, 3 and 6. 

B- The field trial was an experiment for which the process and participants’ perception were 

analyzed. Two maternity staff were appointed to work 15-20 days per month as Government 

Clinical Mentors. Replacement staff was also nominated to fill the staffing gap created during 

the trial time. The GCM initially worked with the project mentors then independently 

extended the mentoring activities to health facilities not included in the project, using the 

same tools and materials as project mentors. They recorded their daily activities and 

summarised their experience, and lessons learned as the end of the field trial. 

Results Description of the program results, as of December 2017 

Results from the quasi-experimental pre-post case-control study of effectiveness and 

feasibility of mentoring (Evaluation A) 

- Clinical mentoring: Clinical mentees from intervention facilities at all three service levels 

(Birthing centers, BEmONC, CEmONC) significantly improved their performance in both 

assessed tools – Tool 4, Normal Delivery and Immediate Newborn Care and Tool 7, 
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Complications during Labour and Childbirth – over the course of the intervention. When 

considering the average percentage of standards met, two-fold and three-fold 

improvements were observed for Tools 4 and 7, respectively. While clinical mentees at 

intervention sites significantly improved their average scores between the two 

assessments, the average performance scores of health workers at control sites did not 

improve significantly. The increased performance in clinical mentees was attributed to 

the mentoring intervention, as national training events or other non-mentoring capacity 

development interventions had no discernible effect in the control group.  

- Management mentoring: All intervention facilities showed significantly increased 

management performance, from baseline to end-line, in the three tools assessed over 

the course of the intervention. Between midline and end-line, the control facilities also 

demonstrated improved performance for two of the three assessed tools (tools 1 and 6). 

The study therefore indicates that on-site mentoring has likely improved competency in 

facility management and support services, but other interventions such as national 

training, supervision visits and other routine activities achieved similar increases in 

management performance at control sites. 

- Perception of mentoring: most clinical and management mentees were satisfied with the 

mentoring intervention and almost all (97% of clinical mentees, 100% of management 

mentees) would recommend mentoring to their peers in other facilities. They felt that 

mentoring was more effective and sustainable than in-service trainings. Clinical mentees 

and district health authorities reported increased skills and improved work practices. 

District health authorities also favoured mentoring over traditional training. 

Results from field trial of government clinical mentoring (Evaluation B) 

Experienced maternity staff volunteered to work part-time as Government Clinical mentors 

within their district. Their mentoring was well accepted by maternity staff. Part-time 

mentoring was found to be a good model.  

These improvements led to an increased number of CEONC hospitals operating as functional 

sites.  

Costs-analysis 

A cost-analysis was included in the quasi experimental pre-post case-study study. The unit 

cost of 11 months of clinical mentoring has been estimated at 2695 euros / health facility with 

4 SBAs; while the same cost for management mentoring would be 2190 euros/ health facility 

with 5 management mentees.  

Synthesis 

Lessons learnt Appraised weaknesses and strengths of the program 

•  On-site clinical and management mentoring effectively increased the clinical 

competences and performance of health workers and improved facility management.  

• Combined clinical and management mentoring showed synergies: an improved enabling 

work environment supported improvements in clinical practice.  

• On-site mentoring in remote locations requires motivated mentors, engaged mentees 

and local ownership by management bodies of health facilities.    

• Mentoring builds teamwork (confidence, motivation, sense of  ownership and pride) and 

acquires support from the hospitals and health facility committees. 

• Mentoring promotes the mobilisation of local resources for incremental service and 

facility improvements.  

• Repeated joint visits by clinical and management mentors helped to build the habit of full 

team/committee discussions of clinical service issues, gaps, progress and plans.  

• Responsibility increased (teams conducted clinical visits in other facilities of the district). 

 

The Operational research
 
indicated that combined clinical and management mentoring led to 

improved clinical competence and facility management performance. However, many district 
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supervisors reported that the work environment had little changed over the project period, 

and stressed the need for more equipment and infrastructure support in addition to 

mentoring.  

Sustainability Reflections on the sustainability of the program over time  

The project functioned as an integral part of the MNC programme of the MOH. The project 

team closely coordinated with health officials at central, regional, district and facility levels. 

MOH and the national Health Training Center were involved in the training of the mentoring 

teams. The QI tools used for monitoring mentees’ progresses were based on MOH existing QI 

tools for SBAs, CEmONC and newborn care staff. Orientation meetings held at district level 

were led by district health authorities, who were also invited to join mentoring sessions. 

This MOH involvement greatly contributed to the acceptance of mentors at health facility 

level. 

In various occasions, some particularly skilled and motivated mentees were promoted to take 

on assessment or mentoring activities, after additional training on specific mentoring tools, 

and under close supervision by the project mentors; Through these experiences, they gained 

skills on how to implement mentoring in various settings, building the local capacity to ensure 

mentoring on the long term. 

Scalability Description of the scale-up of all or some programs activities, or any plans for scale-up. 

In order to expand the experiment on the part-time Government Clinical Mentors; additional 

funds would be required for MOH to fund extra staff to fill the staffing gap during the 

mentoring activities; to cover travel and accommodation costs and daily subsistence 

allowances; Similarly, Government Clinical Mentors should be equipped with means and skills 

to record, track and analyse mentees’ progresses as the mentoring program moves forward. 

Additional 

information 

(optional) 
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