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Early pregnancy detection by female community health
volunteers in Nepal facilitated referral for appropriate
reproductive health services
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Trained female community health volunteers provided low-cost urine pregnancy tests in their communities,
leading to counseling and appropriate referrals for antenatal care, family planning, or comprehensive
abortion care.

ABSTRACT

Background: Female community health volunteers (FCHVs) are a possible entry point for Nepali women to access
timely reproductive health services at the village level. This evaluation assessed the success of a pilot program that trained
FCHVs in early pregnancy defection using urine pregnancy tests (UPTs), counseling, and referral to appropriate
antenatal, safe abortion, or family planning services.

Methods: Between July 2008 and June 2009, the program trained 1,683 FCHVs from 6 districts on how fo provide
UPTs and appropriate counseling and referral; 1,492 FCHVs (89%) provided follow-up data on the number of clients
served and the type of services provided. In addition, the program conducted in-depth interviews with selected FCHVs
and other reproductive health service providers on their perceptions of the program.

Results: Of the FCHVs with follow-up data, 80% reported providing UPTs to women in the 8-month follow-up period. In
total, they conducted 4,598 UPTs, with a mean number of 3.1 tests per FCHV. Among the women with a negative
pregnancy test (47%), FCHVs provided 24% of them with oral contraceptive pills and 20% with condoms; referred 10%
for other contraceptive services; and provided contraceptive counseling only to 46%. Among the women with positive
pregnancy fests (53%), FCHVs referred 68% for antenatal care and 32% for safe abortion services.

Conclusions: Providing FCHVs with the skills and supplies required for early pregnancy detection allowed them to
make referrals for appropriate reproductive health services. Results of this evaluation suggest that community health
workers such as FCHVs are a promising channel for early pregnancy detection and referral. As the intervention is scaled
up, the focus should be on ensuring service availability and awareness of available services, UPT supply, and creating
viable options for record keeping.

BACKGROUND

Timely identification of pregnancy is important for
initiating antenatal care (ANC) among women
with wanted pregnancies and for seeking abortion
services among women with unwanted pregnancies.
Although abortion is a safe procedure, the medical risk
is greater at higher gestational ages." In addition, early
identification of an unwanted pregnancy is important

Lack of certainty about pregnancy status can cause
delays in seeking ANC or abortion. For example, a
study of ANC clients in South Africa found that
women waited up to 5 months gestation before feeling
confident that they were pregnant and seeking care,
and women expressed difficulties with identifying
pregnancy when menses are typically irregular.?

Urine pregnancy testing has been shown to
decrease the gestational age at which women seek

so that women can access abortion services before they
exceed the legally allowed gestational limit.
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antenatal care and abortion services.>™ A study in
South Africa showed that women who used urine
pregnancy tests (UPTs) presented for ANC services
3.6 weeks earlier, and abortion clients 1.4 weeks
carlier, than women who did not use UPTs.” Another

372



Early pregnancy detection in Nepal

www.ghspjournal.org

study from South Africa found that introducing a
pregnancy confirmation clinic using UPTs within
existing ANC clinics decreased the mean gesta-
tional age at which women began ANC.*
Although this study used facility-based distribu-
tion of pregnancy tests, community-based provi-
sion of pregnancy tests may further increase
access to reproductive health services, especially
in rural areas.

In Nepal, ANC and comprehensive abortion
care (CAC) services are available in government
facilities, but women often delay seeking services
due to geographical barriers and social barriers
against traveling alone to health facilities.”> In
addition, husbands and mothers-in-law in Nepal
often act as gatekeepers who prevent women
from accessing health services.®

The World Health Organization (WHO)
recommends at least 4 ANC visits, starting as
early as possible in the first trimester.” But in
Nepal, the median gestational age at the first
ANC visit is 3.7 months, indicating that many
women are not seeking services until their
second trimester.”

Under Nepal’s current abortion law, imple-
mented in 2004, women have the legal right to
an abortion up to 12 weeks of gestation for any
indication; up to 18 weeks of gestation in the
case of rape or incest; and at any time during
pregnancy, if the mental or physical health or life
of the pregnant woman is at risk or if the fetus is
deformed and incompatible with life, with the
advice of a medical practitioner.® Access to
services in the first trimester is important for
both ANC and CAC clients.

Increasing the availability of urine pregnancy
testing in Nepal may be one way to enable
women to identify pregnancy earlier and seek
more timely ANC or CAC services. Currently,
UPTs are available in Nepal through medical
shops, but access is limited in remote areas and
cost can be a barrier. The cost of UPTs in medical
shops outside the capital Kathmandu ranges
from Rs. 50-60 (US$0.58-0.70), which is almost
half the daily income for the majority of Nepal’s
population (78%) living below US$2 per day.’

One promising approach, started by Nepal’s
Ministry of Health and Population in 1988, uses
community-based volunteers, known as female
community health volunteers (FCHVs), to reach
women in remote areas and link them with
available services. This network, currently com-
prising more than 48,000 local female volun-
teers,'? is a trusted source of maternal and child
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health information and serves as the key referral
link between communities and health services.

FCHVs are selected by the Mothers Group at
the village development committee (VDC) level,
and each ward within the VDC typically has one
FCHV. Criteria for selection include membership
in the VDC, literacy, and age between 25 and 45
years, but the actual characteristics of FCHVs
vary. A study found that the median age for
FCHVs was 38 years and that 4% of FCHVs were
over age 60."' The study also found that only
62% of FCHVs were literate, but FCHVs were
better educated than the general population of
rural women of the same age.'' Literacy levels
did not affect the quality of services provided by
FCHVs."!

Once selected, FCHVs attend an 18-day
training on basic maternal and child health
information; training on additional topics is
conducted as needed. Services provided by
FCHVs once they return to their communities
include'":

¢ Holding monthly meetings on health issues
with the Mothers Group in their villages

® Visiting households to advise on maternal
and newborn care and immunizations and to
distribute condoms and oral contraceptive
pills to existing users

® Jron/folate distribution
® Postpartum vitamin A distribution

® Treatment of children with diarrhea using
oral rehydration solution

® TFirst aid

¢ Community-based pneumonia treatment in
some districts

FCHVs are not permitted by law to provide
injections or any medical procedure. FCHVs do not
receive compensation for their work, but they do
get reimbursed for travel expenses when attending
trainings and they receive money to purchase tea
and snacks for their monthly Mothers Group
meetings. FCHVs work, on average, 5.1 hours each
week, and annual turnover is low (4%).""!

Since inception of the program, FCHVs have
provided referrals for ANC and family planning
services. After liberalization of the abortion law in
Nepal, Ipas, an international NGO focused on
preventing unsafe abortion, began training FCHV's
to refer women for safe abortion services in com-
munities where services were available, initially
based on women’s suspicion of pregnancy.

Women who are
unsure whether
they are pregnant
sometimes delay
seeking antenatal
care or abortion

services.
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In 2008, Ipas conducted a feasibility study in
Bhaktapur District to test the potential of FCHVs
to use urine pregnancy testing to link Nepali
women to timely reproductive health services. A
total of 230 FCHVs were trained to identify early
pregnancy using UPTs and to make appropriate
referrals to ANC or CAC services for women with
positive pregnancy tests and to family planning
services for women with negative pregnancy tests.
After implementation of this intervention, use of
antenatal care, family planning, and safe abortion
services improved in the target communities.'?

Based on this success, Ipas and its partners
conducted a similar but larger-scale pilot pro-
gram covering FCHVs from 6 districts in Nepal
(Chitwan, Dhading, Jhapa, Kailali, Surkhet, and
Tanahu). The purpose of this paper is to present
this innovative approach, which relies on volun-
teers to link rural women to reproductive health
services, and to present initial evaluation results
from the 6-district pilot.

INTERVENTION DESCRIPTION

The  “Early  Pregnancy  Detection and
Reproductive Health Counseling Program”
trained FCHVs on proper use of UPTs and referral
for safe abortion and ANC, as well as additional
training on family planning, to increase access to
reproductive health services through early preg-
nancy detection at the community level. The
focus of the intervention was on training FCHVs
to provide UPTs and referral for safe abortion
services, if the woman desired, in addition to her
typical duties of family planning counseling,
provision of condoms and pills to existing users,
and referral for ANC or other contraceptive
methods, such as sterilization, injectables, and
intrauterine devices (IUDs). Early pregnancy
detection is hypothesized to decrease the gesta-
tional age at which: (a) women with wanted
pregnancies initiate ANC and (b) women with
unwanted pregnancies seek safe abortion ser-
vices (Figure 1). In addition, the intervention

FIGURE 1. Conceptual Model for the “’Early Pregnancy Detection and Reproductive Health Counseling Program”’
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supplied FCHVs with knowledge of where to seek
safe abortion services, hypothesized to decrease
morbidity and mortality associated with unsafe
abortion.

In conjunction with the Ministry of Health,
Ipas conducted training of trainer (TOT) work-
shops with medical officers in-charge and provid-
ers working at the primary health care center
(PHCC), health post, and sub-health post levels.
Between January and June 2009, the trainers
conducted a series of 2-day workshops for FCHVs
at each selected VDC in the 6 districts. Invited
FCHVs were from districts where Ipas was also
implementing a program to provide medical
abortion (MA) as an alternative to surgical
abortion methods. All FCHVs working in the
catchment area of the facilities providing MA
and manual vacuum aspiration (MVA) were
trained. One FCHV training was conducted
in each VDC, and each training included
9-25 FCHVs, depending on the number working
in the area. A total of 1,683 FCHVs were trained.

The training workshops used a variety of
interactive methods and formats to promote
adult learning, including brainstorming, group
discussion, question and answer sessions, mini-
lectures, and demonstrations. Topics included:

® How to perform UPTs, practicing on both
pregnant and non-pregnant urine specimens

¢ Informing women in their communities
about the availability of UPTs through the
existing monthly Mothers Group meetings

® Reinforcement of previous training on con-
traception and referral for ANC and addi-
tional family planning services

® New content on safe abortion, including con-
ditions under which abortion is legal in Nepal,
consequences of unsafe abortion, names and
locations of certified CAC sites in the FCHVs’
districts, and costs associated with CAC services

® Introduction to specially designed informa-
tion, education, and communication (IEC)
materials for use with low-literacy women

® Use of pictorial referral cards designed for use
with women with low literacy levels (one
section of the referral card included the
referral information, which was given to the
women, while the FCHVs kept the other
section for record-keeping purposes)

On completion of the training, the program
provided each FCHV with 15 UPT Kkits for use in
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her community; 5 kits were free and the FCHV
paid Rs. 10 (US$0.12) per test for the other
10 kits. At the training, the FCHVs agreed that
they would charge community members up to
Rs. 27 (US$0.32) per test, providing them with a
small financial incentive to provide this service.
FCHVs charged on a sliding scale depending on
what the woman could afford.

The program instructed FCHVs to purchase
additional UPT kits as needed through local
medicine shops. Most chemist shops outside
Kathmandu charge Rs. 50-60 for UPTs. For these
replacement UPTs, FCHVs agreed to charge
women up to Rs. 50, again on a sliding scale,
according to what women could afford.

FCHVs informed women in the community
about availability of UPTs primarily through
Mothers Group meetings. During the meetings,
the FCHVs informed women that if they suspected
pregnancy, they could come to the FCHVs for a
test. In addition, FCHVs informed women about
the availability of UPTs informally when the
women sought other information from the FCHVs.

METHODS

Stakeholders from the Family Health Division
(Ministry of Health), the FCHV program, Ipas,
and the Group for Technical Assistance (GTA)—a
Nepalese nonprofit with expertise in community
and human resource development—planned the
evaluation to assess performance of the trained
FCHYVs in providing community-based early preg-
nancy detection and reproductive health counsel-
ing and referral services. In addition, we assessed
the usefulness of the IEC materials in supporting
the FCHVs’ reproductive health counseling for
women, especially for those seeking CAC services.
The Allendale Investigational Review Board
reviewed and approved the evaluation protocol
and granted a waiver of informed consent as the
study presented no more than minimal risk to
participants.

Participants

Of the 1,683 trained FCHVs, 1,492 (89%) partici-
pated in a 1-day follow-up review meeting
conducted at the VDC level to assess their progress
and performance. The review meetings took place
approximately 8 months after the initial 2-day
training sessions (between November 2009 and
March 2010). During these meetings, all pre-
viously trained FCHVs provided self-reported data
using record sheets, and a subset of FCHVs
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Health workers
referred 68% of
women with
positive pregnancy
tests for antenatal
care and 32% for
safe abortion.

participated in semi-structured interviews about
the TEC materials and their perceived impact of
the program. These data were supplemented by
interviews conducted with 9 government and
NGO reproductive health service providers.

Data Sources and Procedures

FCHV Record Sheets

We developed a structured format to collect
information from the FCHVs on:

® Number of pregnancy tests they performed
since the training

® Results of the pregnancy tests

® Reasons for not using the pregnancy test kits,
if applicable

¢  Whether the FCHVs provided family plan-
ning counseling and/or had distributed con-
doms or oral contraceptive pills to women in
their communities

® Number of women the FCHVs referred for
additional family planning services, ANC,
and CAC services

The FCHVs maintained records throughout
the study period by retaining half of each referral
card that they provided to women in their
community; they brought these referral cards to
the review meeting to help complete the struc-
tured data collection tool.

Semi-Structured Interviews With FCHV's

We also designed a semi-structured interview
guide to supplement and contextualize the
quantitative data from the record sheets.
Each review meeting included approximately
9 FCHVs; we randomly selected 3-5 of these
FCHVs for an interview to collect information on:

® How the FCHVs were using information from
the training in their communities

® How many cases they referred for services
since the training and for what types of
services

® Their perceptions of community benefits
resulting from their training

® The utility of the IEC materials (specifically,
whether they used the flip chart in Mothers
Group meetings; whether the messages and
language used in the flip chart were clear and
understandable; and how they used the
pregnancy test kit materials, which consisted
of a bag, brochure, key ring, and referral card)
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Semi-Structured  Interviews
Health Care Providers

We also collected data from 9 government and
NGO service providers on their perceptions of the
program’s effectiveness, using a semi-structured
interview guide. Specifically, we asked providers
about their perceptions of the program’s effect on
FCHYV referrals and their thoughts on other ways
to increase women’s access to reproductive
health services.

With  Reproductive

Analysis

Quantitative data were entered into Epilnfo and
checked for consistency. We report descriptive
statistics in this paper. We did not collect data
from interviews systematically. Some of the
interviews were videotaped, transcribed, and
translated into English. However, others were
not recorded and only had interviewer notes. We
reviewed the transcripts and interviewer notes
for common themes and selected illustrative
quotes.

RESULTS

Community-Based Urine Pregnancy Test
Distribution
Of the trained FCHVs with follow-up data, 80%
(n=1,199) reported that they performed UPTs
during the review period, from May 2009 to
March 2010. The FCHVs performed a total of
4,598 UPTs, with a mean of 3.1 tests per FCHV.
Two-thirds of FCHVs performed 1 to 5 tests,
while 14% performed more than 5 tests
(Table 1). FCHVs who did not provide pregnancy
tests reported that women did not request a test.
The mean number of UPTs provided per
FCHV varied by district. In Jhapa, in the
Eastern region, each FCHV provided, on average,
5 UPTs—the highest distribution numbers
among all districts (Table 2). In the Central
region, FCHVs in Chitwan provided more UPTs
(mean=3.9) than in Dhading (mean=2.6).
FCHVs from Kailali in the Far Western region
and Surkhet in the Mid-Western region per-
formed similarly, providing 2.6 and 2.5 UPTs per
FCHYV, respectively. FCHVs in Tanahu in the
Western region provided the smallest mean
number of UPTs (mean=2.1).

Early Pregnancy Detection, Counseling,
and Referral

Of the 4,598 pregnancy tests performed by the
FCHVs, 53% (n=2,452) were positive and 47%
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(n=2,146) were negative for pregnancy. Among
women with positive pregnancy tests, FCHVs
referred over two-thirds (68%) of them for ANC
and about one-third (32%) for safe abortion
services (Figure 2).

All women with negative pregnancy tests
received family planning counseling. The most
common family planning service provided
by FCHVs was counseling only (46%), but 24%
of women received oral contraceptive pills,
20% received condoms, and 10% were referred for
other methods, such as injectables, IUDs, contra-
ceptive implants, or sterilization (Figure 3).

Perceptions of FCHVs and Other Service
Providers

Benefits of Community-Level UPTs

FCHVs who were interviewed reported a number
of positive aspects of providing UPTs at the
village level:

® Tests were simple to perform, they were reliable,
and the results were immediately available.

® Women in the community appreciated the
low cost and local availability of the tests.

® FCHVs thought the availability of community-
based early pregnancy detection increased
women’s privacy.

® Having pregnancy test results, combined with
improved knowledge of reproductive health
services from the training, enhanced their
ability to provide appropriate counseling and
referrals for reproductive health services.

® Women in their communities felt that early
pregnancy detection and referral allowed
them to make informed reproductive health
decisions.

A district-level nurse discussed the value of
supplying UPTs at the community level at low
cost.

FCHYVs perform the tests at Rs 30, whereas in district
hospital they cost Rs 100. So due to this differential,
the number of clients coming to hospitals for the
urine pregnancy tests are decreasing nowadays.

—Nurse, District Public Health Office,
Dhading

Other service providers noted an increase in
FCHV referrals for ANC, family planning, and
comprehensive abortion care across a variety of
service sites, including public, private, and NGO
clinics; hospitals; and primary health care centers.
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TABLE 1. Distribution of UPTs Performed per FCHY

No. of UPTs Frequency (No. of FCHVs)  Percent Frequency
0 293 20%

1 231 15%

2 253 17%

3 204 14%

4 149 10%

5 145 10%

>5 217 14%

Total 1492 100%
Abbreviations: FCHV, female community health volunteer; UPTs, urine pregnancy
tests.

50% of the women who come for [abortion] service
are referred by FCHYVS.

—Health service provider, Hospital, Tanahu

This has benefited a lot. At our centre, ANC cases
are increasing. Before their [FCHVSs] orientation,
we use[d] to have 30-35 cases [per month] only,
occasionally reaching [up] to 40-60. Nowadays, we
are doing 100-150 ANC check-ups in a month. On
average, 1-2 [abortion] cases are referred in a
month by FCHVs.

—Health service provider, Primary Health
Care Center, Dhading

TABLE 2. Mean Number of UPTs Performed per FCHV by
District

District No. of FCHVs Mean No. of UPTs per FCHV
Jhapa 184 5.0

Chitwan 247 3.9

Dhading 107 2.6

Kailali 533 2.6

Surkhet 341 2.5

Tanahu 80 2.1

All Districts 1492 3.1

Abbreviations: FCHV, female community health volunteer; UPTs, urine pregnancy
fests.
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FIGURE 2. Referrals Provided to Women With Positive
Pregnancy Tests (n=2,452)

Usefulness of IEC Materials

FCHVs reported using the pictorial IEC flip charts
with women both one-on-one and in group
settings, such as during Mothers Group meet-
ings. The FCHVs found the flip charts to be an
effective tool for educating women, particularly
women who were uninformed about safe abor-
tion services.

DISCUSSION

This study found that trained FCHVs were
interested and successful in providing low-cost
UPTs in their communities, and pregnancy status
information improved their ability to counsel and
refer women for appropriate reproductive health
services, including antenatal care, family plan-
ning, and comprehensive abortion care.

Among women with negative pregnancy
tests, family planning counseling alone was the
most common service provided (46%). More
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research is needed to understand why nearly
half of women suspecting pregnancy but having
negative pregnancy tests did not receive family
planning methods or referral for methods. One
possible explanation is that at least some of these
women wanted to become pregnant (the record
sheets did not collect information about repro-
ductive intentions). However, it is also possible
that FCHVs provided counseling alone when they
did not have an adequate supply of family
planning methods to distribute, or if women
refused contraceptives due to fear of side effects
or other health concerns.

Among women with positive pregnancy tests,
FCHVs referred 68% of them for ANC and
32% for safe abortion services. Among the
women referred for abortion, we do not know
the proportion who actually sought CAC services.
When women arrive at a certified CAC facility
seeking abortion services, they receive additional
counseling on options including ANC or surgical
or medical abortion. After their procedures,
women also receive counseling on family plan-
ning with a focus on long-acting reversible
contraceptive methods. Overall, the sizable pro-
portion of women referred for abortion services
suggests that unwanted pregnancy is common,
and FCHVs should focus on counseling women
in their communities about family planning and
providing contraceptives, including referral for
long-acting and permanent methods, to prevent
unwanted pregnancy.

Mobilizing a large number of FCHVs with the
materials, supplies, and skills required for early
pregnancy detection, reproductive health coun-
seling, and referral seems to be a promising
approach to improving access to reproductive
health services at the community level in Nepal.
FCHVs who were interviewed reported that
women in their communities appreciated the
low cost, local availability, and privacy afforded
by community-based early pregnancy detection
services. This evaluation was not able to link use
of UPTs and referrals for services with an actual
increase in uptake of services. However, we
hypothesize that if FCHVs have information
about available services, IEC tools to share that
information, and UPTs to identify pregnancy
early, and if FCHVs are providing UPTs and
referring women for services, then women will
have the information they need to access timely
reproductive health services.

The majority of FCHVs (80%) provided UPTs.
However, a sizable 20% did not provide tests
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during the 8-month follow-up period, primarily
because they said that women did not request
tests. Although it is possible that women in some
communities were not interested in using UPTSs,
it is more likely that this finding reflects the
involvement of the FCHV in her community and
the proximity of the community to a health
center. In communities close to a health center,
women may go directly to the facility when they
suspect pregnancy rather than accessing these
services through the FCHV.

Program Challenges and Lessons Learned
Program implementation challenges need to be
addressed to realize the full potential of the
FCHYV approach, particularly related to training,
resupply of UPTs, and referral.

Training

Training was conducted at the VDC level, but
some FCHVs were unable to attend the training
due to other responsibilities such as household
work, personal issues, other training events, or
commitment to planned Mothers Group activ-
ities. Since only 1 training was held in each VDC,
FCHVs who were not available that day were not
trained.

It was also difficult to secure training
facilities and coordinate dates for the workshops
due to concurrent programs hosted by district
health offices. Trainers also noted delays and
omissions in communicating training informa-
tion and schedules to FCHVs, particularly at the
VDC level. To improve communication, the TOT
workshops were expanded to include providers
at the sub-health posts, which improved coordi-
nation at the VDC level.

This pilot focused on training FCHVs working
in the catchment areas for sites providing safe
abortion services, which accounted for 43% of
the FCHVs in these districts. Based on the
findings from this pilot, training has been
expanded to cover all FCHVs working in these
6 districts. As of January 2013, the program has
been implemented in 19 of the 75 districts in
Nepal, and Ipas intends to continue working in
coordination with the Ministry of Health to scale
up this program to other districts.

Resupply of UPTs

As discussed in the intervention description,
FCHVs were asked to resupply their pregnancy
test kits through local medical shops. However,
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FIGURE 3. Services Provided to Women With
Pregnancy Tests (n=2,146)

Negative

Abbreviations: FP, family planning.

* For injectables, IUDs, implants, or sterilization.

this did not work well due to stockouts and to
the high cost of UPTs in these shops (Rs. 50-60)
when FCHVs only charged up to Rs. 50 for the
resupplied Kkits.

For this program to be sustainable, a reliable
and affordable mechanism had to be developed
to resupply pregnancy test kits. Based on lessons
learned during the pilot, the program contracted
a distributor in Kathmandu to provide FCHVs
with UPTs for Rs. 11 per test. Currently, the
distributor is supplying UPTs to public health
nurses at the district level, and the health post
in-charges obtain their VDC’s supply of UPTs
from the public health nurse when they travel to
the district-level health facility for their monthly
meeting. The health post in-charges then provide
the UPTs to the FCHVs at the VDC level. FCHVs

Reliable and
affordable sources
to resupply health
workers with
pregnancy tests
need to be
available to
sustain the
approach.
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Health workers
reported that
early pregnancy
detection
empowered
women to make
timely reproduc-
tive health
decisions.

are able to purchase the UPTs when they
resupply their family planning commodities at
the VDC level, which seems to be working well.

Referral

The referral card system had limited success. The
FCHVs found the cards difficult to understand
and to complete. Instead of providing referral
cards, some of the FCHVs accompanied women
to their health care provider appointments.

Based on these challenges, the program no
longer uses referral cards to measure FCHV service
provision. Instead, FCHVs are currently self-
reporting the number of referrals they make for
ANC, family planning, and safe abortion services
through their monthly meetings with the medical
officers in-charge. Indicators on referral for
abortion services have been built into the broader
health management information system (HMIS)
that already monitored ANC and family planning
services provided by FCHVs.

Frequent staff turnover and transfer of service
providers also adversely affected the referral com-
ponent of the program, which necessarily depends
on the availability of reproductive health services.

Study Limitations

The findings of this study should be viewed in
light of several limitations. Around 11% of the
FCHVs who were trained missed the 8-month
review meeting where the assessments for this
evaluation took place. The results presented here
may be an overestimation of the success of the
program if the FCHVs who did not attend the
review meeting were less likely to implement
the intervention than those who did attend.

In addition, the number of referral cards each
FCHV brought to the review meeting may not
have represented the true number of women
served. Many FCHVs reported that they did not
always provide a referral card when women came
to them for help due to the informal nature of the
visits and the difficulty associated with filling out
the cards. Some FCHVs forgot to bring their cards
to the review meeting, and instead provided an
estimate for the number of women served.

Furthermore, no data were collected on the
care that women received once they arrived at
the referral facility. As a result, we do not know
how many women who were referred actually
attended a facility. We also do not know whether
the result of the pregnancy test was accepted by
the provider at the facility or whether women
were retested. However, the purpose of this
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intervention was to provide women with the
information they need to make timely reproduc-
tive health decisions; it was not intended to
replace the care provided in health facilities.

Additionally, this study relies on data self-
reported by the FCHVs, which are subject to
recall and social desirability biases. Social desir-
ability bias is of particular concern for the data
from interviews about the IEC materials, as the
FCHVs may have felt compelled to give positive
feedback. In addition, data from the interviews
were not collected systematically and may not be
representative of the participants” views.

Finally, 3 of the districts included in this
study were classified as hilly and 3 as flat.
Including one of Nepal’s mountainous districts
would have provided more information relevant
for scale up across all of Nepal’s 75 districts.

CONCLUSIONS

The results of this evaluation suggest that
community health workers such as FCHVs are a
promising channel for early pregnancy detection
and referral to reproductive health services in
low-resource settings. After a 2-day training on
use of UPTs and referral for ANC, safe abortion,
and family planning services, FCHVs provided
UPTs to women in their communities and used
the results of the pregnancy tests to refer women
to appropriate services. FCHVs welcomed this
addition to their existing menu of services, and
they reported that providing this service made
women feel empowered to make informed
reproductive health decisions.

Further research is needed to understand the
full potential of this approach to improve access
to reproductive health services at the community
level. More rigorous evaluations are needed that
link the use of UPTs and FCHV referrals with
actual service delivery. Ideally, future studies
would use an experimental design to compare
changes in the proportion of services provided
based on FCHYV referrals in intervention districts
compared with control districts with FCHVs who
have not received this training. Key outcomes to
assess would be the gestational age upon
initiation of ANC and upon seeking safe abortion
services.

Acknowledgments: The early pregnancy detection and referral
project, including this evaluation, was funded as part of the ongoing
Ipas program in Nepal.

Competing Interests: None declared.

380



Early pregnancy detection in Nepal

www.ghspjournal.org

REFERENCES

1.

Bartlett LA, Berg CJ, Shulman HB, Zane SB, Green CA,
Whitehead S, et al. Risk factors for legal induced abortion-
related mortality in the United States. Obstet Gynecol.
2004;103(4):729-737. CrossRef. Medline

. Myer L, Harrison A. Why do women seek antenatal care late?

Perspectives from rural South Africa. J Midwifery Womens

Health. 2003;48(4):268-272. CrossRef. Medline

. Morroni CA, Moodley J. The role of urine pregnancy testing in

facilitating access to antenatal care and abortion services in
South Africa: a cross-sectional study. BMC Pregnancy Childbirth.
2006;6(1):26. CrossRef. Medline

. Jeffery BS, Tsuari M, Pistorius LR, Makin J, Pattinson RC. The

impact of a pregnancy confirmation clinic on the commencement

of antenatal care. S Afr Med J. 2000;90(2):153-156. Medline

. Ministry of Health and Population (MOHP) [Nepal], New ERA,

ICF International Inc. Nepal Demographic and Health Survey
2011. Kathmandu, Nepal: Ministry of Health and Population,
New ERA, ICF International; 2012. Available from: http://www.
measuredhs.com/pubs/pdf/FR257/FR257%5B13April2012%5D.
pdf

. McPherson RA, Tamang J, Hodgins S, Pathak LR, Silwal RC,

Baqui AH, et al. Process evaluation of a community-based
intervention promoting multiple maternal and neonatal care
practices in rural Nepal. BMC Pregnancy Childbirth.
2010;10(1):31. CrossRef. Medline

10.

. World Health Organization (WHO). Standards for maternal and

neonatal care. Geneva: WHO; 2007. Available from: http://
whglibdoc.who.int/hq/2007/a91272.pdf

. Ministry of Health [Nepal], Department of Health Services,

Family Health Division. National safe abortion service policy.
Kathmandu, Nepal: Ministry of Health; 2003. Available from:
http://mohp.gov.np/english/files/news_events/6-2-National-
Safe-Abortion-Policy.pdf

. DataFinder [Infernet]. Washington, DC: Population Reference

Bureau. 2008-2012. Nepal; [cited 2013 May 10]; [about 2
screens)]. Available from: http://www.prb.org/DataFinder/
Geography/Data.aspx@loc=385

Ministry of Health and Population [Nepal], Department of Health
Services. Annual report: Department of Health Services, 2066/
2067 (2009/2010). Kathmandu, Nepal: Ministry of Health and
Population; 2011. Available from: http://dohs.gov.np/sites/
default/files/1/files/ Annual_Report_2066_67.pdf

. Ministry of Health and Population [Nepal], New ERA, ORC

Macro International Inc. An analytical report on National Survey
of Female Community Health Volunteers of Nepal. Kathmandu,
Nepal: Ministry of Health and Population, New ERA, ORC
Macro Infernational; 2007. Available from: http://www.
measuredhs.com/pubs/pdf/FR181/FCHV_Nepal2007.pdf

. Singh A, Maharjan A. Performance evaluation of female

community health volunteers on urine pregnancy tests at
Bhaktapur District. Kathmandu, Nepal: TCIC/Ipas; 2008.

Peer Reviewed

Received: 2012 Aug 27; Accepted: 2013 Apr 9; First Published Online: 2013 Sep 16

Cite this article as: Andersen K, Singh A, Shrestha MK, Shah M, Pearson E, Hessini L. Early pregnancy defection by female community health
volunteers in Nepal facilitated referral for appropriate reproductive health services. Glob Health Sci Pract. 2013;1(3):372-381. http://dx.doi.org/
10.9745/GHSP-D-12-00026

© Andersen et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted
use, distribution, and reproduction in any medium, provided the original author and source are properly cited. To view a copy of the license, visit
http:// creativecommons.org/licenses/by/3.0/

Global Health: Science and Practice 2013 | Volume 1 | Number 3

381


http://dx.doi.org/10.1097/01.AOG.0000116260.81570.60
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15051566&dopt=Abstract
http://dx.doi.org/10.1016/S1526-9523(02)00421-X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12867911&dopt=Abstract
http://dx.doi.org/10.1186/1471-2393-6-26
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16893459&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10745970&dopt=Abstract
http://www.measuredhs.com/pubs/pdf/FR257/FR257[13April2012].pdf
http://www.measuredhs.com/pubs/pdf/FR257/FR257[13April2012].pdf
http://www.measuredhs.com/pubs/pdf/FR257/FR257[13April2012].pdf
http://dx.doi.org/10.1186/1471-2393-10-31
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20529251&dopt=Abstract
http://whqlibdoc.who.int/hq/2007/a91272.pdf
http://whqlibdoc.who.int/hq/2007/a91272.pdf
http://mohp.gov.np/english/files/news_events/6-2-National-Safe-Abortion-Policy.pdf
http://mohp.gov.np/english/files/news_events/6-2-National-Safe-Abortion-Policy.pdf
http://www.prb.org/DataFinder/Geography/Data.aspx?loc=385
http://www.prb.org/DataFinder/Geography/Data.aspx?loc=385
http://dohs.gov.np/sites/default/files/1/files/Annual_Report_2066_67.pdf
http://dohs.gov.np/sites/default/files/1/files/Annual_Report_2066_67.pdf
http://www.measuredhs.com/pubs/pdf/FR181/FCHV_Nepal2007.pdf
http://www.measuredhs.com/pubs/pdf/FR181/FCHV_Nepal2007.pdf
http://dx.doi.org/10.9745/GHSP-D-12-00026
http://dx.doi.org/10.9745/GHSP-D-12-00026

	Figure 
	TABLE_1
	TABLE_2
	Figure 
	Figure 

