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Introduction

Safe Motherhood Network was established in 1996 (2053 B.S.) and registered as a Federation with the District Administration Office, Kathmandu on Chaitra 15, 2061.  SMNF Nepal has since been implementing the government’s Safe Motherhood Guidelines and Programs, both at community and national levels. The Federation has also been reinforcing and supporting the government’s efforts to reduce maternal mortality and morbidity rates in the country according to Nepal’s commitment to the Millennium Development Goals (MDGs).

SMNF Nepal has been working with various stakeholders in the field of maternal and neo-natal health through continued advocacy and awareness creation activities since its establishment. 

SMNF Nepal felt there was a need for a national level conference to review the situation related to maternal mortality and morbidity in Nepal by bringing together all the stakeholders under a common platform and hence the Second National Safe Motherhood Conference was held on August 28 and 29, 2006.

Objective

The National Conference aimed to

· Review existing and emerging issues.

· Discuss national policy, strategy and social issues and identify the way forward.

· Exchange best practices from all stakeholders, including GoN.

· Increase the knowledge, understanding and skills of stakeholders about the role of advocacy, social mobilization and networking for policy change and action for provision of quality maternal and neo-natal care.

· Facilitate national discussions and identify strategies to reduce policy socio economic & legal barriers to quality safe motherhood for women and their newborns

·  Sensitize all stakeholders about the vision, mission, objectives and strategies of the Safe Motherhood Network Federation of Nepal and update the participants about various activities.

Conference Themes

The following three themes were identified for the National Safe Motherhood Conference:

1. Safe Motherhood: Policy and Strategies
2. Safe Motherhood and Neo-natal health care: Technical Aspects
3. Safe Motherhood: Social Aspects.

Conference Participants

1. District & Community level partners of SMNF including CBOs, NGOs, along with INGOs, GOs and the private sectors.

2. Social Scientists and Researchers on maternal and neonatal health working in national and international context.

3. Health service providers at all levels

4. Policy makers from GoN.

5. EDPs working on health and social issues in Nepal.

The conference was participated by a total of 350 representatives of different government, non-government and private organizations.

Supporters of the Conference

1. ADRA

2. BNMT

3. UNICEF

4. WHO

5. UNFPA

6. SSMP

7. GTZ

8. SC/US

9. SDC

10. CAED

11. NFHP

Day I (28th August 2006, Monday)
Plenary # I: Inaugural Ceremony
Hon. Deputy Prime Minister & Minister of Health & Population Amik Sherchan inaugurated the Second National Safe Motherhood Conference by lighting the lamp. Dr. Arzu Rana Deuba, President SMNF Nepal, chaired the inauguration. On the occasion, Ms. Surya Kumari Shrestha, General Secretary, SMNF Nepal, gave the welcome speech. Ms. Shrestha shed light on the activities of SMNF Nepal. Mr. Ram Chandra Man Singh, Secretary, Ministry of Health, remarked on the occasion that safe motherhood is a very serious issue that has affected the development of the country. Mr. Singh remarked that the ministry was doing its best in tackling the issues of safe motherhood and that this could help achieve the country’s millennium development goals (MDGs)

Speaking on the same occasion, Ms. Francis Turner, Deputy Regional Director, Regional Office for South Asia, UNICEF and keynote speaker, conveyed the Director’s message about not being able to attend the conference. She said that there should be a joint commitment by all the stakeholders to achieve the MDG and that the safe motherhood was a major challenge in the region.  She added that as long as maternal mortality remained high, it would be difficult to achieve the MDG. She also focused on the main issues that are:

· A functioning health system

· Greater active community participation

· Transportation

· Ante-natal care

· Women’s empowerment

· Skilled birth attendants.

Ms. Turner said that as long as the above issues were not addressed, it would be impossible to achieve the MDG. She expressed UNICEF’s commitment to work along with other stakeholders to address the problems of safe motherhood.

Addressing the function, Hon. Deputy Prime Minister & Minister of Health & Population, Mr. Amik Sherchan expressed his optimism that this conference would take important decisions that would enhance the work being jointly done by all stakeholders for safe motherhood. Mr. Sherchan said that motherhood was the biggest pride for all women but, it is for the same reason that many women lose their lives in an underdeveloped country like Nepal. He shed light on different policies the government had initiated on and that skilled birth attendants (SBA) had been prioritized by the government. He said that it was the government’s policy to have the SBA services in all 75 districts of the country and that both the Government and NGOs should work together to achieve this. Mr. Sherchan also shared an experience about his mother who gave birth to eleven children in the hope of having a daughter. Mr. Sherchan’s mother gave birth to ten sons and finally gave birth to a daughter and died after the birth of the daughter. The Deputy Prime Minister expressed his hope that this conference would have a positive impact on safe motherhood. 

Speaking on the occasion, Dr. Arzu Rana Deuba focused on the three issues that SMNF Nepal had been Focused on – 1) public awareness; 2) advocacy, and 3) how to increase qualitative health service. She expressed happiness that no matter how many governments changed all had the same policy on women and children and that the present government had reassured SMNF Nepal of its support. She also expressed that the conference was a time for introspection.

Dr. Ava Darshan Shrestha gave a vote of Thanks. Ms. Shova Basnet, treasurer, SMNF Nepal, was the Master of Ceremony (MC) for the inaugural ceremony and the Mr. Hom Nath Subedi, central member of SMNF was interpreter for Ms. Turner. 

Session # 1 (A)
Government Policy and Strategy: Midwifery

Session Chaired: Dr Arzu Rana Deuba

1. Safe Motherhood Policy and Strategy by Dr. B R Marasini
Firstly, a general background about safe motherhood policy and strategy was given in the session. The problems like high MMR, nutritional problems in women, poor maternal health, high NMR were brought into the limelight. Various landmarks achieved like SM long-term plan etc. were discussed. The MDGs like reducing MMR by 3/4 by 2015, reduce under 5 mortality by 2/3 by 2015 were shared among the participants. Mr. Marasini also informed the participants that 67.4% deaths take place at home and 62% deaths occur at the postpartum period and the direct cause of the obstetric death is postpartum hemorrhage (46.3%). He also discussed about the SMNH policy, availability and utilization of services, increasing equitable access to services, and maternity incentives schemes. He informed to participants about the available of safe motherhood services, strategies, and EOC services as well. He concluded with government's vision and future goals of policy and strategy on SM. 

After the presentation various queries, comments and recommendations were made that includes the need of new national policy, allocation of budget for poor pregnant women of rural community, lack of strategic long-term vision and need of proper monitoring, lack of enough service facilities, need round the clock services from government sector. One of the participants disagreed about the government policy and shared that after delivery of a girl child, patient does not get enough care and attention. Whereas, they should be treated equally. Another participant commented that policies have lots of provisions regarding the handing over the sub-health post to the community but it is not initiated yet by the government. 

Mr. Marasini clarified all the queries and comments, saying that there has not been any change in the policy. Due to the political turmoil, we are not being able to implement the existing policy in full phase. The Health Ministry has been coordinating with eleven donors on a single policy which is led by the government and at the same time, due to the same problem mentioned above, the aid to the government has been decreased and there are not enough budgets with the government to support the implementing policy. Though government does have a long-term vision for the health workers they still successful in providing incentives to health workers those who have provide home delivery services. Plans are made regarding the health camp for uterine prolapse, there is a vision of public private partnership and both sectors must strive toward the quality service. There are various models of this public private partnership out of which Patan Hospital is one of the example. Local ownership is important but on the other hand responsibility and accountability should be in safe hands. Government is willing to provide round the clock services. Regarding the discrimination among boy and girl child, people should change their attitude towards gender discrimination. 

2. Advocating Successfully for Policy Changes at the National Level Around Midwifery Practice in India by Dr Aparajita Gogoi, Board Member of GWRA 

Dr. Aparagita Gogoi, Board Member of Goble White Ribbon Alliance from India did the presentation to share how the White Ribbon Alliance had successfully lobbied in India. In India 13 women die when they become mothers. However, India has progressed then before. In India, 60 per cent delivery is done at home out of which 50 per cent are done with the help of friends and relatives. After 1998, there has been improvement in skilled birth attendance. Skilled birth attendants (SBA) can handle 15 per cent complications. With the intention of saving the lives of the mother Goble White Ribbon Alliance (GWRA) initiated advocacy campaign along with awareness raising programme to make use of skilled birth attendance. Social mobilisation and behaviour change from community to national level started along with the intervention in the policy level and strategy level. The massive event they conducted on March in Taj Mahal. It was symbolic as Taj Mahal was built in the memory of the beloved wife of the king who died at the time she was delivering a child. Realizing the importance of mothers' life Safe Motherhood Day was declared which helped to create awareness. Before 1960's the low caste people were used for delivery procedure in India but, since 1960 auxiliary nurse and midwifes have the main focus was on family planning. In 2003, a workshop was conducted with the responsibility to set up strategic technical paper. In 2004, the government policy was changed after the recommendation made by the committee. 
The floor was open for the comments and queries after the presentation. Firstly, a recommendation came up about including paramedics to provide their service in rural community. A comment shared that women do not hesitate or feel shy to interact even with men when they are suffering from pain. Another comment was passed that women feel comfortable to share their problems with women itself rather than male attendant but they sent male attendant often in the community.  Men make decision on be half of women as women itself do not approach for services. Another comment was made that in the case of delving child men are treated as the last resort. According to the changing scenario people are taking nursing profession as a reputed profession. Taking these facts into consideration it seems that it's high time for the realization of the need of a very good monitoring system in Nepal. Another comment was it depends on the situation and the individuals if they want male attendants or female attendants but the important thing is that the person should be approachable. If male attendant understands everything or even better than that of female attendant then women won't have any problem going to male attendant as well. Following with the comment participant shared one of the Maithali saying which says that women will be spoilt if she becomes a nurse. However, due to the reputed profession of nursing in the present scenario women over look the old saying and are attracted towards it. A comment emphasized about the need of awareness about Antenatal Checkup and provide needed infrastructure for quality service. Another comment stressed on the need of skilled manpower as AHW to reduce MMR and NMR. As another comment shared that the women feels embarrassed to be attendant by the male doctor during the delivery even if he is her husband. 
To clarify the comments Dr. Aparajita said she is in state of confusion about who to call the SBA. She has also informed that MDG has helped to increase the percentage of the SBA and India has made the check list of future work as well. She has also suggested that provide technical inputs to those who are will to saving life of mother and child along with provide training package to the auxiliary nurses for safe delivery. Existing midwifery training (18 to 21 months) should be expanded for quality service. India had advocated to 700 NGOs working at the community level with the purpose of saving life of mother and child. In order to change the attitude of people NGOs has been conducted BCC training according to cultural ethic of communities. She has also informed that India has initiated the maternal incentive to the mother and dhai (Babysitter) who gets a voucher which is cashed later after the immunization of the baby. This sort of program is known as 'Janmaa Surakshya Abhiyan' in India.
Session # 1 (B)

Technical Aspect: Safe Motherhood

Session Chaired: Dr. Chattra Amatya
1. Skilled Birth Attendants (SBAs) in Nepal by Dr. B.K. Subedi, Director of FHD
Dr. Bal Krishna Subedi, Director, Family Health Division (FHD), presented on the above topic. He stressed on the need of giving priority to SBAs all over the country as it can help in saving the lives of the mothers'. In his presentation he mentioned the distressing fact that thousands of women die every year due to lack of SBAs.  He has discussed about the four main causes of high maternal and newborn mortality, i.e. 1) Lack of skilled attendance at birth at the time of delivery and the post-partum period, 2) Poor referral system, 3) Unwanted pregnancy and its limited availability for safe abortion services, and 4) Lack of access to life saving CEmOC. Dr. Subedi illustrated with the help of examples from Sweden and Sri Lanka where maternal deaths have decreased dramatically because of SBAs. Dr. Subedi stressed on the causes of high maternal & newborn mortality. He also said that the Government of Nepal had endorsed “The skilled Birth Attendant Policy” in July 2006.  Dr. Subedi explained on what an SBA was, the core-competencies of SBAs, Objectives of SBA policy, National Policy on SBA Rationale. He also shed light on National Policy on Skilled Attendance Strategy; its short term, medium term and long term strategies respectively.

During his presentation, Dr. Subedi stressed that at least two SBAs should be present for delivery at primary health posts around the week and round the clock as well. He said that only the financially sound people takes help from the health workers. He also illustrated a gloomy picture in which that 60 per cent of deliveries with the help of health workers were done by financially sound families, 32 per cent of 2nd richest, 18 per cent of middle class families, 9 per cent of 2nd poorest and only 5 per cent of the poorest people of Nepal had access to health workers during deliveries. Dr. Subedi has concluding his presentation with saying by Margaret Mead “Never doubt that a small group of concerned citizens can change the world. Indeed it is the only thing that ever has”. (See Annex # 1) 

2. Maternity Incentives Schemes

Mr. Devi Parsai, SSMP, gave a presentation on Maternity Incentives Schemes. He discussed on the rationale of cost sharing scheme for safe delivery. He highlighted that the high financial cost of delivery was a major barrier to accessing skilled birth attendance in Nepal and that was why it was important to bring the cost sharing scheme for safe delivery. Mr. Parsai also highlighted on the cost sharing policy’s objectives that were to contribute to increased skilled attendance thereby reducing maternal and neonatal mortality and morbidity and to contribute to poverty reduction efforts by reducing the costs to households for maternity care. He discussed on the financial benefits of the cost sharing scheme that were mainly transport allowance to women, financial incentive to SBA and free delivery care to women. He discussed on the status of the implementation of the scheme and illustrated figures of analysis of first eight months performance before the scheme and after the scheme. Mr. Parsai further discussed about the monitoring of the scheme and review meetings of the scheme. He discussed on the district and national level supervision and the major issues and concerns, the role of partners and the expectations from network members. (See Annex 2)

Queries & Discussion
· Policy change should be prioritized.

· What should NGOs monitor?

· There should be a training package for SBAs.

· Who are the service providers?

· How much will cost sharing help in sustainability?

· The role of AHWs (Assistant Health Workers) is also very important and volunteers should be trained well.

· Sheer monetary incentive is not enough. What is the value of money in rural areas    where there is nothing to buy? There is a need for modern incentives.

· Are nurses authorized to declare a baby dead or alive?

· In some places incentives are given but hospitals chare the patients.

· Trainings are definitely necessary but incentives are not long lasting. When practices increase, incentives will be reduced.

· Government has formed a high level committee to investigate the Pokhara hospital case.

· Cost sharing means half the cost is paid by the government and half to be paid by the mother. 

· Service providers are doctors, nurses and all those health workers who have undergone 18 months of midwifery training.

· The cost of a delivery is around 400 NRS.

· Incentives are given to only the patients using free beds in hospitals.

· The red tape hassles in implementing the health policies should be boycotted.

Session # 1 (C)
Social Aspects: Community Mobilization
Session Chaired: Ms. Chantelle Allen, Associate Country Director, ADRA Nepal 
1) Increasing Utilization of Services through Community Mobilization and BPP
Ms. Chantelle Allen, ADRA Associate Country Director chaired the session as well as she has presented the presentation on behalf of ADRA Nepal also. As a chair person of the session she welcomed everybody and informed that their representatives are from 46 districts. They are from NGOs, INGOs, community volunteers, district representatives, Donors, and USAID etc. After her overview on 'Service Utilization and Community Mobilization', Mr. Bishow Raman Neupane, Project Manager, SMIP, and ADRA Nepal gave an overview of project results on Increased Utilization of Services. The overall objective of this project is to reduce Maternal Mortality and Morbidity Rate due to pregnancy related complications. 
 The specific objective of the project is increased proportion of births attended by skilled and equipped health staff. The project is implemented in the six districts of Eastern Development Region, i.e. Dhankuta, Therathum, Taplejung, Sankhuwasabha, Khotang, and Ilam. Beneficiaries of the six districts are 268,684 women of reproductive age group of 15-49 years. Meanwhile, 960,000 fall under indirect beneficiaries. The strategies and activities of the project are s follows:
· Provision and access to care- maternal health services upgraded and expanded.

· Community mobilization-Awareness of key safe motherhood issues among community members raised.

· District and Regional Co-ordination - Regional wide maternal health network established and functioning.

After short briefing of SMIP by Ms. Allen, Mr. Neupane displayed an overview of safe motherhood indicators along with data in his presentation. (Annex # ….)
During the presentation an ANM Ms. Maiya K.C. from Dhankuta gave a feedback saying that ADRA-Nepal helps to increasing service utilization in Budi Morang Health Post and the total deliveries by the health workers in 2060/61 physical year was 45, 2061/62 physical year was 54, and 2062/63 physical year was 58 patients.

At the same time, Dr. Narendra Kumar Jha-DHO, Therathum shared his experiences as well. He told that there was no instrument in the initially phase, no good services, and all the places were dusty. However, by the support of ADRA-Nepal few construction of hospital was done along with the improvement of capacity of maternity ward and within that improved services, 300 institutional deliveries were done.  

Safe Motherhood focal person of SMIP Ms. Sandhaya Pokharel of Therathum also shared her experience. She informed that maternal mortality decreased from 12 per cent to 8 per cent due to the  increase of institutional delivery.

Another presentation was presented by Mr. Rajan Khatri, District Co-coordinator, Therathum on 'Community Mobilization Activities to Increase Service Utilization'. He expressed in his presentation that community mobilization activities such as mobilization of HFMCs, doing mass campaigns, formation of SM teams, strengthening existing mothers and community mobilization groups, use men as partners and introduced BPP has led to increase service utilization. He also expressed about the benefits of community mobilization are ANC, PNC and health facilities along with updated knowledge of safe birthing techniques, neo-natal care, uterus prolapse prevention, and acknowledging the value of women. (see annex # ….)
Narayan Subedi- HFMC Member Sabla VDC, Therathum focused on the work of ADRA-Nepal on Therathum district.

Nil Bahadur Thapa, Parewadin VDC, Dhankuta shared his experience. He told that due to increase of hospital facilities and different awareness programs carried by different groups, it would be possible to increase of institutional delivery from 1 to 7 within the year.
Another presentation was by Ms. Ganga Prajapati, Safe Motherhood - Program Officer, Dhankuta presented on "The Role of the Birth Preparedness Package in Safe Motherhood Community Mobilization". During the program they implemented different process such as Master of TOT to district government health staff. Those trained personnel in each district conducted TOTs for ANMs and Health Post In-charges. Training and flipcharts are provided for all community immobilizers such as MCHWs, VHWS, FCHWs and TBAs. The FCHVs and TBAs trained on BPP and provided individual education and a BPP key chain to pregnant women. Community immobilizers who are trained and are active in counseling pregnant women, their families, Mothers Groups are also involved in BPP. Safe Motherhood Training (SMT) is provided with orientation on BPP and prepare action plan to monitor the ongoing activities. NGOs/CBOs are oriented on BPP as well as on referral system to utilize services. BPP is planned and reviewed in HFMC/SMT during the monthly meeting.
Health service Provider-Sundarman Dangol, AHW, Parewadin commented on BPP by saying that though it is not new but the way of presentation of key chain card is new and more informative which directly concentrate community people and easily convey messages. Supporting his comment a pregnant lady also shared her experience by saying that key chain card is like a citizenship for her which shows her the right path to improve and maintain her health.

Ms. Lila Maiya Dhakal, FCHW, Myanglung VDC, Therathum passed a compliment that BPP training is a good  training for antenatal check up, safe delivery, post natal check up, birth planning and she  provides key chain card with family counseling to pregnant women. This tool is very much effective for creating awareness and knowledge on Safe Motherhood.

Bishow Raman Neupane, Project Manager, Dhankuta has also presented his lesson learnt from program and recommendation as well. (see annex # ...)
ADRA-Nepal is playing an efficient role on SM health sector in different districts of Nepal. Its BPP training, key chain cards are important tools for creating awareness as well as giving knowledge on Safe Motherhood. Similarly its focus on utilization of local resources and increment in skilled birth attendance at delivery is a good step in community development.

Session # 2 (A)
Policy and Strategy for Neonatal Health
Session chaired: Dr. Bimala Lakhey, Central Board Member of SMNF Nepal
1. National Neonatal Health Strategy by Mangala Manandhar   
The presentation began with the reasons that led to development of the Neonatal Health Strategy.  The reasons behind the development of this strategy was the high rate of NMR, which is the third highest in the world as a result 30,000 newborns die every year, and 90 per cent birth takes place inside home. It also made the participants aware about the response of the MoHP situation that led to the endorsement of the various strategies and plans. The goal of the NNHS is to improve the health as well as save the life of the newborn babies in Nepal. It also has strategic objective of promoting healthy newborn practices. It also helps to strengthen primitive, preventive and curative neonatal services. There has been strategic intervention like policy intervention, BCC, health service delivery, programme management, research and evidence based programming. The light was also shed on the BCC intervention, strengthening health service delivery and Essential Neonatal Care (ENC). Presentation also explained about three levels of neonatal care and its challenges. The conclusion note of the presentation were tackling the issues of neonatal, absent of skill birth attendant at birth, and addressing the cause of maternal and neonatal complications at the family and community level for immediate impact. (See annex # session 2 A (1) 

After the presentation the floor was open for the participants. A question was raised that due to absent of AHW at the field, how come MDG would be achieve? Therefore, these issues need to be addressed. Another query was how to manage the difference between the villages near the capital and in rural areas when we give programme packages? 

The answer was given by Ms. M. Manandhar. She replied that we have to enforce AHW and ANM to change their behaviour and decrease the harmful practices. However, things are getting better than before due to the regular supervision. She assured that message would be conveyed and hence, it is expected that the health attendants would improve their behavior. She has also informed that system of payable leave (Kaaj) will be minimized and monthly report should be submitted in the duty station. She mentioned about creating pressure to the AHW and ANM and even create a system of punishment if needed. We should all join hands to establish the system.   
2. Community Based Neo Natal Health programming-The way forward by Dr Sun lal Thapa, Chief CB-IMCI-CHD    
He started the presentation with information that earlier in 15 years time NMR had gone up form 40% to 60 % and that had to be checked. However, in the latest data showed that mortality decreased from 107 to 64. Thus, NMR has decreased over the years. However, it still needs to be reduced. Neonatal health strategy has started. Now, in his presentation he has highlighted on testing of neonatal interventions like birth preparedness package. Then the light was shed on operationalizing the national neonatal health strategy at community level along with the first and second strategic review of community neonatal health interventions. He has informed about the initiate demonstration of the integrated package and briefed about how the neonatal package is ready to roll out at scale as well. He has also anticipated the challenges of the program while implementing. As the floor was open for clarification, no one has raise the queries as participants were satisfied. (See annex # session 2 A (2) 

3. Increasing Access to Quality Home based Postnatal Care in Nepal by Dr Neena Khadka, Health Team Leader, SC/US 
Before the presentation she has gave an idea about the postnatal period i.e., one hour following delivery of placenta through the first 6 weeks of infant's life. It also told us that post natal care deals with the care of the mother and the baby as well. The death occurs mostly at the postnatal phase in Nepal. It was also brought to the limelight that postnatal care is based on the traditional beliefs and that mothers and the newborns are not reached by any care when they need it the most. There are three possible home based models of post natal care i.e, professional health workers, community workers and volunteers, and community workers and volunteers but with referral respectively. She has also said that second model must be implemented immediately whereas, first model is long term and third is medium term strategy. A pilot project was conducted in Kailali district to see the quality of the post natal care, to see if the danger signs are identified and referred, to increase the utilization of the standard of the postnatal services. She has also informed that capacity building training to ANMs,  MCHWs & PNC givers was conducted. The presentation ended with the community mobilization should be included as one of the components of strategy. (See annex # session 2 A (3)
After the presentation the floor was open for clarification. Females do not show their problems to the outsiders due to the social stigma. Therefore, was there any problem in the home-based care? What are the challenges in the home based care? Is the whole focus of model two is on neonatal care? Answering the queries Dr. Khadka clarified that since the people they dealt with were locals they did not face problem. Local people were easily trusted and it became easy. The challenges that they faced were that of caste, problem of the concept of untouchables during that phase, problems with the mediator. Then we spread the concept that to take care of the mother and newborn is a good deed and were partially successful. Model second does focus on the neonatal health but in third model mothers are considered. 

Session # 2 (B) 
Technical Aspect: Service Provision
Session chaired: Ms. Pinky Singh Rana, Central Board Member of SMNF Nepal & Chairperson of Capacity Building Committee
Ms Pinky Singh Rana chaired this session in which Approaches to build up confident & skilled health care providers and safe motherhood for youth in Nepal linked to HIV/AIDS was discussed.

1. Approaches To Build Up Confident & Skilled Health Care Providers by Ms. Meena Shrestha, Monitoring & Quality Assurance Adviser
Ms. Meena Kumari Shrestha, Monitoring & Quality Assurance Adviser, FHD, gave presentation on approaches to build up confident & skilled health care providers in Nepal She elaborated on different approaches used for capacity building mainly training, site-preparation, stakeholders orientation, on-site coaching and self-monitoring. She explained that the service expansions till July 2006 had reached 69 districts. On self-preparation she explained on selection of service area, equipment set-up, layout of selected service area and recording and reporting. She discussed on district level orientation and why orientation was needed. It was needed because service was not starting, general public and stakeholders were not aware of the training and legal aspects and to create pressure group for service availability.

The outcomes of the orientation were raised awareness, sensitized general public and other relevant stakeholders, creation of supportive environment of CAC service and creation of demand for the service. Ms. Shrestha emphasized that on site coaching, technical assistance was also able to reduce the number of non-functioning sites and enable women access to quality CAC services. (See Annex session 2 B (1)
Queries & Discussion
· How did you manage to get the self-monitoring system happen?

· For performance improvement, everything was prepared and we go to the site and help.

· Can everyone be a service provider? No.

· Why does the government lag behind in Comprehensive Abortion Care (CAC)? Because there are less numbers of government doctors and they have to play many roles and hence no time for CAC.

· The excuse of government doctors is not good.

· 82% of women go to government hospitals for unwanted pregnancy abortions. They go there for cheap & reliable service.

· The reason for gap between government & private hospitals is confidentiality.

· There are cases of government staff referring the patients to private hospitals.

· What kind of referral mechanism does the government have?

· Government hospitals don’t have daily services.

· Private hospitals are paying 100 NRS for each referral.

· Government should start daily services.

· Human Resource should be increased for monitoring.   

2. Safe Motherhood for Youth (15-24 years) in Nepal linked to HIV/AIDS- Issue & Challenges by Samjhauta Nepal
Mr. Tirtha Man Tamang of Safe Motherhood for Youth, RHIYA, gave a presentation on the issues and challenges of safe motherhood for youth in Nepal. He stressed on the need for better linkages with rights base approach. Mr. Tamang gave reasons to why RHIYA was necessary. He said that one third of the total Nepali population was young people. The aim of RHIYA was to improve the reproductive and sexual health status of young people, leading to a healthier society and that the objective of RHIYA was to improve sexual and reproductive health practices/ behavior and improve utilization of SRH services by young people. He discussed on the program outputs, its major strategies, key activity components and the key lessons learnt. He said that unmet needs are high and that young people are underserved and neglected.

Mr. Tamang pointed out the main problems that need to be addressed. They are access and availability of YFS, skills empowerment, safer environment and prevention of exploitation. He further elaborated on the different sexual and reproductive health rights of young people, the most important being the right to say no. He concluded and recommended for recognition of needs, high level commitment and policy environment, community support and second generation youth programs ended his presentation with an important note that safeguarding the rights of the young people, a country cannot develop. (See Annex session 2 (B) 2)
Session # 2 (C)
Social Aspect: Gender based Violence (GBV)
Session Chaired: Dr. Aparajita Gogoi, Board Member of GWRA from India

1. A study on the linkages between Domestic Violence and Pregnancy
On the next session there was a presentation on Gender Based Violence and Pregnancy. This was presented by Dr. Arzu Rana Deuba, President, SAMANTA. She showed a study of the linkages between Domestic Violence and Pregnancy.

Her presentation "Gender Based Violence and Pregnancy" is based on the publication entitled "Linkages between Domestic Violence and Pregnancy". This shows the linkages between Women Violence and Safe Motherhood. It is the study of domestic violence based on study conducted on the year 2004/05 physical year. As women are facing a lot of problems at household level from the family members like husband, Mother-in-law, Sister-in-law .They face mental and physical torture like kicking, pulling hair, backbiting, wounding. 
Study objectives of publication:-

1. To contribute to a better understanding of the perspectives of women regarding violence during pregnancy.

2. To contribute to a more effective design and implementation of locally and culturally adapted guidelines and tools to help health policy makers and obstetricians to address domestic violence more specifically violence in pregnancy in their daily practice.
For the study, the targeted areas of domestic violence are Bhaktapur, Kirtipur and Lalitpur. From the sample study, we came to know that community, TBA, ANM, hospital and obstetrician were helped mothers for delivery.  
During the presentation, the facts and figures were presented. In which several women during pregnancy period are injured and later on they are taken care by community and hospitals. Women faced different types of injuries like lip cut, swollen eyes, broken nose, head injury, burns etc. According to these women they share that the Health Care System does not help the poor, their behavior are different towards different people and act accordingly. They even don't pay their attention to their problems.
Domestic violence starts when different complications start during the time of pregnancy and even when miscarriage, abortion, preterm delivery, low birth weight, early neonatal mortality, and abnormality in infants take place.
There are many problems on domestic violence which is identified barriers during routine practice of pregnancy check up by TBA, ANM and Obstetricians while they were failure to disclose abuse.

Concluding her presentation Dr. Deuba shared many ways of minimizing domestic violence. Different steps like training on domestic violence, provision of in-depth knowledge of domestic violence, counseling skills, information on referral services should required to support for better dealing with domestic violence.  She has prepared a different section for all her recommendations. (See annex session 2 C (1)
2. Presentation of A GBV Manual for Community Based Health Workers & Activities
Another presentation was on manual. Ms. Shobha Basnet from Rural women Development and Unity Center (RUWDUC) presented a manual for Frontline Health Workers and Community Based Social Workers on Reproductive Health and Gender Based Violence.

On the manual there is 19 sessions starting from opening session to end at evaluation session. This manual mainly focuses on Domestic Violence and Violence against Women. How domestic violence arises and what are the myths and realities of domestic violence and what are the legal aspects of domestic violence, how service provision like police, court, paralegal committees and Bar Associations plays a vital role for reducing domestic violence is framed in the manual. Therefore, at last it can be said that this manual is more informative for any people who are interested in issue of domestic violence. (See annex session 2 C (2)
3. Presentation on GBV Manual for Health Professional entitled "Management Protocols for Health Service Providers and Managers by Dr. Madhu Devkota/Ms. Binjwala Shrestha
Gender based violence issue is enormous and are troubling to the society. There is physical mental and social illness that  women are suffering from a long periods of time which directly gives negative impact on health issues like SM, FP, STI, HIV/AIDS. Health workers may be the one to contact when these problems are identified. But most health workers neither have time nor the training to take responsibility and even to address the needs. Sensitivity and commitment of health care providers is equally needed as health sector will not be able to solve the problem itself. So, in order to, solve this problem a guiding principles, process of development and organization of protocols is needed. On technical aspect health workers should be aware of the technical training and more importantly they should not forget the social norms and values of women and provide them with a very serine environment where they will easily share their problems regarding the domestic violence. However, health care providers have multidisciplinary approaches to offer them like care, support, counseling, referral to the survivors of GBV. Further, he mentioned that the health professionals are interested to recognize GBV and respond to the needs of survivors of violence in a holistic manner.
Ms. Binjwala Shrestha has presented the causes of Gender Based Violence in society, community and relationship. Further added, she has informed that in our society, violence is accepted as it makes the conflict to resolve easily. Due to poverty, low socio-economic statuses, unemployment, superstitions and illiteracy in the community has resulted to gender based violence. Marital conflict, male control over wealth and decision making are other deep rooted causes of GBV. There are physical, psychological and social consequences of GBV like sexual dysfunction, post traumatic stress, disorder, suicide etc. Another consequence might be reduced works, employment, earning potential productivity, contribution to society are the social effects of GBV.

She has also mentioned about the role of Health Worker on reducing GBV. She said that there should be follow up and referral for support services or safe house, financial support, HIV/AIDS counseling. History and examination reports are important as evidence, laboratory investigations, recording of injuries, report preparation, legal procedures as attendances in the court as an expert witness should be done on medico-legal aspects. For effective psychological counseling its aim, elements, functions, qualities should be known. Another role of the Managers should provide facility on situation analysis, capacity building to staff, establishing recording and reporting system, monitoring and evaluation. They should provide networking for coordinating and referral. 
There is a process of development of management protocol by core team’s consultative meeting, sharing of experiences, guidance and co-ordination, development of manual, pre-testing, incorporation of the feedback. Expectation from Protocols is that it will help to address the informational gap about the interventions that can be taken up to address the complex problem of GBV for those involved in provision of care, counseling etc. (See annex session 2 C (3)
4. Presentation on "Uterine Prolapse – Hidden Tragedy for women in Nepal – Its Time for Action" by Dr. Rajendra Gurung, Reproductive Health Specialist, UNFPA 
During the presentation by Dr. Gurung, he has informed to the participants through his presentation that Nepal is facing a serious problem on maternal morbidity and uterine prolapse. Though it is a public health, it is neglected by families, community, and even by national level. So, women are seriously affected by reproductive morbidity and mortality problems. There is a cycle of reproductive ill-health starting from Birth as LBW, malnutrition, anemia to FGM. To harmful traditional practices of unsafe sexual practices have lead to sexual gender violence leading to unwanted pregnancy, unregulated fertility, maternal and neonatal morbidity, mortality, infertility,   reproductive tract cancers and even Osteoporosis. Women are discriminated because of poverty, unequal power relations, war and civil instability etc. Women's' health are affected by triple burden of labor they perform in their daily life such as 1) Domestic work (grazing, washing, cleaning, cooking etc), 2) Reproduction (child birth and care), and 3) Productive work (wage and income generating activities). Heavy burden work done by women increase vulnerability and even affects the reproductive health.
Maternal Morbidity in Nepal – For every maternal death, 16 to 25 women experience short or long term illness in developing countries such as fistulas, laceration infections, anemia, and uterine prolapse. So, the maternal morbidity estimates fall between 70,080 and109, 500 per year.

.

Uterine prolapse is existing leading causes of ill-health through out Nepal. Women suffer enormous physical burden as well as psychological trauma. However, uterine prolapse is curable through surgery and preventable as well. This disease is comparatively an invisible issue in the community. Prolapse surgery is second priority in the operation list. This disease is more prevalent in the hills than tarai and at the same time, it is pop on as immense challenge, too. This disease seen at all ages and caste women. Nearly productive age like 20-29 age groups suffers 44 per cent due to the prolapse. Further added more information Dr. Gurung has said that causes of uterine and genital prolapse is more commonly by damages to the pelvic floor during vaginal and instrumental deliveries of large babies. Similarly, intra abdominal pressure on a long term basis, inadequate rest during pureperium, ageing, menopause is also the causes prolapse. Another factors for prolapse like poverty, restrictions on a woman’s own health decision making, different practices like early childhood marriage, not maintaining birth spacing, doing heavy work before and immediately after child birth. At the same time, inadequate health services, low availability of skilled birth attendance during birth, longer labour pain, cost affordability of health services are also the cause of prolapse as well. 
Physical effects of prolapse are bulge, discomfort and disability, painful coitus, deteriorated sex life, urgency and frequency of urination, ulceration and infection. Psycho-social effects of prolapse are stress, abandonment by husband or divorce, emotional isolation, lack of economic support, risk of domestic violence. Uterine prolapse is not an infectious disease neither it doesn’t kill instantly but, makes women suffer physically and psychologically for years. To avoid the disease consume nutritious food, take rest before and after delivery, manage long labor effectively, maintain birth spacing.

As per the requested by the Dr. Indira Basnet  session 3(A) was merge in the day two in session 4(A) along with Dr. Aruna, Mr. Tamang and Ms. Sanju's presentations. 

Session # 3 (B) 
Social & Technical Aspect: Uterus Prolapse
Session Chaired: Ms. Binjwala Shrestha, Board Member of SMNF and Chairperson of the Communication Committee

Ms. Binjwala Shrestha chaired this session in which various presenters discussed on uterus prolapse, an overview of genital prolapse & the experiences of managing genital prolapse surgically in the remote areas of Nepal and a study of prevalence of fallen womb in Siraha and Saptari. 

1. Uterus Prolapse: A key Maternal Morbidity factor Amongst Nepali Women

Mr. Sambhu Jung Rana, Program officer SMNF Nepal, began the session with an overview of the methodology of uterus prolapse camp. He briefed the participants about the program was conducted in different districts. He shared his experience where villagers expected visitors from outside to cure all their ills.  He also said that it was a sad fact that most rural women tend to hide their problem about uterus prolapse and tend to keep it to themselves all their lives.

Ms. Pinky Singh Rana, Board Member of SMNF Nepal & Chairperson of Capacity Building Committee, gave continuity to the presentation of his predecessor Mr. Sambhu Jung Rana. She presented a report on Uterus Prolapse of 10 districts. She also elaborated on the linkage between uterus prolapse and gender based violence and the sufferings of many rural women as a cause of UP wherein the women have to bear their husbands marrying other women. Ms. Rana said that the main cause of uterus prolapse is carrying of heavy loads during pregnancy.  

Ms. Rana also discussed on the different types of UP patients, dividing them by their age, cast, and ethnicity and also displayed some pictures of some UP patients. (See Annex # session 3 B (1)

2. An Overview of Genital Prolapse & the Experiences of Managing Genital Prolapse Surgically in Remote Areas of Nepal

Dr. Ganesh Dangal, Consultant Gyneacologist & Obstetrician, Kathmandu Model Hospital gave a presentation on the above topic. He presented a report on UP patients of Dolkha district and a case study of a 25 year old UP patient. He explained about his counseling to UP patients in Jumla & Dolkha districts and emphasized that prevention is better than cure. The attraction of Mr. Dangal’s presentation was his display of pictures of women having fallen uterus.

Mr. Dangal said that health camps for uterus prolapse was expensive and very complicated and that government assistance was needed. He also discussed on the methodology and shared his experience of operating on women whose age ranged from 30 years to 92 years. He also repeated Ms. Pinky Rana’s assertion that the main cause of uterus prolapse was the carrying of heavy loads during pregnancy. Mr. Dangal shared an experience of a health camp where a woman came to them with a real bangle kept inside her vagina by herself about 5 years ago. Fortunately, there was no complication like ulcer and infection and that they were able to help her by providing surgery and that she returned to her village happily. He said that in a male dominate society women are not allowed to decide whether they want to give birth. What happens is that they are forced to conceive every year till a baby boy is born. Another reason for uterus prolapse is conceiving continuously without rest. Mr. Dangal concluded that:

· There are no surgical services in the rural areas. 

Surgery for prolapse can be performed effectively and safely in low resource rural settings as well. (See Annex # session 3 B (2)
3. Study of Prevalence of Fallen Womb in Siraha and Saptari

Ms. Samita Pradhan and Moti Rai, CADE, gave a presentation on a study of prevalence of fallen womb in Siraha and Saptari. Their methodology focused on Dalit women. She discussed on the various causes of uterus prolapse and the ways of uterus prolapse. She discussed on the poor economic condition as being another reason for UP. She said that uterus prolapse was a topic of shyness in rural areas and that women tend to keep it to themselves throughout their lives.  Uterus prolapse was found in many women working on a daily wage basis and illiterate women. There was a difference in the number of UP patients in the terai and the hilly region and the number was higher in the hilly regions. The people in the hilly region were more conservative than their counterparts, which was another obstacle for the treatment of UP patients. 

Most women in the rural areas gave birth at home. There were more UP patients in the Tharu community than in the Dalit community. It was found that many women dropped their uterus while bending their knees in a frog like position. Ms. Pradhan shard an experience of a case study wherein a woman named Chilu Kumari Devi who had been suffering from UP for the past 20 years came for a check up. She said that since men didn’t have to suffer from uterus prolapse they didn’t understand the plight of women. She further said that it was the poor rural women who suffered from uterus prolapse and they couldn’t afford to visit private clinics to cure. She said that this was not just the women’s problem but the problem of the whole country.  

Queries & Discussion
· How can uterus prolapse be taken care of in the rural villages?

· The display of pictures was impressing.

· There should be free treatment of UP in the rural areas.

· UP treatment is necessary throughout the whole country.

· There should be sex education from school level and a separate curriculum planned.

· The government should give high priority to these kinds of things.

· There should be free services for UP patients in government hospitals.

· Is it true that after delivery when women wind “patuka” around their waste, they suffer from UP?

· There are cases of women inserting bangles in their vaginas by themselves.

· The government has plans to establish 5 service centers in the country.

· Winding “patuka” is okay but not to the extent that one is uncomfortable.

· Men should also be educated about uterus prolapse.

· Is ring pressury a treatment? No, it isn’t. Since operations take a lot of time, rings are just a precaution to prevent infections.

Ms. Binjwala Shrestha closed the open floor along with the session. She concluded that all the stakeholders working in this field should unite and put pressure on the government so that will make policies accordingly. She stressed on the need to boycott child marriage and skilled resources should impart early pregnancy and that service. She emphasized on the need for enough rest and a lot of nutritious food to prevent uterus prolapse. (See Annex # session 3 B (3)
Session # 3 (C)
Social and Technical Aspect of Service Provision

Session Chaired: Dr. Kanti Giri, Senior Gynecologist  

1. Improving Access to Services – Using Quality Tools by Mr. Pitambar Dhungana, Training Advisor, HSSP, GTZ

Mr. Dhungana has informed that Gtz has helped a lot in community level by providing health services using different tools in access of social mobilization. The main objective of GTZ is to provide skilled service attendance. But, training has less impact and has become a problem in community. So, it seems that more participatory training approach was needed. For this purpose Client Oriented Provides Efficient Participatory Learning Approach (COPE/PLA) is involving to provide training to the stakeholders and participants who are health service providers, Pharmacy owners, Health Management committee. PLA is important training approach to service holders, health workers to provide sound information, enabling teams to plan realistically, and to minimize the risk. It is necessary to recognize the existing resources effectively depending on external funds.
Philosophy of COPE/PLA will help to work with entire team, it gives feasible solutions providing with active participation and facilitates self assessment. Key components of COPE/PLA are building creative team, self assessment of health facility and services client exit interview, client flow analysis, ranking of problems, development of action plan with indicators, and regular follow-up and revision of action plan. Further adding he said that this process has lots of achievement like reorganization of the teams, potentials, strengths and weaknesses as well as greater gender sensitivity, efficient management of human resources, increased accountability, transparency and ownership etc. 
COPE/PLA has been able to make successful impacts as a result more than 80 per cent of issues are solved by the team itself, health services and local resources of health services has increased and are utilized efficiently. 
Mr. Dhungana has highlighted constrains of COPE/PLA. He said that lack of accessibility and availability of staff along with inadequate supervisory, logistical and financial support. He has also shed on the future plan as it aims to expand COPE/PLA to all health facilities and institutionalization of COPE/PLA though NHTC/FHD. (See annex # session 3 C (1)
2. Increased Access in Services of Safe Motherhood: Experiences of RHDP and Ramechhap.
Presentation started with the introduction of Swiss Development Cooperation (SDC). SDC is helping to increase access in services of Safe Motherhood. It has opened its branch in Dolkha, Ramechhap and Okeldhunga  within the period of 1990 to 2006. 
Rural Health Development Project (RHDP) takes an action on community empowerment for health, community initiative, emergency health fund, and health camps support. During the presentation SDC has shared their lesson learnt along with challenges while implementing the project.  As a learning mother groups are empowered which has increased access on SM services and appropriate environment and the behavior of the health workers during prenatal and postnatal check up in the health post play a vital role in increasing the use of SM services etc. during the project they faced some challenges such as the need of round the clock service in the health post and to make the role of FCHV more effective by providing moral support etc. (See annex # session 3 C (2) 
Day II (29th August 2006, Tuesday)

Plenary # II: Community Initiatives
Dr. Suomi Sakai, Country Representative, UNICEF, chaired this plenary wherein community based Para legal committees, community level experiences and strengthening district maternal and newborn health services were discussed.

1. Community Based Para Legal Committees: A Protection Mechanism
Mr. Bhanu Pathak, Assistant Project Officer, Child Protection Unit, UNICEF, gave a presentation on community based Para legal committees. Mr. Pathak discussed on the Para legal committees and district protection system. Para legal committee is a community based protection mechanism that works to protect children and women from violence, abuse, exploitation and discrimination. He discussed on the objective of UNICEF’s support to Para legal committees that was to build capacity of communities to be able to respond and act to protect children and women from violence, abuse, exploitation and discrimination.

Mr. Pathak further elaborated on the role and the strength of Para legal committees. He discussed on the mechanism and the objectives of UNICEF Child Protection Program 2002-2006. He said that since so many abuses are founded in attitudes and traditions, direct involvement of people and family was vital in bringing about societal behavior change in the community. Mr. Pathak talked on various ways of building linkages and elaborated on what a District Protection System was. He also displayed pictures and figures of the status of Para legal Committees working in different districts.

A representative from Chitwan, Mr. Krishna Bhakta Pokhrel, said that 220 cases were reported to the PLC in Chitwan. Of the 220 cases, many were solved by the PLC while 40 cases were referred to the police. He explained on how the Para legal committees function at the VDC level. (See Annex # plenary II (1) 

2. Community Level Experiences

Mr. Parmeswar Gyawali from Dang took the podium after Mr. Pathak shared the experiences of the Para legal committee of Dang district. He said that the committee was established in Dang in 2004 and had so far covered 10 village development committees and 1 municipality. All the volunteers were members of the committee and had contributed a lot in the protection of children and women and referred emergency delivery cases to watch groups. (See Annex # plenary II (2)
3. Strengthening District Maternal and Newborn Health Services

Two representatives from Phidim village, Panchthar and Sarangdada village, Yangnam respectively briefed the audience on their organizations’ activities in their villages. While Phidim was fortunate enough to have access to road and one ambulance, Sarangdada didn’t have access to road and the only available ambulance service was that of human carried “doko” or basket. (See Annex # plenary II (3)
Queries & Discussion
· What is the role of donors? And what is the role of communities?

· UNICEF is involved only in places that are easy to work in and places that are linked to motor able road.

· It is possible to add family members in the community.

· Why do community level organizations not sustain and how can they sustain?

· The biggest challenge is to sustain committees that have been established because of money constraint.

· How do donor communities choose projects for the villages? Projects are chosen for villages on a need basis.

· It is not true that UNICEF works only in places that are easy to work in. UNICEF is trying to reach the nooks and crannies of the country.

· A lot of contributions have been made in three villages. Blood facility is very much important.

· Monetary incentive is not given after deliveries in government hospitals.

· What does a ‘walking blood bank’ mean?

· Dr. Sanu Maiya Dali expressed her optimism that maternal mortality rate will decrease in the coming years.

At least 90 per cent deliveries should take place in hospitals where there is access to doctors, nurses or skilled birth attendants.

Session # 4 (A)
Policy and Strategy for Abortion

Session Chaired: Ms. Binjwala Shrestha, Board Member and Chairperson of the Communication Committee of SMNF 
1. Creating Enabling Environment for the CAC program by B.K. Subedi Director/ Indira Shrestha from FHD
The session was conducted to deal with creating conducive environment for abortion. Fertility in Nepal is 3.7 per cent. However, the literacy rate is 45 per cent. The median age of marriage is 16.6 per cent. The statistics shows that women tend to get married by the age of 16 and then produce more than 3 children. The reason for abortion is firstly unwanted pregnancy and secondly unplanned pregnancy. However there has to be awareness that unsafe abortion lead to various complications and even to maternal death. The key elements that people look for when they seek for abortion are quality of the service choice and cost. There is a law that appropriate timing of abortion is 12 weeks on request of the mother, 18 weeks in case of rape and incest and also if there is danger to the life of the mother and the fetus. Partners are the key to create enabling environment for CAC. Even the government, NGOs and private sector have to have supportive environment. There was evidence based study conducted 75 per cent of the women came for the abortion were 6-8 weeks pregnant. 60 per cent of them had used some kind of temporary measures. 39 per cent said that they never used such preventive measures. 46 per cent believed that since they were breast-feeding they would not get pregnant. 36 per cent said that it was an unplanned pregnancy. The presentation came up with the recommendation that clients need service provider and there is a need for policy change and strategy and need for the expansion in services. (See annex # 4 A (1)
2   Legal Abortion –Success  Challenge and Future Road by Dr Aruna Uprety 

 There are 46 million abortions in the world out of which 50 per cent of are unsafe and the statistics is higher in developing country. After the abortion facility MMR and related morbidity has decreased, economically beneficial, save time of the health workers and can provide good care to other sick people. After the legalization 58,000 abortions has been done. However, price for abortion varies in private and the government institution. It also gave a clear picture of where the facility is available like government and private hospitals, family planning clinics, Mairy Stoppe clinics etc. One of the survey show 60 per cent of the people said that they know about the legalization of the abortion but, presenter herself asked the question that Is the data same in rural and urban areas? As per the presenter's own survey, 60 per cent of the master level students feel that abortion should not be legalized. The people might not be aware even after the safe abortion services are provided. Even after legalization, 19 women were imprisoned. Dr. Uprety also informed that there was facility for post abortion care in Nepal. She has further elaborated the challenges saying that Will all women get safe abortion services and will it be able to reduce the rate of MMR? and so on. (See annex # session 4 A (2)
 3. Determinants of Unsafe Abortion in the Post Legalization Era by Mr. Anand Tamang, Director, CREHPA 

Starting his presentation Mr. Tamang informed that globally 68, 000 women die due to unsafe abortion each year out of which 38,000 women die in Asia. Due to the unsafe abortion 12 per cent of maternal death occurred in Asia. Most of the people having unsafe abortion in Asia are married women. Mr. Tamang has quoted WHO definition regarding the unsafe abortion i.e., "Unsafe abortion is defined as a procedure for terminating and unwanted pregnancy either by person lacking necessary skills or in an environment lacking the minimal medical standards, or both". He also stressed that there was a need to legalize abortion because unsafe abortion contributed to increase in MMR, public polls favoured legalization etc. Abortions were very common before the pre legalization era. 20-60 per cent of the women admitted in the hospitals were due to the complication of unsafe abortion, more than half of the maternal deaths in the hospital were due to unsafe abortions. The research was conducted on the scenario of abortion after the pre legalisation era. There has been unsafe abortion in the post legalisation era. The presentation also showed newspaper clippings, which continues to poses challenges. He has also explained four key determinates of unsafe abortion in the post legalisation era. (See annex # session 4 A (3)
4 Women's Power and Choose and Access Comprehensive Abortion Care, Ms Sanju Bhattarai, BCC Coordinator, TCIC.
Dialogue for Life (DFL) was a key strategy adopted as a pilot implementation through games, competition and story telling which opened an opportunity to share feelings. The key interventions were behaviour change communication and the second was the development and dissemination of the IEC materials. The result one was that dialogue group is able to negotiate pregnancy related decisions. It helped to increase the understanding of the abortion law of Nepal; contraceptive use and partner communication. The second result was that the dialogue group made members influence community members' knowledge. By the end of the project 51 per cent said that someone had sought their advice on unwanted pregnancy. Dialog group members made many referrals. The third result was that implementing partner staff is able to implement this DFL and monitor its own activities. The project helped to increase knowledge of abortion law and contraception, increased trust between the partners, increase in the use of the contraceptive pills, generated community change agents. It concluded with need of awareness programme for raising awareness about various issues. 
After the presentation questions were asked by the participants as the floor was open for clarification. One of the comments was that if people have to choose among private and government hospitals they would like to choose the private ones as far as they can afford for it. So, it means that quality of service provided by private sector is much better than that of government which needs to be checked.

Another question was asked that in four years period of legalization people are still unaware about the service provider. All the questions were answered simultaneously. It was said that quality of care in the private institution is better as time is allocated for service (9 AM to 5 PM) whereas, in the government institution there is nothing like 9AM to 5PM service. They provide service as and when required. She has also stated that it was the policy's fault rather than doctors. Therefore, she admitted that policy should be revise and doctors' service should be regular supervise. (See annex # session 4 A (4)
.
Session # 4 (B)

Technical Aspect: HIV/AIDS & Safe Motherhood
Session Chaired: Dr. Shyam Sunder Mishra, Director of National Center for AIDS & STD Control (NCASC)
Dr. Shyam S. Mishra, Director of NCASC chaired this session in which PMTCT (Prevention of Mother to Child Transmission) program & Integration of PMTCT/HIV into RH Program, Case Study Presentation on Integration of PMTCT in FP Program and case study /presentation on Safe Motherhood & HIV Intervention for High Risk Group were discussed. This session also consisted of a panel discussion wherein Dr. Shyam S. Mishra, NCASC, Dr. Myo from ROSA, Dr. Farah from UNFPA, Dr. Lisa Stevens from FHI and Dr. Sushila Shrestha from the Maternity Hospital took part. 

1. PMTCT Program & Integration of PMTCT/HIV into RH Program
Dr. Shyam S. Shrestha, Director of NCASC, gave a presentation on PMTCT Program & Integration of PMTCT/HIV into RH Program starting with the bitter truth that 90% of children living with HIV/AIDS were infected through mother to child transmission and that was why there was a need for prevention of mother to child transmission. He said that it had been 18 years when the first sign of HIV/AIDS was detected. Prevention of mother to child transmission (PMTCT) refers to comprehensive, family-centered spectrum of clinical and supportive services. It also links women who are HIV infected, their children and their families to treatment, care and support. The assessment of Nepal showed an urgent need of the program in the country. The present scenario in housewives threatens Nepal day by day. Mr. Shrestha went on to illustrate on HIV Epidemiology in Nepal and in the world. He displayed the number of men and women living with HIV in Nepal since 1995 and the status of HIV/AIDS Epidemic in Nepal. He further discussed on the response to HIV/AIDS Prevention and Control in Nepal. He went on to say that wives and female sex partners of men who are IDUs, migrant workers, clients of sex workers, uniform services and women who themselves are sex workers and IDUs are at a Special Risk. 

Mr. Shrestha elaborated on the major activities of NCASC some of them being voluntary counseling and testing, STI treatment, condom promotion, dissemination of national level HIV and AIDS data on a monthly basis and training and communication. He further discussed on the overview of PMTCT program in Nepal whose goal was to reduce the risk of HIV transmission from HIV infected mother to child. Its target group was all pregnant women attending antenatal clinics at health clinics/hospitals under the Ministry of Health. He also elaborated on why Primary Prevention was targeted. (See Annex # session 4 B (1)
2. Case Study Presentation on Integration of PMTCT in FP  Program
Ms. Jaya Poudyal, PMTCT Counselor, Maternity Hospital, Thapathali gave a case study presentation on HIV positive women. The case study was of a 32 year old woman named Seeta Gaire, a house wife from Thankot. She got married to Om Bahadur 15 years ago and has a 14 year old daughter. Her husband works in his own furniture store and is busy from morning till evening. They did not use any family planning devices after the delivery of the first child. One day she got suspicious and to the clinic for a pregnancy test. The doctor found out after the blood test that she was pregnant and also HIV positive. It was later realized that she had been infected while sharing a needle to pierce her ear with her aunt who had come from abroad. When she found out about her positive result, she became a little bit sad, stressed and was restless but she did not behave like other positive clients and faced it bravely. 

Fortunately, her husband and mother in law were very kind and positive towards her. They didn’t neglect her and instead was very supportive. Her husband was also brought to the clinic, counseled and tested. The doctors found both his first and second tests negative. He had a positive attitude towards his wife and didn’t complain. He was very supportive and agreed to use condoms. Ms. Poudyal shared her experience that it was easy for post test counseling because of the partner’s support, other family member’s support, good understanding between husband and wife. These things play a great role to an HIV positive client to live a long life happily. 

Seeta was very grateful on PMTCT services although she was infected but she could prevent her child and husband from infection. She learnt many new things on how to survive for a long and healthy life got psychological support and achieved success to build up a good family relationship. She says, “Seeing the smile of my child, I forget that I am HIV positive and I hope to live a ling life”. (See Annex # session 4 B (2)
3. Case Study/Presentation on Safe Motherhood & HIV Intervention for High Risk Group
Dr. Lisa Stevens, FHI, presented on a case study and safe motherhood & HIV Intervention for High Risk Group. She presented a report on a 24 year old woman named Leeta and hoped that this wouldn’t happen to others. Leeta came to the hospital when she was 7 months pregnant and offered to test for HIV. The result was positive. She was told about PMTCT and she decided to have the baby in the hospital. Leeta gave a natural birth to a baby boy whose name is Thato. She was given Nevirapine in labour and precautions were taken during delivery. Thato had nothing but exclusive breast feeding for six months. Thato was also given Cotrimoxazole. Leeta stopped breastfeeding at 6 months but she continued to use oral contraceptive pills, which she had started soon after delivery. At 18 months Thato had a check up and found to be healthy and HIV negative. After that, Leeta disappeared.

When Thato was 2 years old, Leeta came in with fever and weakness and was in shock and died. She had once again become pregnant and gone to the local witch doctor for an abortion. She couldn’t dare to have four children. Something went wrong with the abortion and she bled profusely which led to her death.

The message to be taken home from this account is that PMTCT program cannot “stand alone”. They must be integrated into comprehensive HIV care (including ART) and reproductive health services. Prevention of unwanted pregnancy among women living with HIV must be a high priority. Family planning should be integrated into all programs caring for women living with HIV. Dr. Stevens also illustrated that unsafe abortion must be eliminated and that PMTCT programs should not end once the baby is born or reaches 6 or 18 months. (See Annex # session 4 B (3)
Panel Discussion
The presentations were followed by a panel discussion. The resource persons for the panel discussion were Dr. Shyam Sunder Mishra, NCASC, Dr. Myo, ROSA, Dr. Farah, UNFPA, Dr. Lisa Stevens, FHI and Dr. Sushila Shrestha, Maternity Hospital.

Dr. Myo commented that HIV/AIDS was very feminine as 47% of the victims were women. He said that only 10% of women received PMTCT. He highlighted the key problems being low skilled birth attendants and lack of integration of PMTCT. He explained that everyone should strive to achieve the ambitious goal of the international meeting that was held in Nigeria. He focused on the prevention of unwanted pregnancy and the need for primary prevention and FP services.

Dr. Farah began her discussion saying, “The emerging face of HIV is young, female and Asian”. She said that we needed to convince ourselves on the rationale of the partnering of Safe Motherhood with HIV/AIDS. She said that women are vulnerable socially, culturally and economically. She highlighted the need for primary prevention. She said that the majority of women with HIV/AIDS are monogamous, married and have been infected by their spouses. She further elaborated that reducing unintended pregnancy would have an impact as that of curing with HIV medicine. She highlighted the issues of violence and stigma.

Dr. Sushila Shrestha highlighted the need for integration of all groups including adults, social group etc. She said that everyone needed to support the PMTCT program and create awareness about it.

Queries & Discussion
· Dr. Arzu: How can SM be involved? How can we play a role on preventive measures? When we approach UN, we are told that we are not experienced.

· Hari Pd. Sharma (Surkhet): 330 NGOs are affiliated to SM. Maybe we can link this huge affiliation with HIV. How can the networking take place?

· HIV/AIDS is very much rampant in the western and mid-western regions.

· What kind of support is given when there is a negative response from the victim’s family?

· Roshan Karki: There is a need to do away with the monopoly of giving HIV projects to only experienced organizations. SMNF can contribute a lot on this. 
There is an alarming rise in suicide cases of people living with HIV/AIDS

Session # 4 (C)
Social Aspect of Managing Emergencies

Session Chaired: Ms. Shobha Basnet, Treasure of SMNF Nepal
1. Community Manage Birth Emergency Fund by British Nepal Medical Trust (BNMT)

On behalf of BNMT, Mr. Chandra Mani Dhungana from Sakhuwashaba gave a presentation on "Community Managed Birth Emergency Fund" (CMBEF).  He started with the introduction of the project. He said that project was established by the initiation of the community itself for maternal emergencies during pregnancy, labour pain and post natal period for the management of transportation and drug supplies. He has also shed on the objective of the project. He said that main objectives of CMBEF is to manage complications of pregnancy, labour and post natal period by managing transportation and drugs in time, to help specifically for economically deprived, marginalized and poor families for the treatment of pregnancy related complications, and to minimize three delays as well as to identify local financial resources and to establish funds, too.

He has also highlighted the process of Community Managed Birth Emergency Fund. He informed that CMBEF established by 3 days orientation on Safe Motherhood issues and he management to HFMC and SMT. It is established at the community. The local SMT and HFMC have prepared norms for implementing CMBEF. It is operated by the In-charge of Health Institution and chair person of SMT.

Mr. Ram Kumar Bhagat presented on community Managed Emergency delivery fund. Total emergency fund is Rs. 26,810 and service utilized by nine families. Fund investment cycle goes through sources for fund collection and distributed to pregnant women, during the labour pain period and to post delivery stages.

Ms. Hima Paneru also said that fund that is collected is for undeveloped village where there is no facility of transportation. Eleven people were taken by the heli-charter to the hospital which cost around Rs. 1,00,000. Though there are many difficulties to utilize the fund and manage the transportation but they were success due to the community managed birth emergency fund. Now, CMBEF is not only in the VDC level, it is also reached upto the ward level as well. About 316 pregnant women had been benefited since 2005. She has also informed that community people were recognized the important of the fund and given high priority to collect it. Such a fund collection is sustained even in conflict situation. Different sectors have donated fund for the purpose of sustaining the CMBEF. She further highlighted on the important of the utilization of fund time during the complication like uterine prolapse during pregnancy, prolonged labor and breech delivery. As highlighted on the challenges, she said that there is a problem of proper utilization of maximum colleted fund. Whereas, community people demands same fund for other emergency conditions as well. 
Ms. Chandrakala Rai and Mr. Kedarnath Khanal together highlighted the Role of Health Management Committee and Women Health Volunteers.  She said that to sustain the trust the supporting source should be identified. Community level Policy and Strategy should be formed. Information should be disseminated to the community level and appropriate environment for facilitating service should be provided. Work is divided within the health workers and volunteers in the ward level. They have also encouraged pregnant women to link with Mothers Group for further information.

Dr. Madhu Sudhan Koirala-DHO, Khotang has presented on "Approach of District Health Office towards Community Management Birth Emergency Fund". Starting with his presentation he gave the information regarding the collection of fund from VDC to District Level which was done in the initiatives of the community people. This initiative has resulted to the collection of sum of Rs. 59,150 for Emergency Birth Fund. The objective of this fund is to provide the fund to women who are pregnant, are in labor pain situation, time of delivery, and then to post maternal stage respectively. Concluding the presentation Dr. Koirala gave suggestions and recommendations. In which he suggested for providing trainings for fund collection which will make collection more efficient with continuous monitoring and supervision. He also recommended Safe Motherhood to extend its programs.
Session # 5 (A)
Policy and Strategy: Neonatal Health

Session Chaired: Dr. Madhu Devkota

1. Design of a Community Based Management of Low Birth Weight Neonates in Kanchanpur District  by Mr.  Ganesh Joshi, DPHO Team, Kanchanpur.
Mr. Joshi started the presentation by highlighting the goal of the programme, which was to develop community strategy to identify and manage low birth infants in Kanchanpur district. The strategies of the project are Home Based/Community Maternal and Newborn Care, build capacity to implement innovative interventions, sustainability and scaling up and community mobilization. Mr. Joshi informed that all the 19 VDCs and one municipality as the targeted area where the key players are FCHV who identifies LBW infants and refer to selected FCHV for special intensive care. Various activities were conducted like 3 days training for the selected volunteers, health workers to manage referred cases and sick neonates, community mobilization by game cards, advocacy, baseline survey etc. The LBW training focuses on breast-feeding, thermal protection, prevention of infections, identify danger signs and timely referral as well. 
The presentation also made us aware that PNC team should visit twice a week to check the normal weight babies whereas, additional once a week for the LBW infants till the time of newborn period. He has also informed that the project was expected to develop a national guideline for low birth weight infants to be included in the neonatal strategy and implementation plan. (See annex # session 5 A (1)
2. Community Based Maternal and Neonates Care Intervention in Banke by Dr. Swaraj Rajbhandhari, RH Team Leader, NFHP 

Starting with the information on the program on her presentation that there are various implementing partners for the "Community Based Maternal and Neonates Care" (CBMNC) program in Banke district among which were Family Health Division, District Public Health Office, SAVE/US, and Plan International etc. The objective of the programme was to provide continual care from pregnancy to post natal period. Another objective of the programme was to distribute Misoprostol (MSC). 
Further, the presentation informed the participants about the Banke district where the total number of health facilities are provided in 47 different places. They are now successful in creating a linkage between ANC, PNC for conducting various visits. The presentation also dealt with strengthening the health facilities. During the presentation some heart touching pictures were displayed. It also informed about the data collection method and the outcomes. However, the project faces many challenges there was poor recording facility, too many messages at the birth preparedness package, sanctioned staff positions at health facilities at district level are not fulfilled. It also came up with various recommendations like orientation to the private sector service provider, increasing community awareness through teachers, religious leaders etc, TTBA should be used for counseling only. The presentation concluded with the remark that projected demonstrated few positive signs like the provision of Misoprostol to the majority of the pregnant women through government and community system, a high degree of the correct use of the medicine and the ability to retrieve unused medicine, and positive impact on the use of the skilled birth attendants. (See annex # session 5 A (2)
3. Community Based Management of Neonatal Infections in Morang district, presented by Dr. Jagannath Sharma, JSI 

Dr. Sharma has informed that the programme was launched with the intention of reducing the level of neonatal infections in Morang district as a pilot project in 21 VDCs. The objective of the program was to determine weather community based FCHV and the most peripheral government health workers can perform a set of activities that result in improvement in the early detection and correct management of the neonatal infections. The presentation also talked about the time line of the project, which started from the 2004 with the development of the training materials and will end in 2006 with the final evaluation .The programme activities included visits within 24 hours of the birth of the baby. It includes identifying the sick neonates, taking birth weights and treating the sick as per the guideline. It also dealt with the issue of the birth record form. The project had dual system i.e., one through the regular DHPO channel and another through MINI staff program evaluation. It also talked about the process of evaluation. The presentation showed pictures of the trainings and development of the training materials. It also told how the program has responded till date. 
The presentation ended with the conclusion that while there are some delays, the referral mechanism are proving effective with the guardians of the sick newborns actively seeking out VHW /MCHW and AHW. It also said that the programme appears to be increasing the proportion of sick neonates receiving appropriate treatment through the existing government channels, making it likely that the programme will have impact on mortality. (See annex # session 5 A (3)
4. Facility Based Maternal and Prenatal Death Review in Nepal, presented by Dr. Kasturi Malla, Director Maternity Hospital/Dr. Vijaya Manandhar, WHO
This presentation tries to review about the health center where the third delay is addressed and it aims to improve the third delay and reduce MMR. It is mainly about reviewing about the death that occurs at the health center and doctors; health planners try to find out the cause of the death so that other lives could be saved. Result of the review will determine avoidable or remedial clinical death. It started in 1990 in TU teaching hospital, maternity hospital and in Patan hospital and later it conducted in other three districts. The presentation discussed about the institutionalization process of Maternal and Perinatal Death Review (MPDR) where firstly a national committee was established which included a good team. Standard maternal and perinatal death tools and instruction manual were prepared, orientation and trainings was provided, filling up of the forms was initiated, consultative meeting was held. In the third delay, 80 per cent deaths are preventable. There has been positive lesson learnt from it, which has helped to reduce MMR from 1992 to 2004/2005. Four months after the training, all 600 deliveries were successful in the Patan Hospial which is remarkable. To conclude it was said that there has to be improved professional practice, improved training, improved resources and advocacy. (See annex # session 5 A (4)
5. Minimum Essential Maternal and Neonatal Health Package, presented by Ms. Mangala Manandhar, Senior Public Health Officer, FHD 

Minimum essential health package is essential life saving tool for the mother and the child. In Nepal 5,000 women die due to complications in pregnancy, childbirth and postpartum period. Nearly 62 per cent of the maternal deaths occur after delivery and many women and newborns die because they do not have access minimum care needed to save their lives. In line with the national policies and based on evidences based best practice, National Essential MNH service is developed by FHD. It is essential to prevent and manage common obstetric and newborn complications at different level. It is a package that is entitled as the right to their life. It is necessary to facilitate providers to deliver best possible outcome, to educate about the basic care that the mother and the child should get, to facilitate monitoring and evaluation of outcomes. The presentation also shed light on the guiding principle of MNH, which should be cost effective, feasible evidence based and best practices etc. It talked about the components of the package like the antenatal care, delivery and essential newborn care with SBA, BEOC/ CEOC, post natal care, CAC and some special care for the high risk population. It also shed light on the family and community level MNH. (See annex # session 5 A (5)
Session # 5 (B) 
Technical Aspect: Community Initiatives
Session Chaired: Dr. Ava Darshan Shrestha, Vice-President of SMNF Nepal

Dr. Ava Darsan Shrestha, Vice-President, SMNF Nepal, chaired this session in which discussion on community initiatives for increasing access to maternal and newborn health services, the unspoken tragedy of prolapse uterus and its leading to gender based violence were discussed.

1. Community Initiatives for Increasing Access to Maternal and Newborn Health Services
Mr. Yogendra Neupane, District Health Post, Dang, began the presentation with a brief explanation on what community watch groups meant. It is a group of volunteers working united in the service of the needy people in rural areas. It is involved in awareness campaigns and promotion of safe motherhood in rural areas. He elaborated on the rationale and the objective these community groups. He went on to say that such community groups had been formed in village development committees. He added that the district health post gave logistic support to the process of mobilization of watch groups. He also delved on the activities of watch groups in Dang. He added that there were 297 watch groups in Dang and that UNICEF supported 23 Village Development Committees (VDCs) while UNFPA supported 10 Village Development Committees (VDCs). Dang’s community initiatives have been very fruitful.

It was discussed that the UN, besides supporting communities, also supported hospitals. UNICEF also provided financial support for trainings. The UN also conducted radio workshops and annual workshops.
Dr. Geetha Rana, Program Officer, Women Health, UNICEF, gave continuity to the presentation by elaborating on the National Safe Motherhood. She said that there was a decrease in the “blame mode” tendency where everyone blamed the other for the mistakes. She said that priority must be given to “Service Strengthening” in the country and a lot of money needed in it. She discussed on the safe motherhood activities of Saptari, Dang, Panchthar and Kapilvastu. She highlighted the fact that 90% maternal health services did not need professional doctors and that they could be provided by nurses.

Dr. Rana brought into attention the fact that the major challenge of safe motherhood was the cost of drugs. She said that drugs were more expensive than the service. She also added that people pay 8 times more for drugs than for service and that the cost of drugs is an unseen cost. (See annex # session 5 B (1)
Queries & Discussion
· Harihar Singh Rathore (Kantipur Publication): UNICEF doesn’t monitor its work. NGOs have spoilt doctors by paying them more and providing them with undue facilities. Medicines are sent to the villages but there isn’t sufficient number of people to distribute the medicines.

· Hira Thapa: Health Workers insult us saying that their pay is very low.

· We have uniform DSA all over. Donors have spoilt the health workers.

· Great work has been done under the able leadership of Dr. Mishra.

2. The Unspoken Tragedy of Prolapse Uterus, presented by Dr. GR Lohani, UNICEF
Ms. Rupa Joshi, communication, UNICEF, gave a presentation on the aforementioned topic. She began her presentation with a documentary of UP patients and other stakeholders from Panchthar, which attracted everyone’s attention. The documentary showed interviews taken of UP patients from 82 year old Subhadra Tamang to 16 year old Nirmala Khatri. Ms. Joshi said that the main barrier to fighting uterus prolapse was the social barrier. Women in the rural areas have been keeping their UP a secret with the fear that they might be socially isolated. They are afraid to tell their family members and UP is kept a secret even from the partners. The other challenge to UP treatment is the communication barrier.

 Most rural women think that UP is a part of life after marriage and more so after the delivery of a baby. It is a social taboo to be sharing about one’s physiques, especially matters related to sex. So women just tend to keep it to themselves till their death. Examples were shared about women who, even after knowing that it was a curable disease, didn’t want treatment and said that they were going to die soon and so there was no need for treatment. Ms. Joshi illustrated an example of 82 year old Subhadra Timilsina who had been living with uterus prolapse for the past 55 years. Another example is of 76 year old Pampha Devi who has 16 children. The main reason for her uterus prolapse is the continuous labor. Many women, who did approach for treatment, were very grateful after the treatment and said that it felt like they were given a second life. They said that they felt like they were 16 years old once again. Mr Joshi highlighted on the need for breaking communication barriers and social barriers for the treatment of uterus prolapse. There was a need for awareness campaigns on uterus prolapse and even make it a part of educational curriculum so that people are aware that it is a curable disease. She also focused on the need for men also being involved in this as this was not just the women’s problem, but the problem of the whole country.  (See annex # session 5 A (2)
3. Uterine Prolapse: Leading to Gender Based Violence, presented by Dr. Tara Maiya Shakya, Director, RHIYA, Phect NEPAL
Dr. Tara Maiya Shakya, Project Director, RHIYA, PHECT Nepal, gave a presentation on Uterine Prolapse leading to Gender Based Violence. She focused her presentation on different cases of violence that women have been suffering because of uterus prolapse. She said that if women denied sex to their partners, they were prone to social, economical and financial torture. Some women are kicked out of the house while others have to bear their husbands marrying another woman. There have been cases of physical torture because women with UP denied sex to their partners. Women are tortured by their in-laws and other family members. They are isolated by the whole family. The whole community has a negative attitude towards women with UP.

Dr. Shakya stressed on the need for a change in the attitude of the people and the community. There was a need for awareness on UP at all levels. She also stressed on the need for UP being prioritized by the government and making it a part of the educational curriculum. (See annex # session 5 A (3)
Queries & Discussion
· Many participants talked just about rings. Does that mean few operations have taken place while treating UP?

· People do not follow up after the ring has been installed.

· There have been cases where the women forget to mention that they have a ring inside and hence babies have died inside the mothers’ womb because the rings weren’t taken out.

· Uterus Prolapse doesn’t cause death.

· Lives can be saved with a 15 rupee ring within 15 minutes.

Session # 5 (C)
Social Inclusion and Safe Motherhood

Session Chaired: Ms. Surya Kumari Shrestha, General Secretary of SMNF Nepal.
1. Social Inclusion and Safer Motherhood-B.K.Subedi, Director, FHD, Supported by GTZ.

There is a need of social inclusion for vulnerable community like women, children, under privileged and marginalized caste and ethnic group. There is a need of social inclusion throughout the country.
Keeping in the dark side, there are enormous communicable diseases from which mother and children are being affected and still safer motherhood seems to be a primary concern.  Statistics shows that out of the total population, women 50.5 percent, children 42 percent, and considering Dalit, rural population and poor as underprivileged /marginalized 16 percent, 39 percent, 86 percent respectively are suffered from communicable diseases. So, we should question on what interventions are to be implemented to get the solutions. 
Vulnerable community might be politically correct but, technically a difficult to work out terminology as vulnerable group is not well defined yet. For social inclusion we should be consensus about people and community and try to bridge the gap between haves and have-not's especially socially excluded, disadvantaged and vulnerable groups. During the presentation the measures adopted for the safer motherhood was shared. Among the other measures raising awareness, improving access to health service, support DHO and HMCs in developing pro-poor health initiatives were the major ones. While concluding the presentation Mr. Suvedi shared the 
future plans of the program. In future it will be emphasizing on raising awareness about social inclusion issue and will be involved in implementing social inclusion activities. (See annex # 5 C (1)
2. Addressing Social Inclusion in Health Services, Experiences in Safe Motherhood, presented by Ms. Deepa R Pokharel, SSMP

Starting with the presentation on social inclusion on health sector, Ms. Pokharel shared her experiences of Safe Motherhood Program. She took World Bank's definition for describing Social Inclusion, "Social Inclusion is the removal of institutional values and the enhancement of incentives to increase the access of diverse individuals and groups to development opportunity".
Women of Mothers Group, poor people, who are comparatively less in population according to religion, caste, geographical settlement are deprived from health services.
There are many problems regarding health service facilities like high price for services, lack of communication facilities, dominating nature of health workers, inadequate technology etc. Dalit  Jan Jati who are said to be a low class people have high maternal mortality in comparison with high class people. It lacks social inclusion because of the existing controversy in issues like caste, gender, traditions and culture, health, education, employment etc. 
SSMP have the policy and strategy of choosing disadvantaged group so they choose Dalit. Safe Delivery Program is conducted by choosing districts while other NGOs gives importance to social inclusion programs. Program centered to increase health service facility for Dalit, Janjati who are less in population and are discriminated on the basics of religion, gender, resource, and even to increase community empowerment. While concluding the presentation, Ms. Pokharel shared the identified challenge like importance of social inclusion. (See annex # 5 C (2)
Continuing the presentation Mr. Hom Nath Subedi form SSMP has informed about the program which implemented jointly with UMN at Mugu district to reduce maternal and neonatal mortality through strengthening district health system for service on 2005-06. The program consist of Need Based Approach (NBA), MNH program, Local Stakeholders Involvement in Planning Approach, and Appreciate inquiry and COPE/PLA approach for planning at facilitator level with all stakeholders. In the program participants are staffs, HFMC members, INGOs, NGOs, CBOs, local leaders and journalists. The planning process of the program is to share success stories, concept develop for quality care, safe motherhood and neonatal health, team building concept, client exit interview, and skill mappings. Stakeholders play the vital role to success the program. They involved in cleaning, digging, disposal pit, improving electricity and water supply, building repairing, maintaining telephone connection, and infra structure build up which resulted the Mugu hospital stand still, till date. He has also highlighted the community plans and contribution which are local staff to provide delivery case, monitoring of the staff and the facility, awareness raising and referral support. He has also highlighted on the improvement of service delivery and the challenges which are as follows:
Improvement of service delivery at Mugu Hospital
· Increased of ANC utilization.
· Provided round the clock delivery service, which resulted 59 delivery during the 2062/63 physical year whereas, only 6 delivery case was registered in the hospital during the 2061/2062 physical year. 

· Manage to handled 5 complicated delivery cases

· Provided PAC and CAC services as well.

· Started ANC services in Health Post.

Challenges

· It is quite difficult to manage human resources to provide round the clock service at PHCC

· ANM has no sanctioned post at HP level in Mugu.

· Frequent transfer of staff

· Communication and transportation

(See annex # 5 C (2)
Session # 6: Action Plan for Way Forward
Work Group # 1

Session facilitator: Dr. Neena Khadka, Health Team Leader, SC/US

Topic/Theme: Safe Motherhood and Neonatal Health
The group was entrusted the task of planning a way forward in the positive direction. In this group everyone spoke about their views in the issue turn by turn and Dr. khadka noted down what the group had to say about the issue. Firstly, the areas that need to be worked were identified which was listed as policy/strategy, programming and behaviour change communication. Then the group listed what had been achieved on those areas. The group also identified the critical issues. The issues were that nearly 90% of births are at home. PNC very low, problems with the subsidy distribution and regulation, lack of awareness about ANC, check ups PNC, SBA etc, confusion in the distribution of SBA, health workers etc. The group also had innovative ideas for increasing MNH services example have a voucher system payment after all the services are taken. The group suggested in ensuring the representation of the socially excluded communities, focused awareness programmes. The group also identified potential solution for the problems like SMNF should work with the local committees to increase awareness, mobilising local resources to save the newborn and mothers. SMNF should lobby with all VDC for the health funds. Ensure continuous staffing, initiating campaign were examples of the solution pointed out by the work group.

Work Group # 2
Session facilitator: Ms. Beki Thapa, UNICEF

Topic/Theme: Safe Motherhood and HIV /AIDS
This work group divided itself into two groups the first group identified the role of SMNF in VDC, family, district and Center. The second group identified the role of SMNF in SMNF and HIV/ AIDS linkages. The first group suggested in coordination with the other organizations and working in partnership, empowering female volunteer, working with the local bodies and asking for the local funds. Help strategize programmes in the policies. MCH clinic check up were the ideas put forward by this first group. The second group brainstormed about the role of SMNF in HIV/AIDS and safe motherhood linkages. The group came out with the suggestion of many things like fundraising, policy linkages, capacity building, linking the district and the donor, mobilise human resource etc.
Work Group # 3

Session Facilitator: Ms. Chantelle Allen, Associate Country Director, ADRA Nepal 

Topic/Theme: Addressing Maternal Morbidities: Uterine Prolapse
The last session of the conference was a work group session in which the participants were divided into various groups. Ms. Chantelle Allen, Technical Adviser, Associate County Director, ADRA, was the facilitator of this session which had the theme: Addressing Maternal Morbidities: Uterine Prolapse.

Ms. Chantelle Allen divided the participants taking part in this session into three groups. The first group’s topic was Policy and Resource Mobilization, the second group’s topic was Health Services and the third group’s topic was Community Mobilization & Awareness. One facilitator and one reporter were assigned to each of these three groups. Ms. Allen then gave each of these groups different questions to discussion on. The first question focused on what each group’s vision for addressing Uterine Prolapse was. The second question focused on what the current gaps in addressing Uterine Prolapse were. The third question focused on what each group needed to do to achieve their vision. Then each group discussed on their future action plans, by when they plan to implement their action plan, who will be involved and the resources and approaches. The groups were then asked to prioritize three of their action plans to share with the other groups. The leaders of each group shared their respective groups’ action plan with the other groups. (See Annex 10)
Comments: The group discussions were very impressive. All the participants took part in the discussion very actively. There was an impression that the participants showed more interest in the group discussions than the sessions. Group Discussion is a very important method of sharing ideas and views. Participants were very much interactive in sharing their views with their fellowmen. The groups were given large brown sheets on which the participants jotted down their policies, action plans and their conclusions. Through group discussion, the participants had an opportunity to share all their experiences and the knowledge that they got from the two day conference

Group Work # 4

Session facilitator: Mr. Harka Thapa, RHDP/SDC

                                              Topic/ Theme: Health Sector Reform
Mr. Thapa has divided the group into the three groups and given the assignment.

Group # 1 
What are the areas where policy reform in the health sector is required to improve Safe Motherhood and Neo Natal Health?
Decentralized Health Policy - Role and Responsibility of NGOs and Private sector should be confirmed. Policy makes for role of local community level. Policy identified by targeted groups and services oriented to get more health facility services.
Policy make healthy environment for health workers to live in rural areas. Management makes for local community to take services from local levels (children and women’s representative). Required human resources can be formed and used by skill and scholarship management. There should be training management for delivery and reform of policy level. Policy makes for social inclusion of health sector and implemented soon. Make clear policy for incentives of Safe Motherhood and its monitoring and evaluation. Physical facilities in local level and giving facility to disadvantages group, caste, place, and areas. Policy makes for trainer of Safe Motherhood and safe abortion to sustain two years in one area.

Group # 2
How can be best practices be mainstreamed into the public’s health care system? What mechanism could form to initiate an ongoing process aimed at learning from best practices and reforming the existing system?
Nepal Government should make policy on focusing to local public participation for fund raise on Safe Motherhood on 75 districts. Policy make by government program (on Safe Motherhood Program) should be networking and coordinating with district level. Health Services on Safe Motherhood and neo natal should be provided on Terai, Himal and Mountain. Policy makes to give EOC training to Health Assistant and make skill manpower. Safe Motherhood program on NGOs, INGOs and Nepal Governments is different their policy and action plan is also different so they should work together. Safe abortion program should be provided by Nepal Government as Mary Stops provided.    

Group# 3
What role can SMNF play in such an effort? How can SMNF and all partners of government participate in this process?
Responsibility of Safe Motherhood Network Federation:-

· Safe Motherhood’s related Policy advocacy.

· Force for proper management of human resources.

· Empowerment related to Safe Motherhood should be given to local levels, committee and NGOs.

· Health work done with networking to DDC.

· Local resources mobilization.

· Birth centre provide to every health post of VDCs.

· Management of research and training centre for safe motherhood.

· Co-ordination of SMNF to GO/NGO/INGO so that work is not repeated.

· For sustainability, public awareness program of fund raising should be done by SMNF and management of matching Grant is also done by SMNF.

Plenary # III: Closing Ceremony
Mr. Rabindra Bahadur Pradhan, Board Member, SMNF Nepal, chaired the closing ceremony of the conference. Dr. Mahendra Bahadur Bista, Director General, Ministry of Health, was the chairperson of the closing ceremony. 

Dr. Neena Khadka presented a report on the group discussion of her session as a part of the Plenary Presentation of Action Plans and Work Group. She gave a presentation on Safe Motherhood and Neonatal health. She said that Maternal Health was a big problem in Nepal. She said that it was necessary for SMNF Nepal to push the issue of maternal and neonatal health and that SMNF Nepal should also play a role in it. She stressed on the need for Innovative Services and the need for Strengthening Services.

Beki Thapa, presented a report on the work group discussion on HIV/AIDS and Safe Motherhood. She discussed on what can be the role of SMNF Nepal at community and family level. She also said that there was a need between SMNF Nepal and HIV/AIDS and a need to link up with the central level. She said that she was happy about the linkages made at the conference. She said that there was a need for a change in the attitude of people at the policy making level. There should be coordination between NGOs, Donors and all the stakeholders and monitoring and evaluation should be done. There should be capacity building of organizations in the districts. There should be coordination between different communities and organizations. There was a need for advocacy and sensitization of the workshop at the community level.

Ms. Chantelle Allen gave a presentation on the group discussion on Addressing Maternal Morbidities: Uterine Prolapse. She presented a report on the future action plans and the conclusions of the wok group that she had facilitated. She enumerated the following conclusions that her group had reached:

· Everyone should make Uterus Prolapse an important issue and move forward united.

· The government should prioritize Uterus Prolapse like it did to HIV/AIDS.

· 20% of the health budget should be allocated for Uterus Prolapse.

· NGOs and INGOs should develop their capacity in Uterus Prolapse.

· There should be an effort for Uterus Prolapse awareness from Central Level to District Level to Community Level to Every Household. 

After the plenary presentation and the discussion, Ms. Radha Pradhan gave cash to three participants as a token of goodwill. In a similar fashion, SMNF also gave cash to two uterus prolapse patients. The cash was handed to them by chief guest Dr. Mahendra Bahadur Bista. Dr. Kanti Giri announced that Kathmandu Medical College would operate on the two UP patients at a nominal fee of just 1000 NRS and provide them with free bed and food.

Dr. Mahendra Bahadur Bista, the chief guest, thanked the organizers for the invitation. He announced, on the occasion, that the government would give delivery allowances from 30th August, 2006. He said that Nepal lagged behind in maternal health. However, he also added that there was a decrease in child mortality. He said that the government was in need of organizations like SMNF Nepal to work together in the field of maternal health. He also said that the government was bringing out the Skilled Birth Attendants Policy. He elaborated that the government has been providing different kinds of trainings at different levels and stressed the need for the training of each and every health worker. He highlighted on the need and importance of the role of local communities in tackling maternal morbidities. Dr. Bista also requested the organizers to send their advice and suggestions from the conference to the ministry.

Dr. Arzu Rana Deuba, President, SMNF Nepal, shared her view that there was a need for unity to achieve success. She said that a lot of changes could be made in 10 years. She further said that a lot of things could be done if the political situation of the country improved. She said that she was happy that the government wanted suggestions from the conference and that the federation would forward the suggestions to the government. She also requested the Ministry of Health to rethink on it policy. Dr. Rana expressed her happiness over the news that 40% to 50% of the health budget was sent to the districts by the government.

Conclusion
The Second National Safe Motherhood was a grand success in that it was participated by all district members of the federation. Networking was built among different participants. All the stakeholders had the opportunity to meet one another. Pledges were made by donors and the government. The participants had the opportunity to share their experiences and ideas with one another. The conference was an opportunity to work together, discuss and chart out action plans for the future. There was an opportunity for community level workers to interact with social scientist, researchers, government policy makers and representatives of the donor communities. The conference was an opportunity for everyone to catch up on the different activities taking place through out the country.
Day III (30th August 2006, Wednesday)
SMNF  Second Annual General Meeting
During the 2nd Annual General Meeting Dr. Arzu Rana Deuba, President of SMNF had welcomed all the member representatives who had attendant the AGM.

Giving the life to the AGM, she started with information that SMN Federation has already spread in 47 districts. It aims to protect the lives of the mothers and the newborns. It also aims to empower Nepali women, protect their rights and build capacity. SMNF also works on awareness rising programs to give service to the women and newborn. The donor agencies and government has helped SMNF in various ways and we ourselves would like to take credit for the implementation of the program. She also made few announcements which are as follows:
· Hosting international conference of safe motherhood and take the opinions of the experts in November 2007. 

· Offer government for its participation and its commitment to help SMNF with the best possible means. 

· Presentation of progress report and economic report 
· Division of the members on the basis of the development zone and the groups will identify according to its needs.
· Formation of the regional organization. 

· Review of the workshop, the network will be sending  letters to the government for its implementation.

The Progress Report Presented by Ms. Surya Kumari Shrestha, General Secretary of SMNF
The progress report informed about the official establishment of SMNF in 15 Chaitra 2062. It also said that the turmoil in the country lead to delay of annual general meeting by a month.

Board members were selected as there was no objection and hence, the names were announced. INGOs from different districts level were made members with the objective of spreading the network. Therefore till date there are 331 members in 47 districts. It also aims of strengthening   its capacity building program. There was an opportunity to work for CAC as well. She also described about the activities done so far by SMNF which are seminar on safe motherhood with the financial aid of Save the Children, quiz competition, interaction program done on the International women's day and other cultural programs are done on regular basis according to the festival of the season. The newsletters have been published in Nepali script so far and aim to publish in English in future. Concluding her speech Ms. Shrestha said about seven committees which are formed with the view of doing specialized jobs. (See annex # …)
The Financial Report Presented by Shobha Basnet, Treasure of SMNF Nepal
Ms. Basnet in her speech shared about the income and expenditure of SMNF of the fiscal year2062/03. (See annex: …..) 
 She also informed about an amendment made in the preamble of the constitution as the conference had suggested that other programmes had to be incorporated in it. It suggested to include all programs which directly and indirectly affect the lives of mothers and the newborns like water, health and sanitation education, infrastructure. Another announcement was about Ms. Peggy Curling fund, which will be provided to that district which will be able save the highest number of lives of the mothers and the newborns.
Discussion on both the reports
Questions and comments on both the reports came up together and later the respective persons answered. 

It was asked if programs relating the issues of HIV would be included in the preamble. It also suggested that there should be community F.M. focusing on women and child rights. Another question was about the empowerment of the women and development of appropriate resources for empowerment. Another question was asked if SMNF will be able to raise issue regarding child marriage. It was also suggested SMNF to open its branch office in all the 75 districts. It also suggested that the budget should be decentralized from on the basis of the development zone and should be distributed accordingly. A need for the secretariat was felt at the district level.  Another comment stressed on the need of the improvement of the branch offices of the district level. There was complaint that some branches had not got its membership certificate. There was another comment that some of the people were not informed about the first conference. There was suggestion for incorporating the ethnic groups and their capacity building in the constitution. There was an assurance that all views shall be send for policy making. Another member commented that the programme was well conducted and it gave opportunity to influence at the policy level. There has to be a link with NGOs working in the district. They stressed on the need of capacity building training. One of the comment mentioned from the member of BAnke, that though they work in the same network they don't know each other. Once there was rumour which said about 5 million dollars as fund was coming and there was an attempt to capture that fund. So, such person should be punished for such rumor. Another question which was raised was about the procedure of choosing other district while they think of extending their program. Suggestion was made about the extension of the program Terai as this type of program are of urgent need. There was a suggestion to work on remote rural areas. A comment was made that when there was program in Saptari district Rautahat was excluded. There was a suggestion of having such a forum at the regional level. There was a comment to include HIV/AIDs in the constitution. 
Surya Shrestha firstly answered first. She mentioned that the network is only eleven months old and it is too young to achieve everything within this short span of time. According to the suggestion, Ms. Shrestha gave conformation of incorporating HIV /AIDS in the constitution. There are branches in 55 districts and the district branches are mobilized. There are seven committee works details in the newsletter. The idea of capacity building of the district branch is excellent. She also clarified that the membership certificate was not given due to technical problem. She also made clear that the exclusion of some groups is because the federation is too young and it is still in the process of learning. She also said that there has been  a continuous attempts to make a different group of the ethnic groups. 
Ms. Shobha Basnet answered question relating to her financial report. She made clear that there is no provision of sending 50 per cent amount to the district branch before it establishment. There has been no limitation in the formulation of the budget. For the session we had taken Rs. 45,500 for each session but we could have charged up to 1 lack as well. 
Dr Arzu Deuba answered questions the rest of the questions. She said that the registration is done both at the center and at the district office of SMNF and it tries to include as many people as possible. There has been some work on social mobilization. Today, only 10 percent service is provided so far. This way it is difficult for center alone to conduct all its activities that is why   there is a need of membership with the local organization. Talking about the inclusion of the ethnic group, Dr. Deuba said that the ethnic groups should form an organization and come forward. She also said that the issue related to inclusion in the health sector is vague. Plan about it is made but it is not able to implement it. There is no programme in Terai and we have been looking forward but we are not able to hear from them. However, we are not discouraged from this and look forward to work with them and bring the program in Terai. We could canalise fund of the DDC and SMNF should also try for it. However there is program based funding here.  She also informed that SMNF is coordinating with SSMP for the website which will help for easy communication.
Vote of thanks by Dr. Ava Darsan Shrestha
Dr. Shrestha thanked everyone for their valuable presence. She further said that all the suggestions and comments from everyone were very appreciable. SMNF shall move ahead progressively despite of all the challenges that it faces.  The suggestions and the comments will further provide guidance to SMNF. She said that SMNF should move ahead and save lives and strengthen the organization. Everyone should be accessible for the feedback. She concluded requesting everyone to pass both the reports. 

After lunch, groups were divided according to their development zone and then they introduced themselves and their districts. They also formed regional organization. They also decided on the future plan of action. The members of the zone came up and presented their future action plan. Eastern Development Region came up with ideas like capacity building, trainings on HIV / AIDS, abortion, uterus prolapse etc. they also shared the need of proposal writing training and awareness about female's reproductive right. 

Central Development Region came up with the idea of safe motherhood basis training, evaluation, organizational development, advocacy, fund raising, leadership, proposal and report writing training. They felt a need of creating linkage between abortion, HIV/AIDS and awareness on uterus prolapse.

Western Development Region came up with the idea of capacity building, proposal writing identifying target group form training, there should be training to create good human resource , training on gender issues, training for trainers, awareness,  fund raising training. The group also suggested that uterus prolapse treatment should be done for free of cost and requested SMNF for lobbying. Another suggestion was about leadership training for the marginal people.

Mid-Western Development Region came up with the suggestion of  making membership NGO profile, leadership training, proposal training, community management, and organizational and  conflict management trainings.

Far-Western Development Region came up with an idea of driving membership, educational programs, health programs and regular monitoring. They also suggested there has to be proper statistics of MMR. 

Dr. Arzu Deuba and Ms.Surya K. Shrestha together made a small remark to thank everyone for their presence and giving their valuable time. After that, member of some regional groups gave a small note of thanks at AGM. At the end of the program, there was photo session.
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