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Executive Summary

Background. The Health Training Centre (HTC), Dhangadhi, is the provincial institution responsible
for coordinating, managing, and certifying health-related trainings in Sudurpashchim Province.
Following Nepal's transition to a federal structure, HTC has prioritised the institutionalisation of
evidence-based Training Needs Assessment (TNA) as a precondition for designing demand-driven and
outcome-oriented training programs. Past training delivery has been affected by inequities in participant
selection, repetition of trainings, and mismatches between training content and post-level

responsibilities, underscoring the need for a systematic TNA.

Objective. To identify the capacity-building training needs of health service providers working at

different levels of government health institutions in Sudurpashchim Province.

Methods. A cross-sectional descriptive study with a mixed-methods (quantitative and qualitative)
design was carried out across Sudurpashchim Province. Quantitative data were collected from
government health workers in the province using a structured self-administered questionnaire deployed
through Google Forms. Qualitative data were collected through semi-structured key informant
interviews with heads of health offices, hospital in-charges, and senior health officials, selected through
purposive sampling and continued until thematic saturation. Quantitative data were analyzed in IBM
SPSS version 26 using descriptive statistics and cross-tabulations; qualitative data were analysed
thematically using RQDA. The assessment was grounded in the Hennessy—Hicks framework, adapted

to the Nepali health system context.
Results.

Quantitative findings: The study included 1,087 health workers from all nine districts of
Sudurpashchim Province. Most were young (about 70% were under 35), and they were split
almost equally between permanent (55.6%) and contract (43.6%) staff. Most were AHWs and
ANMs working at the fourth and fifth levels. More than half (54.5%) said that some services
at their health facility had stopped or slowed down because staff were not trained. This
happened most often in family planning and reproductive health (IUCD, safe abortion,
Implant), PAMS V2, and mental health. Each worker chose their top five training needs, which
gave 5,392 choices across more than sixty topics. The most wanted trainings were PAMS V2
(294), HMIS/DHIS2 (261), Implant (209), Mental Health (203), and IMNCI (180). Skilled
Birth Attendance (SBA) was special: fewer people chose it, but most who did (85 out of 127)
put it as their top need.

Qualitative findings



We also talked to heads of health offices, hospital in-charges, and senior officials. Five main
points came out of these talks. First, maternal, newborn, and reproductive health, especially
Skilled Birth Attendance (SBA), was the need people named most. But often the real problem
was not a lack of skills. It was that trained staff had left or been moved somewhere else. Second,
more patients now come with emergencies, non-communicable diseases, and mental health
problems, and training has not kept up with this rise. Third, people first asked for clinical
trainings, but when we asked more, they also needed system and support skills, such as logistics
(PAMS V2), treatment protocols, infection prevention, and communication. Fourth, the value
of training is being lost because staff leave their jobs, training records are not kept well, and
local governments move staff without looking at their training. So the same trainings are asked
for again in places that already received them. Fifth, people did not just want more training.
They wanted a better system: a yearly training plan from HTC, fair selection through offices,
shorter grouped trainings, certificates given only after staff show they use the skill, courses
made for the province, and on-site coaching and mentoring.

The study also checked how useful three clinical trainings had been, and the results were very
good. Most workers (94% to 98%) said the SBA (n=236), Implant (n=281), and IMNCI
(n=586) trainings were effective or very effective. Between 84% and 94% said their
knowledge, confidence, and ability to spot problems had improved, and three out of four or
more are still giving the service. Since their training, these workers have carried out 126,746
deliveries, served 33,379 Implant clients, and treated 218,270 children. This shows that the
trainings worked well and are being used in daily work, so they should continue and reach more
health workers.

Conclusions.

Health workers in Sudurpashchim Province clearly need more training, but the needs are not
the same everywhere. The biggest needs are in family planning and reproductive health, health
information and logistics systems (PAMS V2, HMIS/DHIS2), mental health, and child health.
SBA is a top need for a smaller group of workers. The effectiveness study shows that past
trainings in SBA, Implant, and IMNCI worked very well and are helping many patients, so
they should continue and reach more workers. At the same time, the benefit of training is being
lost because staff leave, training records are weak, and staff are moved without checking their
training. HTC should therefore keep giving training based on real needs, and also fix the
system. This means keeping good training records, making a yearly training plan, choosing

trainees fairly through offices, giving certificates only after staff use their skills, making



courses for the province, and offering on-site coaching and mentoring. In this way, training

will not be wasted and will lead to better and wider health services.

Keywords: Training Needs Assessment; Health workforce; Capacity building; Sudurpashchim
Province; Nepal; Mixed methods; Hennessy—Hicks; Health Training Centre.
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Key Findings at a Glance

Training Needs Assessment & Effectiveness Study-Sudurpashchim Province, FY 2082/83

Study Coverage
1,087 9 54.5%
Health workers surveyed Districts covered Facilities hit by training gaps

Patient Reach Since Training

126,746 33,379 218,270

Deliveries (SBA) Women served (Implant) Children treated (IMNCI)
Training Effectiveness

98% 95% 94%

SBA effective+ Implant effective+ IMNCI effective+
Top 5 Training Needs (by total mentions)
PAMS V2 294
HMIS / DHIS2 261
Implant 209
Mental Health 203
IMNCI 180

Source: Training Needs Assessment & Effectiveness Study, N = 1,087 health workers, all nine districts of Sudurpashchim
Province.



1. Introduction

1.1 Background

The Health Training Centre (HTC), Dhangadhi, was established as the provincial institution responsible
for the coordination, management, and certification of health-related trainings in Sudurpashchim
Province. Since its establishment, HTC has been delivering a wide range of capacity-building trainings
for health service providers across the province. To deliver these trainings in an effective, quality-
assured, and well-managed manner, the Centre has progressively introduced provincial-level
management structures, working procedures, and operational directives, and has continued to
institutionalise its training management process in line with the evolving needs of the federal health

system.

Following the implementation of Nepal's federal structure, HTC has been working to address the gaps
in earlier training management practices and to update the training system in accordance with provincial
requirements. Within this broader reform agenda, the Centre has placed particular priority on the
Training Needs Assessment (TNA) process. The Centre has adopted the principle that no health training
should be conducted without first establishing-clearly and on the basis of evidence-what the actual

training need is, where it lies, and how it should be addressed.

In the past, training delivery in the sector has been affected by inequities in participant selection,
repetition of trainings, irrelevance of training content to current service requirements, and mismatches
between training and post-level responsibilities. The training management structure operating under
HTC is designed to address these issues by introducing more transparent, accountable, and post-

appropriate mechanisms for the identification, selection, and recommendation of trainees.

To perform their roles effectively, health workers require theoretical knowledge, practical skills, and
continually updated competencies. Training is essential for developing these competencies. However,
training needs differ depending on the level of facility, the cadre, and the service area for which a health
worker is responsible. The systematic process used to identify the training required by a worker to
perform their job effectively is referred to as the Training Needs Assessment. In simple terms, a TNA
is the minimum evaluation process that determines whether training is required to improve a worker's
performance and, if so, what kind of training is required. A TNA helps to identify the gap between

actual and desired knowledge, skills, and competencies in the workplace.

TNA is a continuous process. Information is collected from the target group using predefined tools and
questionnaires, the information is analysed, and a determination is made as to whether training has
improved-or is likely to improve-a worker's performance. The process directly contributes to

professional development, improved work efficiency, and better quality of health services.
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The purpose of a TNA is to identify the knowledge and skill deficits that limit performance and to
design appropriate training responses. A TNA also helps to identify the underlying causes of these
deficits and to determine the most appropriate interventions to reduce them. Training needs assessment

can be carried out at three levels:

(a) Individual level: Individual-level TNA determines what training a specific health worker requires
to perform their assigned responsibilities. For example, whether a nurse providing delivery services at
a primary health care centre needs further skill development can be determined through workplace

observation, discussion, and-where required-direct skills testing.

(b) Group level: Group-level TNA identifies the combined training needs of multiple workers from
the same cadre, discipline, or post. For example, this approach is used to determine what training is
required to improve the service capacity of all Health Assistants or all Staff Nurses working across the

province. Information is collected from many workers within the same cadre and analysed jointly.

(c) Organisational level: Organisational-level TNA identifies, in an integrated way, the training
required by all cadres and disciplines working in a particular health institution. For example, the
trainings required to improve waste management, raise laboratory quality standards, or strengthen
emergency services in a primary health care centre would be identified through an organisational-level

TNA. Information is collected from staff across all posts within the institution and analysed together.

1.2 Training Effectiveness-Rationale

The quality and effectiveness of the health service system depend largely on the knowledge, skills,
behaviour, and professional competence of health workers. Evolving disease patterns, new treatment
technologies, changing health policy, and updated service standards mean that providers require
periodic updating of their knowledge and skills. Various training programs are conducted to address
this need, but the extent to which these trainings have contributed to actual improvements in service

quality has not been adequately studied.

Although significant resources are spent annually on health-sector training in Nepal, evaluation of
training effectiveness remains limited. In most cases, training is judged successful on the basis of
participant numbers, completion of training duration, or immediate post-training feedback. These
indicators do not adequately capture whether training has produced sustained behavioural or
performance change. If expected improvements in service delivery are not observed after training, the

training cannot reasonably be regarded as effective.

In the health sector, where even small lapses can directly affect human life, the case for training
effectiveness studies is particularly strong. Ineffective trainings may result in suboptimal treatment,

delays in service delivery, weaknesses in infection prevention and control, and reduced client
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satisfaction. It is therefore essential to evaluate the changes that training produces in providers' practical

capacity, decision-making, and accountability.

Training effectiveness studies allow assessment of training content, instructional methods, trainer
competence, training duration, and the workplace enabling environment. They also help to identify the
training—practice gap. In many cases, skills acquired during training are not applied in the workplace
because of shortages of equipment, lack of supervisory support, or weak monitoring-all of which reduce

the effective impact of the training investment.

In a resource-constrained context such as Nepal, ineffective trainings represent a waste of time and
resources and add additional burden to the health system. A systematic study of training effectiveness
helps to make future trainings more results-oriented, more practical, and more closely focused on
service quality improvement, and supports evidence-based decision-making by policy makers, planners,

and health managers.

1.3 Importance of Training Need Assessment

Timely identification of training needs. TNA clearly identifies the gap between current capacity and
expected performance among health workers. It ensures that training programs are grounded in real
problems and real needs, and that resources are used efficiently. Trainings designed without an
underlying TNA are unlikely to deliver the intended results; a sound TNA is therefore a precondition

for effective, outcome-oriented health training.

Prioritisation of trainings. TNA helps determine which training needs are most important and most
urgent. It supports efficient use of limited time and resources by ensuring that the right groups receive

the right trainings at the right time, increasing the likelihood that training delivers measurable outcomes.

Targeted training planning. TNA enables the design of training packages that respond directly to
identified needs, supporting appropriate selection of content, duration, and instructional methods.
Targeted training tends to be more practical, more effective, and more likely to achieve the expected

results.

Evidence-informed workforce planning. Aggregated TNA findings provide HTC and provincial
authorities with a defensible basis for annual training plans, budget allocation, and the design of cadre-

specific capacity development pathways.

Equity and transparency in selection. By generating a clear, documented record of who has and has
not received training in which area, TNA supports more equitable participant selection and reduces

unjustified repetition.
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1.4 Prevailing Practices in Training Needs Assessment

A range of approaches for conducting TNA is in use internationally. In most sectors, capacity-building
programs are preceded by some form of needs identification, and this practice is also followed in various
sectors in Nepal. For example, in 2014 a TNA was carried out in the water, sanitation, and hygiene
(WASH) sector in Nepal using a structured questionnaire combined with interviews and group
discussions; the study identified the core competencies required by staff at different levels and the

training packages required to develop them.

Among the various methods in use, the framework developed by Hennessy and Hicks in 2011 is widely
regarded as the most established methodology for identifying training needs among health service
providers. Hennessy and Hicks developed a generic TNA questionnaire and manual that can be adapted
across different cadres of health workers. The methodology has been endorsed by the World Health
Organization on the basis of validation studies in multiple countries and can be locally adapted for
application in specific service settings. The present assessment is grounded in this approach, adapted to

the structure and service delivery context of the Nepali health system.

1.5 Objectives

1.5.1 General Objective
To identify the capacity-building training needs of health service providers working at different levels
of government health institutions in Sudurpashchim Province and to inform the design of evidence-

based, prioritized training programs.

1.5.2 Specific Objectives
1. To identify the trainings required for the capacity development of health service providers from

different cadres working at various levels of health institutions in Sudurpashchim Province.

2. To facilitate the update of records of health service providers who have and have not received

the identified trainings.

3. To support the study of the effectiveness of selected trainings conducted in previous fiscal

years.
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2. Methods

2.1 Study Design

A cross-sectional descriptive study design with a multi-method (mixed methods) approach was adopted,
integrating both quantitative and qualitative data collection techniques. This design was considered
appropriate for assessing the current training needs, competency gaps, and capacity development
requirements of health workers serving in different cadres and at different levels of health service

delivery across Sudurpashchim Province.

2.2 Study Area and Population

The study was carried out across Sudurpashchim Province. The target population comprised of all
health workers employed in government health institutions in the province, including those working at
basic health service centers, primary health care centres, district and provincial hospitals, and tertiary-
level hospitals. This included medical officers, specialist physicians, nursing staff, paramedics, public

health officers, laboratory and pharmacy personnel, and other allied cadres.

2.3 Sampling and Participants

2.3.1 Quantitative Component

A census approach was adopted for the quantitative component. All government health workers serving
in health institutions across the province were invited to participate, including doctors, nurses,
paramedics, and other cadres. No exclusion was applied on the basis of geography, level of institution,

or cadre, provided that the worker held a government appointment at the time of data collection.

2.3.2 Qualitative Component

For the qualitative component, purposive sampling was used to identify key informants. Informants
included heads of health offices, in-charges and representatives of district and provincial hospitals, and
senior officials of other health institutions whose roles provided insight into workforce capacity and
training needs. Qualitative data collection continued until thematic saturation was achieved-that is, until

additional interviews ceased to yield substantively new themes.

2.4 Data Collection Methods

2.4.1 Quantitative Data Collection

Quantitative data were collected using a structured, self-administered questionnaire deployed through
Google Forms. The questionnaire was developed and pretested in advance and contained sections on
socio-demographic characteristics, professional profile, past training experience, cadre-specific

knowledge and skill requirements, identified training needs, preferred training modalities, and
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perceived organizational and system-level capacity constraints. The link to the Google Form was

circulated through institutional channels and health office focal points across the province.

2.4.2 Qualitative Data Collection

Qualitative data were collected following the quantitative phase so that interviews could be used to
verify, contextualise, and deepen the quantitative findings. A semi-structured interview guide was used,
and-with the informed consent of participants-interviews were audio-recorded. Data collection team

were trained in qualitative interviewing techniques to ensure consistent and good-quality data.

2.5 Data Management and Analysis

Quantitative data entered through the Google Form were exported and analysed using IBM SPSS
version 26 for further analysis. Descriptive statistics-including frequencies, percentages, and means-
were used to summarise participant characteristics, training experience, identified training needs, and
preferred modalities. Cross-tabulations were used to examine the distribution of training needs across

cadre, level of institution, and other relevant variables.

Qualitative data were transcribed and analysed using thematic analysis with the support of RQDA (R-
package for Qualitative Data Analysis). Initial codes were derived from the interview guide; emergent
codes were added inductively during analysis. Themes were developed iteratively and triangulated with

the quantitative findings to produce an integrated interpretation.

2.6 Ethical Considerations

The confidentiality of all information provided by participants was fully maintained. Personal
identifiers were removed from datasets prior to analysis, and each participant was assigned a unique
code. Findings are reported only in aggregate form so that no individual participant or institution can
be identified. Participation was voluntary, and informed consent was obtained from all respondents-
written consent for the quantitative survey through the Google Form's consent page, and verbal recorded
consent for the qualitative interviews. Audio recordings and transcripts are stored securely and

accessible only to the core study team.

2.7 Limitations

* The quantitative component relied on a self-administered online questionnaire, which may
introduce self-selection bias and may under-represent health workers in facilities with limited

internet connectivity.

» Although a census approach was adopted, actual response coverage depends on the willingness
and availability of health workers to complete the form, and complete enumeration of the

workforce cannot be guaranteed.
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The assessment is cross-sectional and therefore captures training needs at a single point in time;

it does not track how these needs change over the course of a fiscal year.

Self-reported information on past trainings is subject to recall bias, which may affect estimates

of training history and exposure.

This assessment focuses on the TNA component. Findings on the effectiveness of past trainings

will be reported separately through the Training Effectiveness Study.
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Results

Socio-demographic Characteristics of Health workers Participated in Training
Need Assessment and Effectiveness Study

3.1 Gender distribution of Health Workers in Training Need Assessment

Table 1 shows the gender of the 1,087 health workers in the study. Most were men: 610 workers

(56.1%). Women were fewer: 475 workers (43.7%). Only 2 workers did not give an answer

(0.2%).
Table 1: Distribution of respondents by gender (N = 1,087)
Gender Count % of Total % of Valid
Male (&) 610 56.1% 56.2%
Female (ufeam) 475 43.7% 43.8%
No response (blank) 2 0.2% -
Total 1,087 100.0% 100.0%
Figure 1: Distribution of respondents by gender (N = 1,087)
Distribution of respondents by gender (n = 1,087)
700
610
600
500 475
400
300
200
100
2
0
Male Female No response
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3.2 Age distribution of Health Workers in Training Need Assessment

The table shows that most of the health workers are young. About 6 out of every 10 (59.9%)
are between 25 and 34 years old, and about 7 out of 10 are under 35. Only a small number are
older - just 96 workers (about 9%) are 45 or above, and only 5 are 55 or older. This means the

health workforce in the province is mostly made up of young, early-career staff.

Table 2: Age distribution of Health workers (N=1087)

Age category Frequency Percentage
<25 111 10.2%
25-34 651 59.9%
3544 229 21.1%
45-54 91 8.4%
55+ 5 0.5%
Total 1,087 100.0%

Age Distribution of Health Workers (n = 1,087)
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Figure 2: Age Distribution
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3.3 Type of service of Health workers

Among total 1087 health workers more than half 55.6% were permanent staff and 43.6%

were working on a contract basis and only 0.8% were in other category (consultant).

Table 3: Type of service of Health workers

Type of Service Frequency (n) Percentage (%)
Permanent 604 55.6
Contract 474 43.6
Other (3777) 9 0.8
Total 1087 100.0

3.4 Currently working Level of Health workers

Among total participants most of the participants were working in 4™ level (37.2%) followed
by 5" level (31.4%), 231 participants were in 6 level and 7.1% and 3.1% were in 71" and 8t

level respectively

Table 4: Currently working Level of Health workers (N=1087)

Level Frequency Percentage
4™ Jevel 404 37.2
5th 341 314
6™ 231 21.3
7th 77 7.1
gth 34 3.1
Total 1,087 100.0%

3.5 Position of Health workers Participated in the study

The table shows the different job positions of the 1,087 health workers in the study. The largest
group was Auxiliary Health Workers (AHW), making up 203 workers (18.7%), and another
158 (14.5%) were Senior AHWs - so together about one in three workers came from the AHW
group. Auxiliary Nurse Midwives (ANM) were the next biggest group with 166 workers
(15.3%), along with 83 Senior ANMs (7.6%). Public Health Inspectors (PHI) numbered 120

21



(11.0%) and Health Assistants (HA) 70 (6.4%). Smaller numbers worked as Staff Nurses (48,
4.4%), Public Health Officers (47, 4.3%), Lab Assistants (30, 2.8%), HNIs (29, 2.7%), Medical
Officers (28, 2.6%) and Radiographers (12, 1.1%). The remaining 93 workers (8.6%) were

spread across many other positions, each making up less than 1% of the total.

Table 5: Position of Health workers Participated in the study (N=1,087)

Position Frequency Percentage
AHW 203 18.7%
ANM 166 15.3%
Sr. AHW 158 14.5%
PHI 120 11.0%
Sr. ANM 83 7.6%
HA 70 6.4%
Staff Nurse 48 4.4%
PHO 47 4.3%
Lab Assistant 30 2.8%
HNI 29 2.7%
Medical Officer 28 2.6%
Radiographer 12 1.1%
Other (<1%) 93 8.6%
Total 1,087 100.0%

3.6 Experiences of Health workers Participated in the study

Table 6 shows how many years the 1,087 health workers had been working in government
health service. The largest group by far had more than 10 years of experience, 298 workers
(27.4%). The rest were spread evenly across the other years: those with 2 and 3 years of
experience were the next biggest groups (110 workers, 10.1%, and 112 workers, 10.3%), and
a small number were less than one year (83 workers, 7.6%). Overall, this means the workforce
includes a good mix of both highly experienced staff and many newer workers, with a large

share being long-serving employees.

Table 6: Work experience of Health workers in government health service (N=1,087)

Experience (years) Frequency Percentage
<1 83 7.6%
1 44 4.0%
2 110 10.1%
3 112 10.3%
4 50 4.6%
5 52 4.8%
6 35 3.2%
7 82 7.5%
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Experience (years) Frequency Percentage
8 80 7.4%
9 83 7.6%
10 58 5.3%
>10 298 27.4%
Total 1,087 100.0%

3.7 Education level of Health workers Participated

Table 7 shows the highest education qualification of the 1,087 health workers. The two most
common qualifications were Diploma (363 workers, 33.4%) and TSLC (350 workers, 32.2%),
which together made up about two-thirds of the workforce. About a quarter held a bachelor’s
degree (297 workers, 27.3%), while only a small number had higher degrees - 75 workers
(6.9%) had a master’s and just 2 (0.2%) had a PhD or above. This means most health workers

had a basic or mid-level qualification, and very few had advanced academic degrees.

Table 7: Highest education qualification of Health workers (N=1,087)

Qualification Frequency Percentage
TSLC 350 32.2%
Diploma 363 33.4%
Bachelor 297 27.3%
Masters 75 6.9%
PhD and above 2 0.2%
Total 1,087 100.0%
Highest Education Qualification (n = 1,087)
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Figure 3: Highest education qualification of Health workers (N=1,087)
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3.8 District wise distribution of Health workers participated in Study

Table 8 shows which districts the 1,087 health workers came from across Sudurpashchim
Province. The largest numbers came from Kailali (186 workers, 17.1%), Baitadi (183 workers,
16.8%), and Acham (174 workers, 16.0%) - together these three districts made up about half
of all participants. Moderate numbers came from Bajhang (117, 10.8%), Darchula (105, 9.7%),
and Doti (101, 9.3%), while fewer came from Kanchanpur (87, 8.0%), Bajura (74, 6.8%), and
Dadeldhura (60, 5.5%). This shows that health workers from every district in the province took
part in the study, although some districts were represented more than others.

Table 8: District-wise distribution of Health workers participated in the study (N=1,087)

District Frequency Percentage
Kailali 186 17.1%
Baitadi 183 16.8%
Achham 174 16.0%
Bajhang 117 10.8%
Darchula 105 9.7%
Doti 101 9.3%
Kanchanpur 87 8.0%
Bajura 74 6.8%
Dadeldhura 60 5.5%
Total 1,087 100.0%

3.9 Services affected their facility due to lack of training

Health workers were asked whether services at their facility had been affected because staff
lacked training. Out of 1,087 health workers, more than half - 592 (54.5%) - said yes, and
services at their facility were affected due to lack of training. The remaining 495 workers
(45.5%) said services were not affected. In short, services were disrupted in over half of the
facilities, showing that the lack of trained staff is a real and widespread problem across the
province.

Table 9: Services affected their facility due to lack of training (N=1087)

Response Frequency Percentage
Yes 592 54.5%
No 495 45.5%
Total 1,087 100.0%

3.10 Disrupted Health services in due to lack of training

Health workers who said services were affected were also asked which specific services were

disrupted because they had not received training. A total of 477 workers named at least one
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service, and because each worker could list more than one, the percentages below add up to
more than 100%. The most disrupted services were family-planning and reproductive-health
services - [UCD (80 mentions, 16.8%), Safe/Medical Abortion (72, 15.1%) and Implant (71,
14.9%) -followed by PAMS V2 (60, 12.6%) and Mental Health (56, 11.7%). This shows that
the lack of training most affects family planning, reproductive health and mental health services
across the province.

Table 10: Health services disrupted due to lack of training (multi-response, n=477)

Health service Frequency % of respondents % of all
disrupted who named a respondents
service (n=477) (N=1087)
IUCD 80 16.8% 7.4%
Safe/Medical 72 15.1% 6.6%
Abortion
Implant 71 14.9% 6.5%
PAMS V2 60 12.6% 5.5%
Mental Health 56 11.7% 5.2%
Emergency/Critical 41 8.6% 3.8%
Care
USG/Ultrasound 40 8.4% 3.7%
ASRH 36 7.5% 3.3%
Delivery/Birthing 33 6.9% 3.0%
Family Planning 33 6.9% 3.0%
Dental/Oral Health 31 6.5% 2.9%
ENT 107 22.4% 9.8%
VIA (cervical 24 5.0% 2.2%
screening)
TB 25 5.2% 2.3%
Immunization 18 3.8% 1.7%
Burn Care 18 3.8% 1.7%
Nutrition/IMAM 18 3.8% 1.7%
DHIS2 17 3.6% 1.6%
Counselling 15 3.1% 1.4%
PMTCT 14 2.9% 1.3%
Recording & 14 2.9% 1.3%
Reporting
IMNCI/CBIMNCI 14 2.9% 1.3%
SBA 13 2.7% 1.2%
Leprosy 13 2.7% 1.2%
Store/Logistic 12 2.5% 1.1%
Management
Operation 10 2.1% 0.9%
Theatre/OCMC
PTC/BLS 9 1.9% 0.8%
Cold Chain/EVM 7 1.5% 0.6%
ETB 6 1.3% 0.6%
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Health service Frequency % of respondents % of all
disrupted who named a respondents
service (n=477) (N=1087)
eHMIS 4 0.8% 0.4%
PNC 4 0.8% 0.4%
HFOMC 4 0.8% 0.4%
eLMIS 4 0.8% 0.4%
SNCU 4 0.8% 0.4%
KMC 3 0.6% 0.3%
GBV 2 0.4% 0.2%
HBB (newborn 2 0.4% 0.2%
resuscitation)
ANC 1 0.2% 0.1%
Respondents who 477
named >1 service

3.11 Analysis of top five priority training needs among health workers

3.11.1 Overall training demand (all priorities combined)

Health workers asked for many kinds of training. Each of the 1,087 workers chose their five
most important training needs. This gave 5,392 total choices, covering more than sixty different
training topics. As Table 11 shows, the most asked-for training was PAMS V2, with 294
mentions (5.5%). Next came HMIS/DHIS2, with 261 mentions (4.8%). This shows that
workers strongly want better skills in health information and data. The next most wanted
training was about mothers and children: Implant (209, 3.9%), Mental Health (203, 3.8%) and
IMNCI (180, 3.3%). After this came a group of trainings with about two to three percent each:
Basic Emergency Care and PTC/BLS (153 each, 2.8%), ASRH (140, 2.6%), MLP (131, 2.4%),
SBA (127, 2.4%), Immunization (119, 2.2%) and IUCD (115, 2.1%). The top ten trainings
together made up 1,851 mentions, or 34.3% of all choices. So demand is focused on a few key
areas, but it is still wide. The rest of the choices were made through many small or one-time
requests. These were grouped together as “Other” (914 mentions, 17.0%). This large group is
important. It shows many special and new skill gaps, such as climate change and health,
dialysis, critical care, waste management and disaster preparedness. Each one is small on its
own, but together they form a big part of the province’s training needs.

Table 11: Priority Training priority summary of all participants (N=1087)

Training Total Mentions % of Mentions
PAMS V2 294 5.5%
HMIS/DHIS2 261 4.8%
Implant 209 3.9%
Mental Health 203 3.8%
IMNCI 180 3.3%
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Training Total Mentions % of Mentions
Basic Emergency Care 153 2.8%
PTC/BLS 153 2.8%
ASRH 140 2.6%
MLP 131 2.4%
SBA 127 2.4%
Immunization 119 2.2%
IUCD 115 2.1%
ROUSG 115 2.1%
Health Administration & 113 2.1%
Management

MA 104 1.9%
Basic Burn Care 101 1.9%
PMTCT 93 1.7%
TB 93 1.7%
PEN Package 92 1.7%
COFP 90 1.7%
ENT 85 1.6%
VIA 80 1.5%
IPC 79 1.5%
IMAM 79 1.5%
Psychosocial Counselling 76 1.4%
CNSI 72 1.3%
CTS 69 1.3%
Critical Care/ICU 63 1.2%
In-service Training 61 1.1%
Leprosy 59 1.1%
NCD 47 0.9%
OT Training 45 0.8%
Waste Management 45 0.8%
Eye/ENT/Oral Health 45 0.8%
KMC 41 0.8%
HFOMC 40 0.7%
STP 40 0.7%
Dental 37 0.7%
Family Planning 35 0.6%
Safe Abortion Service 33 0.6%
Malaria 33 0.6%
FETP 32 0.6%
Dialysis 30 0.6%
Oral Health 28 0.5%
Eye Care 28 0.5%
ARDS 27 0.5%
PNC 26 0.5%
Climate Change & Health 25 0.5%
Nutrition 25 0.5%
Comprehensive Newborn 24 0.4%

Care
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Training Total Mentions % of Mentions
Disaster Management 24 0.4%
SNCU 23 0.4%
CAC 22 0.4%
ASBA 18 0.3%
Cold Chain Management 17 0.3%
First Aid 13 0.2%
TOT 12 0.2%
HBB 9 0.2%
GBV 8 0.1%
MNH 8 0.1%
MPDSR 7 0.1%
STI 7 0.1%
General Training Skills 5 0.1%
Panchakarma 5 0.1%
MISP 5 0.1%
Other (uncategorized / 914 17.0%
one-off)

Total mentions 5,392 100.0%

3.11.2 Training demand by priority ranking

Table 12 breaks the same choices into the five priority levels. It shows how strongly workers
wanted each training. PAMS V2 was first overall, and it also had the most first-priority choices
(95). This makes it the most urgent need. The clearest pattern is for Skilled Birth Attendance
(SBA). It was only tenth in total mentions (127), but it had 85 first-priority votes. This means
almost everyone who chose it put it at the very top. So, a small group of maternal health workers
see SBA as their most important need. Some other training also had many first-priority votes:
IMNCI (56), MLP (54), HMIS/DHIS2 (53), Implant (48) and ROUSG (46). These are clear
and urgent needs in child health, mid-level practice, health information and ultrasound. Other
training were chosen mostly as lower priorities. For example, Basic Burn Care, [PC, IMAM,
ENT and VIA were picked more often as third, fourth or fifth choice than as first. This shows
wide but less urgent interest, which still matters for future. The total number of first-priority
choices (1,085) is almost the same as the number of workers. This means nearly all workers
finished the ranking, so the first-priority results are reliable. In short, the two tables suggest a
simple plan: give the most wanted and most urgent trainings first, then slowly cover the many

other needs shown in the lower ranks and in the “Other” group.
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Table 12: Priority-wise distribution of training demand among all participants (N=1087)

Training 1st 2nd 3rd 4th Sth Total % of
Priority | Priority | Priority | Priority | Priority | Mentions | Mentions
PAMS V2 95 69 47 50 33 294 5.5%
HMIS/DHIS2 53 57 46 57 48 261 4.8%
Implant 48 43 52 33 33 209 3.9%
Mental Health 41 34 48 36 44 203 3.8%
IMNCI 56 38 28 30 28 180 3.3%
Basic Emergency 32 29 30 25 37 153 2.8%
Care
PTC/BLS 20 42 29 33 29 153 2.8%
ASRH 22 24 38 35 21 140 2.6%
MLP 54 19 25 15 18 131 2.4%
SBA 85 11 9 13 9 127 2.4%
Immunization 33 29 24 21 12 119 2.2%
IUCD 13 30 27 27 18 115 2.1%
ROUSG 46 24 19 18 8 115 2.1%
Health 35 27 17 17 17 113 2.1%
Administration &
Management
MA 20 34 21 20 9 104 1.9%
Basic Burn Care 4 16 20 32 29 101 1.9%
PMTCT 23 11 17 15 27 93 1.7%
TB 12 21 23 17 20 93 1.7%
PEN Package 12 23 10 23 24 92 1.7%
COFP 18 17 16 21 18 90 1.7%
ENT 4 19 22 15 25 85 1.6%
VIA 8 13 18 15 26 80 1.5%
IPC 9 9 22 15 24 79 1.5%
IMAM 6 14 17 18 24 79 1.5%
Psychosocial 10 18 9 15 24 76 1.4%
Counselling
CNSI 13 23 17 14 5 72 1.3%
CTS 24 9 11 13 12 69 1.3%
Critical Care/ICU 18 14 15 6 10 63 1.2%
In-service Training 29 10 7 7 8 61 1.1%
Leprosy 13 8 11 13 14 59 1.1%
NCD 4 7 11 10 15 47 0.9%
OT Training 9 11 12 8 5 45 0.8%
Waste Management 3 6 8 11 17 45 0.8%
Eye/ENT/Oral Health 5 13 10 8 9 45 0.8%
KMC 2 7 9 11 12 41 0.8%
HFOMC 5 14 8 4 9 40 0.7%
STP 9 7 6 10 8 40 0.7%
Dental 8 10 6 6 7 37 0.7%
Family Planning 4 7 9 7 8 35 0.6%
Safe Abortion 1 10 8 5 9 33 0.6%
Service
Malaria 8 7 5 10 3 33 0.6%
FETP 16 4 4 3 5 32 0.6%
Dialysis 6 6 6 4 8 30 0.6%
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Training 1st 2nd 3rd 4th 5th Total % of
Priority | Priority | Priority | Priority | Priority | Mentions | Mentions
Oral Health 9 7 6 4 2 28 0.5%
Eye Care 0 7 11 5 5 28 0.5%
ARDS 6 3 7 6 5 27 0.5%
PNC 3 5 7 4 7 26 0.5%
Climate Change & 1 2 4 9 9 25 0.5%
Health
Nutrition 1 0 11 5 8 25 0.5%
Comprehensive 4 3 7 4 6 24 0.4%
Newborn Care
Disaster Management 1 2 7 5 9 24 0.4%
SNCU 5 7 3 3 5 23 0.4%
CAC 1 7 9 1 4 22 0.4%
ASBA 10 2 1 4 1 18 0.3%
Cold Chain 3 2 3 5 4 17 0.3%
Management
First Aid 0 1 2 6 4 13 0.2%
TOT 2 3 2 2 3 12 0.2%
HBB 0 1 0 3 5 9 0.2%
GBV 1 1 2 1 3 8 0.1%
MNH 4 2 2 0 0 8 0.1%
MPDSR 1 2 0 1 3 7 0.1%
STI 1 0 1 4 1 7 0.1%
General Training 3 1 0 0 1 5 0.1%
Skills
Panchakarma 4 0 1 0 0 5 0.1%
MISP 1 1 1 0 2 5 0.1%
Other 88 177 194 239 216 914 17.0%
(uncategorized /
one-off)
Total mentions 1,085 1,080 1,078 1,077 1,072 5,392 100.0%
No response (blank) 2 7 9 10 15
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Qualitative results of Training need analysis

The qualitative component of the training needs analysis was carried out across nine districts
of Sudurpashchim Province, ensuring that perspectives were drawn from a geographically and
administratively diverse cross-section of health facilities. Following the quantitative phase,
semi-structured interviews were conducted with health workers and key informants in each of
the nine districts to verify, contextualise, and deepen the quantitative findings. This multi-
district approach captured district-specific service gaps, deployment realities, and training
priorities, allowing common themes to be distinguished from issues unique to particular
localities. The findings presented below synthesise these district-level insights into the cross-

cutting themes that emerged.

Part 1. Codebook

Fifty-three codes (C01-C53) developed inductively from line-by-line reading of all 18 transcripts. Each
code is defined, illustrated by a representative quotation in the respondent’s own words, and linked to
the source transcript(s).

Code Definition Example quote Source(s)
C01 SBA skill Insufficient number of staff “aAfeat 3 ST AffE T i go—12 SHT T09
shortage trained in Skilled Birth SBA diferw & st 57
Attendance, including loss of
previously trained staff who have
left service.
C02 Advanced SBA | Need for Advanced SBA training | “Advance SBA = =t 7 #rer wfemmn smmet T07
gap beyond basic SBA, especially for | fipit ot eafe s)em doctor s 5 =1 W
nursing and tertiary referral
settings.
C03 CAC/PAC Provider shortage for first- and “CAC PAC wfem MD Gynecologist wawt | T07; T06, T10,
abortion gap second-trimester comprehensive trained doctor  =1f&s ... second T12
and post-abortion care, even trimester F1 wwe HTH £
where MD Gynaecologists are in
post.
C04 Implant skill Health workers trained in Implant | ‘@ifem @t manpower ! i R service T03; TO8, T12,
gap insertion/removal are insufficient | f g3 39 T13
or have left; remaining staff
cannot deliver consistently.
CO05 TUCD skill gap | Insufficient [IUCD-trained “IUCD ... aifem Sishl manpower i i T03; TO8, T13
providers across facilities
offering family-planning
services.
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Code Definition Example quote Source(s)
C06 Minilap / Doctors trained in permanent FP | “Minilap %I @few sewas @ ... @9 ae sew | T08; TOS
Vasectomy gap methods are scarce; federal IR U SHeTEE T FHIATE i s

programmes cannot be e’

implemented locally.
C07 SNCU Special Newborn Care Units are “SNCU @=mer Teh! 81 @€ g g&ad SNCU T07; TO4, T10
operating without running but assigned doctors and | =¥ training e &
trained staff nurses have not received SNCU-

specific training.
C08 OT-TM Operating Theatre / Theatre “arfeet =N wferm feTgent TS AT EIE T10; T06
staffing collapse Management trained staff have AIRTEF Feee o T T 7

left; single remaining trained ;

worker cannot sustain surgical

load.
C09 mhGAP / Medical Officers need mhGAP- “Mental health related case haru weht T06; TOS5, T09,
mental health for aligned mental health training to | afexi s ... MH Gap training =% ufy T10
MOs identify and manage depression, S —

anxiety, psychosis at point of

care.
C10 Community Mental-health services not QST A TETeed aeE ai o T T05; TO3, TO8
mental health available in communities; trained | g 377
expansion paramedical cadres needed to

expand coverage downward.
C11 Suicide and Frontline staff are encountering “wigerers suicide T cases & uf 3fRa T02; TO3
psychiatric burden suicide cases and psychiatric TS . SRR STa & Ja T i T

morbidity without skills to

intervene early.
C12 Psychosocial Beyond mhGAP, longer (6- “OCMC = anfit Counselling service g T06; TOS
counselling depth month) psychosocial counselling | sw4 & nfé¥ psychosocial counselling

training is sought for OCMC and | ... . g”

GBYV survivor support.
CI3NCD/PEN WHO PEN package and NCD- ‘S for Ty v A g fR oy, o s Sl T03; T02, TOS,
package focused trainings needed as HT, cancer @1 frr g 51 T07,T11, T14

DM, and cancer caseloads rise at )

community level.
C14 Snakebite Paramedic-level training in “Snakebite ... Season @ 1w , Rk 2,% T07; T12, T13
management snakebite identification and T cases T A B

treatment needed; tied to

seasonality and new service

launches.
C15BLS/ALS/ Basic and Advanced Life Support | “ALS/BLS ... sai=t gefore 7 dugenn & | T10; T04, T06,
primary emergency | and primary emergency-care s T09, T13

training needed for ER
paramedics and nursing.
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Code Definition Example quote Source(s)
C16 Trauma care Trauma and accident-case “ER f® trauma T Basic emergency care T04; T10, T13
management training needed in qifeT THEl SEEE B
district-level ERs.
C17 ICU training ICU equipment in place at some “ICU & I9hUTEE 9 S, T nUrses THIsh T04; TO6, T10
district hospitals but trained FART ... [CU Sorem T afreesm 341
nurses absent, blocking ICU
operation.
C18 Burn MOoHP policy to establish burn S TS TITHAT T ... STl i e qe T04; T10
management wards requires burn-management | X stirawes A’
training for nurses and MOs.
C19 IP and waste Infection Prevention and clinical | “IPC T 3% ®sie 3Tarerh! Afee 2t @it T10; T04, T09
management waste management reported as e 33} are ey 3
the largest operational quality
gap at hospital level.
C20 PAMS V2 Newly rolled-out PAMS V2 “PAMSV?2 ... gt a1 uf smfag s T02; TO1, TO3,
logistics (logistics management system) T07, T11, T14
training repeatedly requested,
multiple respondents admit own
unfamiliarity.
C21 STG / Standard | New MOs lack orientation to “STP = arferm aft wa M.O. =€ feer Tt ... at | TO7; T10, T14
Treatment Protocol | Nepal’s standard treatment least one week or 10 faT = fof sy =it
guidelines; STQ tralnlpg standard protocol s1{ar treatment”
requested early in posting.
C22 Medico-legal Hospitals report only one T ST A ST GG I8! U Tl BIES T07; TO6
training medico-legal-trained doctor;
absence on leave halts the
service.
C23 USG by MOs / | Rural ultrasound training being “USG =i q =nfe &7 T10; T13
paramedics designed; MO release sought for
16-day course.
C24 ECG by non- Only doctors can currently “BECG T 9o W STHe Teeh 31% B+, T12 [singleton]

doctor cadres

perform ECG in some palika
facilities; paramedics need
training so 24/7 services can
continue.

S feaRErs afy At arferd”

C25 Pharmacy stock
and disposal

Pharmacy cadre is the least-
trained group in hospital settings;
stock analysis, store management
and disposal needed.

“gereaT qTfeTEE W e gEl pharmacy #
FriT e g

TO04 [singleton]

C26 Lab: blood
transfusion and TB
microscopy

Lab staff need blood-transfusion
training (hospital) and TB

‘et WreesHigears blood transfusion

aife™ ... TB microscopy”

T04; TO3
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Code Definition Example quote Source(s)
microscopy (district)
competency.
C27 BCC and Staff need behaviour-change werhee BCC T sgfiaremant gfrees =nfe T10; TO9
communication communication training; pressure | sfes”
of high workload erodes “smile-
included service”.
C28 Skill-based vs Knowledge can be virtual but feereraht o ot & Tt g7 T09; T04, TOS
knowledge-based skill demands physical hands-on
training training; one-day theory trainings
seen as low-value.
C29 Behavioural / Beyond skill, attitudinal change “qreifen wfege o T ST anfem Teheh T09; T10

attitudinal training

toward patient care is needed;
some respondents place this
above clinical content.

HAETH B

C30 Quality-of-care
erosion

Vital signs taken without quality,
leading to missed clinical
deterioration (e.g., late-
presenting eclampsia).

“yrged fAuH WU Y erTfe 3 war @ et Ay
ﬁ.”

T10 [singleton]

C31 Refresher need | Many staff completed training I TaTERTRHTcT SR WA e QeI IO g T12; T08, T09
long ago and need refresher to =& Refresher aivme: sTawsrar”
maintain skill; demand is for
refreshers, not first-time training.
C32 Onsite Onsite coaching preferred over “obstetrics ¥=rt onsite coaching & T04; TOS, T10
coaching and off-site training for skill mentoring ="
mentoring maintenance and for newly

recruited staff.

C33 Conditional

Training certificate should be

‘RT3 Fo ter dremert T, CME

TO04 [singleton]

certification / KPI issued only after the participant ST TRAT . . QTR SHTOT Y saeeers

has demonstrated the trained T s

service or run a CME.
C34 Cluster short Multiple 1-2 day trainings should | “3/2 7 arfemee derem o= WU 3% qifermes T04; T11
trainings be packaged together to reduce St ifEE”

HR disruption and cost.

C35 No training
records at office

District offices lack a complete
record of who has been trained in
what; staff sometimes nominated
twice while others remain
untrained.

“FHARI FF F AT TR B T Fh! forare
.. T et T TS

TO3 [singleton]

C36 No annual
training calendar

Without an annual calendar from
HTC, offices cannot plan human-
resource coverage around
training releases.

“Tftier AfcTeRT SHTQL TTQTS fegwrit s 9 cadre
TS FF AT LS W ATeT”

T04 [singleton]
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Code Definition Example quote Source(s)
C37 Late or office- | Nominations sometimes reach “Frfiet fadt wmw g et ST SAfE T TR T03; TO7
bypassing the individual before the office; Fara ="

nominations offices cannot manage release.

C38 All-staff-from- | HTC sometimes calls all staff ‘U3 TRy TEATHT T TEreeeHias 6 sty | TO4 [singleton]
one-facility from a single facility at once, e HieIRTEY, @Rt TR o
nominations leaving no one to deliver ” ;

services.
C39 Cadre The cadre receiving training is Yt fo TareeaerHle® ... T Yarereret i TO05; TO9
mismatch (trained sometimes different from the T T ST .. . B T
VS serving) cadre actually delivering the C

service in the field.

C40 Post-training
competency not
verified

Trained staff sometimes cannot
perform basic procedures (e.g.,
venipuncture); knowledge-to-
skill transfer is not tested.

“rferm ferex ame aft vein open T ST af

59

o1

TOS [singleton]

C41 Province-
specific evidence-
based curriculum

Training materials must reflect
Sudurpashchim’s specific
morbidity profile and data, not
just federally approved content.

T geuatimen! wwaviT fie arform amnft L. Em
eI issue AT 3era, data-driven,

evidence-based”

TOS [singleton]

C42 Trainer quality
/ CTS pre-
requirement

Trainers must themselves be
expert and CTS-trained for
clinical training delivery to be
effective.

“wf¥rere g% expert & 7 @ & CTS training
B ! SIS

TO6 [singleton]

C43 CTS site

Peripheral hospitals (e.g.,

‘SEruTeTes faafrere arfer g (CTS) =i e

TO09 [singleton]

development Bayalpata) interested in Ty T ofy ofes
becoming clinical training sites if
standards documentation is
provided.
C44 NGO project NGO-supported facilities (NSI in | “s% stawe ST 3T &, St oige gfg® | T06; T09
phase-out gap Baitadi, prior Nyaya Health in ... ¥R 9t w¥Aredt gap fulfill g7 w57
Bayalpata) lose trained staff
during transition.
C45 Adding New services (dialysis, snakebite | “Trfier FriFwmes ufes ot @it F7ER FHIR! T13; T12
services without centres) launched before T
staffing adequate trained staffing is in
place.
C46 Geographic Despite SBA availability, home “«fFifereR shfeTse et ... ¢ der home TO1; TO2

barriers to delivery

deliveries persist due to
geographical access; transport
unreliable.

delivery wesh”

C47 Specialist
doctor absence

Specialist physicians absent;
cases manageable locally are

‘@ manage g7 case &I refer Tiw e’

TO6 [singleton]
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Code

Definition

Example quote

Source(s)

referred up because patients
expect specialist care.

C48 Supervisor /
monitor capacity

Those supervising and
monitoring service quality are
themselves an audience for
training.

“supervision monitoring T ufy T
TorfmenT garaT g7 SR B

T14 [singleton]

C49 Procurement,
accounts, admin
training

Health-section staff need
procurement, accounting and
administration training beyond
clinical content.

“qemrates, @ite sTeweTT T e fia arfua

T12 [singleton]

C50 Mid-level
cadres most
undertrained

AHW, ANM, HA, and Staff
Nurses identified as priority

audience for training at basic
health-service level.

“Mid level =i SHTfH <18 dTferdent St
seeIaar ... AHW, ANM, HA, staff

nurse”

T03; TOS, T12

C51 Climate-
change-and-health

Environmental and climate-
related health training surfaces as
an emerging need.

“climate change @it arfem uf sTaws B”

TO8 [singleton]

C52 Federal-only
training restriction
critique

Running only federally approved
trainings is insufficient; province
and district should design
context-specific content.

- HeIae Wi geed, ot AT HeTe e
qﬁ@:‘"’

TOS [singleton]

C53 Performance
appraisal post-
training

Post-training performance
appraisal should be formalised;
experience-sharing and case
studies integrated into
methodology.

“case-study present ufi TUS ... IV
share T w7 ey 98, performance
appraisal a3

TOS [singleton]
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Part 2. Themes

Five major themes emerged from the analysis. For each, the description, supporting categories of codes,
frequency across the 9 represented districts, and representative quotations are presented.

Theme 1. Maternal, newborn, and reproductive health remains the most
consistently named clinical gap but much of the demand reflects re-training and
redeployment, not first-time skill supply

Description.

Across every represented district, respondents named some aspect of the maternal-newborn-
reproductive health continuum as a priority. SBA was the single most frequently named training. The
demand pattern is heterogeneous: at one extreme, Bayalpata Hospital reports that 10-12 of 22 nursing
staff still need SBA (alongside a falling delivery volume); at the other extreme, Badimalika municipality
reports adequate SBA coverage yet still records home deliveries, attributing the gap to geography rather
than to training. Implant and [UCD demand is repeatedly traced by district-office respondents back to
records and redeployment problems rather than to genuine training supply shortfalls.

Subthemes.

* SBA and Advanced SBA at hospital and birthing-centre level

*  Comprehensive abortion care (CAC, PAC, MA, second-trimester)

*  Family-planning device skills (Implant, [UCD, Minilap, Vasectomy)
* Newborn intensive care (SNCU) without SNCU-trained staff

*  Operating theatre and anesthesia team (OT-TM)

Representative quotations.

“CAC PAC arfera MD Gynecologist vt trained doctor 3 w1 ... second trimester %! e
T §9 ... medico-legal aifer g1 €T TF ST AT SR g9 Ig1 9t farar ggg=s1” (T07, Darchula
Hospital)

“qTier Sl manpower ! FH ¥R service a7 @aFl B ... TTH AD SIS T AFS ... F A1 9 T3
TR GEATH 35 41 w6l FHARI 32 anferd @il w1 (TO3, Bajura Health Office)

“37fect AT $o-¥o TAYHT Yoo-Yoo S ST g| UleeTl AlGHTAT ¢ o0 THT T FWHT §ooo HT TG g1 ... HRA
$0—]2 st SBA wrfer for @it &1 (T09, Bayalpata Hospital)

Theme 2. Emergency response, NCDs, and mental health are expanding
caseloads that current training coverage has not kept up with

Description.

Respondents at both hospital and district-office levels described rising caseloads in emergencies
(snakebite, trauma, PTC/BLS, poisoning, burns), in non-communicable diseases (hypertension,
diabetes, cancer at village level), and in mental health (including suicide cases at periphery). This theme
is distinct from Theme 1 in that the demand is forward-looking: it reflects a service-portfolio expansion
that has outpaced the training pipeline rather than persistent failure to staff a known service. Dialysis at
Tikapur and the new snakebite centre at Krishnapur exemplify the pattern of services launched ahead

of trained staffing.
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Subthemes.

Emergency life support and trauma (PTC, BLS, accident, poisoning)
Snakebite management — seasonal and tied to new service centres
ICU and burn-management as new MoHP priorities

NCD / PEN package and chronic-disease management

mhGAP for MOs and community mental-health expansion

Dialysis and other tertiary services launched ahead of staffing

Representative quotations.

“GrAfEe e foRTHeean! G o widfeT s/ga muet ... 784 W gty i e @reeasdeees ... diferm o arat am
@ af stfererfa w8 g1 (T11, Kanchanpur palika)

“M3 for T 4 @S Sd g% Tk ¥, & ST S cancer # TR g% &9 37 hypertension T diabetes i forr g%
9f7 qfeted & ... anxiety, depression T THee®! @& 9 afete®! 817 (T03, Bajura Health Office)

“BTHI FlHAEE AR B R FTAR FHART THIH FRU SHIATE 3790 WEeH B ... g dialysis o ¥TH B
@ gty g FHerd 8917 (T13, Tikapur Hospital)

“Hfectz suicide Ft cases & A G TGS ... IR s7aeen F G Gt o7 vg g2 (T02, Martadi

municipality)

Theme 3. Health-system and supportive skills (logistics, protocols, IP,

communication) are persistently undervalued in initial training requests but are

repeatedly named as bottlenecks once probed

Description.

PAMS V2 (the logistics management system) is named in four districts, most often by respondents who
admit they themselves are not fully familiar with it. Standard Treatment Protocol orientation for newly
recruited MOs, Infection Prevention and waste management, BCC and communication, supervisor
competency, and procurement training all sit in this category. These are not the headline asks of any
single transcript, but they recur across cadres and districts — and the Mangalsen eclampsia anecdote

(vitals taken but not acted on) shows how absence of these supportive skills converts directly into

preventable clinical deterioration.

Subthemes.

PAMS V2 logistics and process simplification

STG / Standard Treatment Protocol orientation for new MOs

Infection Prevention and clinical waste management

BCC, communication, and attitudinal/quality-of-care training

Procurement, accounting, and administrative training for health-section staff

Supervisor and monitor competency as a distinct training audience

Frequency of mention across districts: 7 / 9 districts.

Representative quotations.

“Qar q Farf-cdtar 2sT ¥4 ©, Ifd 98< TG IHT o Fferet 85T YR 341 WTsee foruen! wT d o4t 3rmie 3 gt @
frsr g A1 (T10, Mangalsen Hospital)
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“PAMSV?2 ... gt % ufs smfag 811~ (T02, Martadi municipality)

“STP =t wrferm wf3 @&t M. O. @ 131 THt G-t .. Garaiciia e § W1 qfec o1 Gayl STraiTes! O A i ot
arferm at least one week or 10 a7 #1 faat s/ @t standard protocol 38R treatment g3~ (T07,
Darchula Hospital)

Theme 4. Training investments are being eroded by turnover, weak records, and
palika-level deployment decisions

Description.

This theme is the strongest critical finding of the assessment. Multiple respondents — most directly
Bajura Health Office and Bajhang District Hospital — describe a system in which training is delivered,
certificates are issued, and trained staff then leave service, are transferred without their training record
following them, or are redeployed by palika administrators independently of their training profile. The
result is the paradox that the same trainings (Implant, [UCD, SBA) keep appearing as “needs” in
districts that have, in fact, hosted those trainings repeatedly. The fix is partly administrative (records,
deployment policy) and partly contractual (NGO project phase-out planning).

Subthemes.
* Post-training turnover, especially in NGO-supported facilities
» Trained staff redeployed without training record following them
» Palika-level deployment decisions disconnected from training profile
*  Mid-level cadres (AHW, ANM, HA, SN) most exposed to this churn

*  Cadre mismatch between those receiving training and those delivering service
Supporting categories of codes.

Workforce structural barriers (C44, C47, C50). Training-system administrative critique (C35, C39,

C40). Service expansion without staffing (C45 where relevant).

Frequency of mention across districts: S / 9 districts (Bajura, Bajhang, Baitadi, Achham,
Kanchanpur).

Representative quotations.

T FEel FHARIA F F ATTH AF! B i FUH! 15— A TS .. 37 FHARIF] fFaw01 91 qricrare T
afemra ment 317 (T03, Bajura Health Office)

“arfery foruen TreTRHIeE iz THA T Gar 7 TR 132 turnover v® a1 (T05, Bajhang Health

Office)
"SR] ST~ JETETE €, ST BIga §I5-0 adet 3R a1 Thared! gap fulfill g7 w17 (T06, Baitadi
Hospital)

Theme S. Respondents want structural reform of how training is planned,
delivered, and verified — not only more training

Description.

The clearest constructive contribution comes from Bajhang District Hospital, where management has
already built an internal monthly competency-assessment tool. Across multiple sites, respondents

converge on a specific reform package: annual training calendar from HTC; nominations through

39



offices rather than to individuals; no ‘“all-staff-at-once” nominations; clustered short trainings;
conditional certification tied to a demonstrated CME or KPI; province-specific evidence-based
curricula rather than only federally approved content; trainer-quality assurance through verified CTS
credentials; and onsite coaching and mentoring as the modality for skill maintenance.

Subthemes.

* Annual training calendar and earlier nominations

* Conditional certification tied to demonstrated service or CME

*  Cluster short trainings to reduce HR disruption

*  Onsite coaching and mentoring as the maintenance modality

*  Province-specific, evidence-based curriculum content

»  CTS development at peripheral hospitals; trainer-quality assurance

» Post-training follow-up, competency testing, and performance appraisal

Supporting categories of codes.

Training-system administrative critique (C36, C37, C38, C52). Training quality and pedagogy (C41,
C42, C43, C53). Modalities (C31, C32, C33, C34).

Frequency of mention across districts: 6 / 9 districts (Bajhang, Achham, Bajura, Baitadi,
Darchula, Dadeldhura).

Representative quotations.

YT fart STaeeTars e SfAard miaTw ... key performance indicators TR T o181 U137 Gl ...
F1 2/? T arferes waTed T g 3% alferee Siet TRfagerg) ” (T04, Bajhang District Hospital)

“arferre design el gTE Fa¥E issue T 314 §798, data-driven 98, evidence based §178, JA-31
Gerare Wigd go, o 71 werad 18 ¥~ 891 (T05, Bajhang Health Office)

“uftrer &% expert g1 98 @ @1t CTS training g dw! 198 a1t w3 w7 38Te%at deliver T knowledge a3
effectively use g=at” (T06, Baitadi Hospital)
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Effectiveness Study results Results

As part of this assessment, three training effectiveness studies were conducted, covering
Skilled Birth Attendant (SBA) training, Implant training, and Integrated Management of
Neonatal and Childhood Illness (IMNCI) training. The findings for each of the three training

courses are presented in the sections that follow.

4. Skilled Birth attendants Training Effectiveness

4.1 Overall effectiveness of SBA training

All 236 health workers who completed Skilled Birth Attendant (SBA) training were asked how
effective the training was. Almost all rated it positively 152 (64.4%) said it was very effective
and 80 (33.9%) said it was effective. Only 1 worker (0.4%) found it moderately effective, and
3 (1.3%) did not answer.

Table 13: Overall effectiveness of SBA training (n=236)

Category Frequency Percentage
Freg=q gwresRrl (Very effective) 152 64.4%
st (Effective) 80 33.9%
#eq ywrEsil (Moderately 1 0.4%
effective)

(missing) 3 1.3%
Total 236 100.0%

4.2 Adequacy and usefulness of practical practice

Participants were asked whether the practical (hands-on) practice during the training was
adequate and useful. A large majority agreed -114 (48.3%) strongly agreed and 96 (40.7%)
agreed. A small number disagreed (5, 2.1%) or strongly disagreed (17, 7.2%).

Table 14: Adequacy and usefulness of practical practice (n=236)

Category Frequency Percentage
9ot &9t wewd (Strongly agree) 114 48.3%
weAd (Agree) 96 40.7%
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Category Frequency Percentage
deer (Neutral) 3 1.3%
sweaa (Disagree) 5 2.1%
Ut ®qaT sEeRd (Strongly 17 7.2%
disagree)

(missing) 1 0.4%
Total 236 100.0%

4.3 Improvement in knowledge and skills

When asked whether their knowledge and skills had improved after the training, 132 workers
(55.9%) strongly agreed and 75 (31.8%) agreed. Only a few disagreed (6, 2.5%) or strongly

disagreed (17, 7.2%).

Table 15: Improvement in knowledge and skills (n=236)

Category Frequency Percentage
9ot ®qwr wewd (Strongly agree) 132 55.9%
wend (Agree) 75 31.8%
deer (Neutral) 2 0.8%
swend (Disagree) 6 2.5%
9ot ®qwr steeAd (Strongly 17 7.2%
disagree)

(missing) 4 1.7%
Total 236 100.0%

4.4 Increase in confidence after training

Participants were asked whether their confidence had increased after the training. Most agreed

- 131 (55.5%) strongly agreed and 82 (34.7%) agreed, while 15 (6.4%) strongly disagreed and

5 (2.1%) disagreed.

Table 16: Increase in confidence after training (n=236)

Category Frequency Percentage
7ot ®qar wewd (Strongly agree) 131 55.5%
wend (Agree) 82 34.7%
swed (Disagree) 5 2.1%
Ut ®qaT EeAd (Strongly 15 6.4%
disagree)

(missing) 3 1.3%
Total 236 100.0%
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4.5 Improvement in complication identification

Workers were asked whether their ability to identify complications had improved after the
training. 134 (56.8%) said it had much improved and 72 (30.5%) said it had greatly improved,

while 25 (10.6%) reported moderate improvement a clear overall gain in clinical skill.

Table 17: Improvement in complication identification (n=236)

Category Frequency Percentage
s gaww 3 (Greatly 72 30.5%
improved)

& gemiten 3 (Much 134 56.8%
improved)

T AT GETHTRT S 25 10.6%
(Moderately improved)

ot vt garfegrt No (Not 2 0.8%
improved)

weAd (other) 1 0.4%
(missing) 2 0.8%
Total 236 100.0%

4.6 Improvement in ANC/PNC service quality

Participants were asked whether the quality of the antenatal and postnatal care (ANC/PNC)
they provide had improved. 149 (63.1%) reported much improvement and 72 (30.5%) reported

great improvement, showing that the training strengthened routine maternal care.

Table 18: Improvement in ANC/PNC service quality (n=236)

Category Frequency Percentage
s gar e © (Greatly 72 30.5%
improved)
& gar & 3 (Much 149 63.1%
improved)
wew gar et 5 (Moderately 10 4.2%
improved)
ot uf gur T No (Not 2 0.8%
improved)
wewd (other) 1 0.4%
(missing) 2 0.8%
Total 236 100.0%

4.7 Currently providing SBA service
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Workers were asked whether they are currently providing SBA (delivery) services. Most are -
198 (83.9%) provide the service, 25 (10.6%) provide it but not regularly, and 13 (5.5%) do not
provide it at present.

Table 19: Currently providing SBA service (n=236)

Category Frequency Percentage
Yes (Yes) 198 83.9%
Not regularly (Not 25 10.6%
regularly)

No (No) 13 5.5%
Total 236 100.0%

4.8 Deliveries conducted since training

Trained workers were asked how many deliveries they had conducted since the training. Of the
221 who answered, the largest groups had conducted 201-500 deliveries (56, 25.3%) and 101-
200 deliveries (46, 20.8%). A further 40 (18.1%) had conducted 1-50. Fifteen workers did not

respond.

Table 20: Deliveries conducted since training, by range (n=221 valid)
Deliveries range Frequency Percentage
0 1 0.5%
1-50 40 18.1%
51-100 33 14.9%
101-200 46 20.8%
201-500 56 25.3%
501-1000 24 10.9%
1001-2000 9 4.1%
>2000 12 5.4%
Total (valid) 221 100.0%
(missing) 15

4.9 Summary statistics of deliveries since training

The table below summarizes the number of deliveries conducted since training among the 221
workers who answered. On average each had conducted about 574 deliveries, though the
median was 200, showing that a few very high values raise the average. Together they reported
126,746 deliveries.

Table 21: Summary statistics of deliveries since training (n=221 valid)

Statistic Value
Valid responses (n) 221
Mean 573.5
Median 200
Std Dev 1399.4
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5. Effectiveness Implant Training

5.1 Overall effectiveness of Implant training

All 281 health workers who completed Implant training were asked how effective the training
was. Almost all rated it positively -137 (48.8%) said it was effective and 129 (45.9%) said it

was very effective, so about 94.7% gave a positive rating.

Table 22: Overall effectiveness of Implant training (n=281)

Category Frequency Percentage
Freg=d yarEeit (Very effective) 129 45.9%
yaresRT (Effective) 137 48.8%
Hegg yvrasrl (Moderately 10 3.6%
effective)

=a yaaswrl (Less effective) 1 0.4%
e (Ineffective) 2 0.7%
(missing) 2 0.7%
Total 281 100.0%

5.2 Relevance of training to daily work

Participants were asked whether the training was relevant to their daily work. The large
majority agreed, confirming that the Implant training matched the real tasks workers carry out

at their facilities.

Table 23: Relevance of training to daily work (n=281)

Category Frequency Percentage
7ot ®qar wewd (Strongly agree) 106 37.7%
werd (Agree) 120 42.7%
dee (Neutral) 12 4.3%
swend (Disagree) 13 4.6%
Ut ®qaT EeAd (Strongly 30 10.7%
disagree)

Total 281 100.0%

5.3 Adequacy and usefulness of practical practice

Participants were asked whether the practical (hands-on) practice during the training was
adequate and useful. Most agreed, indicating that workers had enough supervised practice to

build their skills.
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Table 24: Adequacy and usefulness of practical practice (n=281)

Category Frequency Percentage
7ot w9 weAa (Strongly agree) 115 40.9%
TeAd (Agree) 129 45.9%
deed (Neutral) 6 2.1%
sweaa (Disagree) 6 2.1%
9ot wqar e (Strongly disagree) 24 8.5%
(missing) 1 0.4%
Total 281 100.0%

5.4 Improvement in knowledge and skills

When asked whether their knowledge and skills had improved after the training, the great
majority reported clear improvement, showing that the training succeeded in strengthening

workers' Implant-related competence.

Table 25: Improvement in knowledge and skills (n=281)

Category Frequency Percentage
F=T T gar we © (Greatly 90 32.0%
improved)

Tt gaw e s (Improved 173 61.6%
well)

wew gaw o 3 (Moderately 11 3.9%
improved)

ot 9 gam st No (Not 2 0.7%
improved)

= gar W No (Not 2 0.7%
improved)

(missing) 3 1.1%
Total 281 100.0%

5.5 Increase in confidence
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Participants were asked whether their confidence in providing Implant services had increased

after the training. Most reported a clear gain in confidence, which is essential for safely offering

the service.
Table 26: Increase in confidence after training (n=281)

Category Frequency Percentage
a1-d sewl @ (Greatly 108 38.4%
increased)
T seat 8 (Increased well) 152 54.1%
Tegm woT seent ® (Moderately 13 4.6%
increased)
wfa af et No (Not 3 1.1%
increased)
ot uf et No (Not 2 0.7%
increased)
(missing) 3 1.1%
Total 281 100.0%

5.6 Improvement in complication identification

Workers were asked whether their ability to identify complications had improved after the
training. The majority reported much or great improvement, showing better clinical judgement

in spotting problems early.

Table 27: Improvement in complication identification (n=281)

Category Frequency Percentage
Her=a e © (Greatly 80 28.5%
improved)

& gafest 3 (Much 168 59.8%
improved)

HEFH EGHT GETNTH D 27 9.6%
(Moderately improved)

=i aft gur wewt No (Not 3 1.1%
improved)

(missing) 3 1.1%
Total 281 100.0%

5.7 Improvement in Implant usage rate

Participants were asked whether the rate at which Implants are used at their facility had
improved after the training. Most reported improvement, suggesting that the training helped
increase uptake of the method.

Table 28: Improvement in Implant usage rate (n=281)

47



Category Frequency Percentage
F=a guam ek ® (Greatly improved) 64 22.8%
& gur T ® (Much improved) 163 58.0%
werw gar W B (Moderately improved) 41 14.6%
ot gar Wi 3 (Slightly improved) 7 2.5%
=fa af gar siewt No (Not improved) 3 1.1%
(missing) 3 1.1%
Total 281 100.0%

5.8 Currently providing Implant service

Workers were asked whether they are currently providing Implant services. Most are-210

(74.7%) provide the service regularly, 55 (19.6%) provide it sometimes, and 16 (5.7%) do not

provide it at present.

Table 29: Currently providing Implant service (n=281)

Category Frequency Percentage
=1, fafia ' (Yes, regularly) 210 74.7%
Hicarwrel (Sometimes) 55 19.6%
No (No) 16 5.7%
Total 281 100.0%

5.9 Women served with Implant since training

Trained workers were asked how many women they had served with Implants since the

training. Of the 258 who answered, the largest group had served 1-50 women (120, 46.5%),
followed by 51-100 (59, 22.9%) and 101-200 (43, 16.7%). Twenty-three workers did not

respond.

Table 30: Women served with Implant since training, by range (n=258 valid)

Women served (range) Frequency Percentage of valid
0 1 0.4%
1-50 120 46.5%
51-100 59 22.9%
101-200 43 16.7%
201-500 26 10.1%
501-1000 8 3.1%
1001-2000 0 0.0%
>2000 1 0.4%
Total valid 258 100.0%
Missing 23

5.10 Summary statistics of women served
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The table below summarizes the number of women served with Implants since training among
the 258 workers who answered. On average each had served about 129 women, though the
median was around 57, showing that a few high values raise the average. Together they served

33,379 women.

Table 31: Summary statistics of women served since training (n=258 valid)

Statistic Value
Valid responses (n) 258
Missing 23
Mean 129.4
Median 56.5
Std Dev 208.5
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6. Effectiveness IMNCI Training

6.1 Overall effectiveness of IMNCI training

All 586 health workers who completed IMNCI training were asked how effective the training
was. Almost all rated it positively 330 (56.3%) said it was effective and 222 (37.9%) said it
was very effective, giving about 94.2% positive ratings.

Table 32: Overall effectiveness of IMNCI training (n=586)

Category Frequency Percentage
Freg=d gt (Very effective) 222 37.9%
yaresRT (Effective) 330 56.3%
Hegw wresRt (Moderately 19 3.2%
effective)

=a yarEswrl (Less effective) 2 0.3%
e (Ineffective) 3 0.5%
(missing) 10 1.7%
Total 586 100.0%

6.2 Relevance of training to daily work

Participants were asked whether the training was relevant to their daily work. The large
majority agreed 249 (42.5%) agreed and 231 (39.4%) strongly agreed confirming that the
IMNCI training matched the real tasks workers carry out at their facilities.

Table 33: Relevance of training to daily work (n=586)

Category Frequency Percentage
7ot ®qar wewd (Strongly agree) 231 39.4%
wend (Agree) 249 42.5%
dee (Neutral) 15 2.6%
swend (Disagree) 20 3.4%
9ot &t steeRd (Strongly 65 11.1%
disagree)

(missing) 6 1.0%
Total 586 100.0%

6.3 Adequacy and usefulness of practical practice

Participants were asked whether the practical (hands-on) practice during the training was
adequate and useful. Most agreed 306 (52.2%) agreed and 193 (32.9%) strongly agreed

indicating that workers had enough supervised practice to build their skills.

Table 34: Adequacy and usefulness of practical practice (n=586)
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Category Frequency Percentage
7ot ®aw weAa (Strongly agree) 193 32.9%
wend (Agree) 306 52.2%
deed (Neutral) 13 2.2%
sweaa (Disagree) 24 4.1%
9ot wor 3reeAd (Strongly 42 7.2%
disagree)

(missing) 8 1.4%
Total 586 100.0%

6.4 Improvement in knowledge and skills

When asked whether their knowledge and skills had improved after the training, 407 (69.5%)
said they had improved well and 105 (17.9%) said they had greatly improved, showing that the

training clearly strengthened workers' IMNCI competence.

Table 35: Improvement in knowledge and skills (n=586)

Category Frequency Percentage
F=1 T gar we ® (Greatly 105 17.9%
improved)

Tt gaw Wt s (Improved 407 69.5%
well)

wer gaw et B (Moderately 62 10.6%
improved)

& aft gar 9ewt No (Not 4 0.7%
improved)

(missing) 8 1.4%
Total 586 100.0%

6.5 Increase in confidence

Participants were asked whether their confidence in providing IMNCI services had increased
after the training. Most reported a clear gain 387 (66.0%) said their confidence had increased
well and 119 (20.3%) said it had greatly increased.

Table 36: Increase in confidence after training (n=586)

Category Frequency Percentage
F1ea=a denl ® (Greatly 119 20.3%
increased)

T sewl @ (Increased well) 387 66.0%
7oz wot sel ® (Moderately 70 11.9%
increased)

(missing) 10 1.7%
Total 586 100.0%

51




6.6 Improvement in complication identification

Workers were asked whether their ability to identify complications in children had improved
after the training. 400 (68.3%) reported much improvement and 95 (16.2%) reported great
improvement, showing better clinical judgement in spotting problems early.

Table 37: Improvement in complication identification (n=586)

Category Frequency Percentage
= gatiewt 3 (Greatly 95 16.2%
improved)

& garitest 3 (Much 400 68.3%
improved)

HEFH AT GETNTHT © 79 13.5%
(Moderately improved)

(missing) 12 2.0%
Total 586 100.0%

6.7 Improvement in quality of care

Participants were asked whether the quality of the care they provide to children had improved
after the training. 400 (68.3%) reported much improvement and 97 (16.6%) reported great
improvement, indicating a clear gain in service quality.

Table 38: Improvement in quality of care (n=586)

Category Frequency Percentage
= gar e B (Greatly 97 16.6%
improved)
& gar e 3 (Much 400 68.3%
improved)
wegm gur e © (Moderately 77 13.1%
improved)
(missing) 12 2.0%
Total 586 100.0%

6.8 Currently providing IMNCI service

Workers were asked whether they are currently providing IMNCI services. Most are - 443
(75.6%) provide the service regularly and 115 (19.6%) provide it sometimes, while a small
number do not provide it at present.

Table 39: Currently providing IMNCI service (n=586)

Category Frequency Percentage
a1, frafig s (Yes, regularly) 443 75.6%
igaerr (Sometimes) 115 19.6%
No (No) 28 4.8%
Total 586 100.0%
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6.9 Children served via IMNCI since training

Trained workers were asked how many children they had served through IMNCI since the
training. Of the 475 who answered, the largest group had served 1-50 children (141, 29.7%),
followed by 51-100 (85, 17.9%) and 201-500 (82, 17.3%). One hundred and eleven workers

did not respond.

Table 40: Children served via IMNCI since training, by range (n=475 valid)

Children served (range) Frequency Percentage of valid
0 0 0.0%
1-50 141 29.7%
51-100 85 17.9%
101-200 80 16.8%
201-500 82 17.3%
501-1000 41 8.6%
1001-2000 26 5.5%
>2000 20 4.2%
Total valid 475 100.0%
Missing 111

6.10 Summary statistics of children served

The table below summarises the number of children served through IMNCI since training
among the 475 workers who answered. On average each had served about 460 children, though
the median was 150, showing that a few very high values raise the average. Together they

served 218,270 children.

Table 41: Summary statistics of children served since training (n=475 valid)

Statistic Value
Valid responses (n) 475
Missing 111
Mean 459.5
Median 150
Std Dev 1044.8
Maximum 10000
Sum (total served) 218270

Overall Summary of Training Effectiveness

Table 42 brings together the main effectiveness findings from all three clinical trainings-Skilled
Birth Attendant (SBA, 236 participants), Implant (281 participants) and IMNCI (586
participants)-so they can be compared side by side. Across every measure the results are
consistently strong. Almost all participants rated their training effective or very effective
(between 94% and 98%), and large majorities reported that their knowledge and skills, their
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confidence, and their ability to identify complications had improved (mostly between 84% and
94%). About three-quarters or more of the trainees are still providing the related service, and
together they have reached very large numbers of patients since being trained-126,746
deliveries, 33,379 implant clients and 218,270 children. Overall, the table shows that all three
trainings were well received and are being put into practice, which supports continuing them
and extending them to more health workers.

Table 42: Comparison of training effectiveness across SBA, Implant and IMNCI trainings

SBA (n=236) Implant (n=281) IMNCI (n=586)
Participants (n) 236 281 586
Rated training 98.3% 94.7% 94.2%
effective / very
effective
Knowledge & skills 87.7% 93.6% 87.4%
improved
Confidence 90.2% 92.5% 86.3%
increased
Complication 87.3% 88.3% 84.5%
identification
improved
Currently 83.9% 74.7% 75.6%
providing the
service
Service volume 126,746 deliveries 33,379 implant 218,270 children
since training clients
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Annexes

Annex 1: Quantitative data Collection questionnaire

ATITH JTTIIAHAT UTeTT TAT THTIRTAT TeTTT

(Training Need Assessment and Effectiveness Study)

Tt

drfem stmeaeRar afea (Training Needs Assessment and Effectiveness Study) W=t %+ wamees deem at

AT FHEHT FRIT FHANIEE HTH! (AT T FHRIAFITEH NToRAT SRR ST (Hale T+ ST 0 JH, €Y, Saer

T GIVRIVT 2T B T Al FF TIERT TATH B Wl [Toohl A e qeargsh Niskar &l

T SSRGS © foh &7 A= e et @), arfer sATeware oAt drfeten! Fohm, foveee, faftr, safyr
T AT e T b/ afee T weE Tes) W@ stwae ot @t Google Form wam e 2

ELAE]
1. RIEFITE SR SRaust drferersrel STragashar die=m |

2. 3T difcHeEeh! STttt et )

3. BHIC U ATCTHEEaR! SHITEHTIAT ST |

Fg Google Form @ Hehar T SHA STHT T 31 SHHRT M TRaws| At feroes shae drfem STragenan

Afea, T AT T sk TorehTe TSRt TRT AT SR TS| HohioTd SIeRRT STTEweT/FHTIsFHTd TordwoT sesh
A Fd TSR] AT SR TR 3]

T FCHIFHT TG HEWTRTAT Ui Tolfeh 81l qUIsel ol O Srehl S Al o7 ot Ui Sar STt e Ferfgal

AT AT STARGT QTR STERIehal Uiea Nihareh! 323, Yehil qoT I JeTiT derl SR Jismehan! 3| 7 wEiooh

& 7@ Google Form w1 wrgwmft wE s1avaes SHeRT &M T Herd

* Indicates required question
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@vue ¢: At faawor (Personal Information)

2. wratse & (Mobile Number)

3. AT R (S7sET)

%. forg (Gender)

O g
O =fger

O =

4. 9 9UeHT 3 (Age in completed years)

€. wraea ug (Post/Position)

o. 78 (Level)

ElRl
areT ot
Erateled
arar ot
BT F
T

=t
Ll

O O0Ooooo o d

¢. THTHA HEATHT AT (AT Tiegem) *

3. GaTeRt femfem
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urterert Bite (Municipality Selection)

2¥.¢ FeauR Rree

O O0ooOoo0oo0oog 0o o O

+fimew watfest (Bhimdatta Municipality)

sreshre Tttt (Bedkot Municipality)

oo Attt (Krishnapur Municipality)
St wratfersRt (Belauri Municipality)

gam Tt (Punarbas Municipality)
yEarsier Tt (Shuklaphanta Municipality)
HerenRte Frartaes (Mahakali Municipality)
Saetel meuferst (Beldandi RM)

arergret ettt (Laljhadi RM)

Other

2%.3 FeTelt ™reer

O o0oo0oooooooooaoao

ger Ju-werrdTtert (Dhangadi Sub Metro)
HrerEret FratfaeR (Godagodi Municipality)
Terert FrarfersR (Godavari Municipality)
R et (Gauriganga Municipality)
arweht et Fratterst (Lamkichuha Municipality)
feeprq ettt (Tikapur Municipality)
et ettt (Bhajani Municipality)

ot mewtersRr (Kailari RM)

=L M3t (Chure RM)

FamfeEn et (Bardagoriya RM)

St et (Janaki RM)

Sifiqe s (Joshipur RM)

Hg-re mewifest (Mohanyal RM)

2%.3 33('3100 e

(|
(|

st TRttt (Amargadi Municipality)
T Tttt (Parshuram Municipality)
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O oo o gd

amiferarer maTfarsRr (Aalital RM)

9 muttersRt (Bhageshor RM)

Fagt mirferrt (Navadurga RM)
STSE MR (Ajaymeru RM)
=gy Tt (Gannyapdhura RM)

9%.% Fagt ™eer

O O0ooo0ooOog o o O

swryE= et (Dasrathchand Municipality)
are et (Patan Municipality)

geitet ettt (Purchudi Municipality)

Heftet Fraterst (Melauli Municipality)
grrersher Mttt (Dogadakedar RM)

g mewifereR (Surnaya RM)

e W (Sigas RM)

ey méwrfersr (Shivnath RM)

gt et (Panchesor RM)

feamert mwfert (Dilasaini RM)

244 Tt e

O O0ooo 0o oo O

HerenRte Frartas (Mahakali Municipality)
SR TrartersR (Shailyashikhar Municipality)
sfufemmer mSwierRr (Apihimal RM)

g€ m3mferst (Duhu RM)

e mémfers (Naugad RM)

=tg mwfersrt (Byas RM)

At mdwferst (Marma RM)

mfersrTs mewifereRt (Malikarjun RM)

iR ettt (Lekam RM)

9%.§ Sret Rrea

(|
(|

feurare faerél ratterr (Dipayal Silgadi Municipality)
et marferr (Shikhar Municipality)
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mrest meaTferst (Aadarsh RM)
Feierer meaTfersRt (Badikedar RM)

e Befbe meuifret (Bogatan Fudsil RM)
&.97%. fég m3mferser (K.I Singh RM)

gefeteh ettt (Purbichauki RM)

T e (Sayal RM)

strret meuifersrt (Jorayal RM)

O oOooooaoad

9%.0 IV ™eetr

Hrered Tt (Mangalsen Municipality)

Faees Trdrteret (Kamalbazar Municipality)

Tither Tttt (Safebagar Municipality)

Tsaqad fomess Tmatfest (Panchdewal Binayak Municipality)
<rrdt mduiferst (Chaurpati RM)

&Rt meuferst (Dhakari RM)

qatate meterst (Turmakhad RM)

el st medTtereR (Bannigadi Jayagad RM)

Heerg e (Mallekh RM)

TRvH méaTfers (RamaRoshan RM)

O Oo0o0oo0oo0oogoo o O

2%.¢ AT e

Fravft Frerferer (Triveni Municipality)

sttt Tt (Badimalika Municipality)

g et (Budiganga Municipality)
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STy TRt (Jagannath RM)
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et iR (Gaumul RM)

TrHenRTfie @R meaTfee (Swamikarthik Khapar RM)

O Oo0ooooOoo0o oo O

9%.% TS ™eer
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O O0o0oo0oo0oooOo o oo0o o

srrgedt Fratfersrt (Jayprithivi Municipality)
et TarferT (Bungal Municipality)

gut et (Surma RM)

Sfergarir méwfes (Chhabispathivara RM)
sereg memfae (Kedarsyu RM)

gwes meurters (Khaptadchanna RM)
Hu1 mwfersRT (Masta RM)

gy m3utfersRt (Thalara RM)

farcerefor mdwferer (Bitthadchir RM)
et murferset (Durgathali RM)

Trerhre mautfersrt (Talkot RM)

wrgaTe MRt (Saipal RM)
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TUS 3: AT{AN TATIhRAT TigaT Traeeft Tamaeit

T GUSHT ATfAd HTATIHATR] YT THehT AT IR THUHT THEE THET TRUHT S| FTHHTHd TedTessh! aaq I,

i, FRISTTHE T STEva JRATHT AT T T fiedTesen! SAafead SIHT HTHA TS|

2.9, TUTSH TTATTH TTH 7T WUHT ATferwgs ste e (erfecram fog swwoar v anfemese fow (V)
wEgEE) *

Acute Respiratory Distress Syndrome Management (ARDS)
Adolescent and Sexual Reproductive Health (ASRH)
Advanced Skilled Birth Attendance (ASBA)

Ambulance Driver Training

Basic Burn Care (BBC)

Basic Critical Care Training for Nurses (BCCT-N)

Basic Emergency Care

Basic Fever Profile Diagnostic

Basic Health Logistic Management (BHLM)

Basic Immunization

Basic Leprosy

Basic Life Support

Basic Malaria Microscopy

Basic Oral Health

Basic Training on Medical Oxygen System

Burn Care Management

Cervical Cancer Screening and Prevention (CCSP)
Cervical Cancer Screening Program (VIA) Second Tier
Child and Adolescent Mental Health (Module 3)

Climate Change and Health Impact

Climate Resilient-Water Safety Plan (CR-WSP)

Clinical Coach/Mentor Development Training on MNH Service
Clinical Training Skills (CTS)

Cold Chain Equipment Repair and Maintenance
Comprehensive Abortion Care (CAC)

Comprehensive Family Planning (COFP) and Counseling
Comprehensive Newborn Care (CNBC)

Ooo0ooo0ooo0ooco0ocooDoo0Ooooo0ocoooOooooooao
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Ooo0ooo0ooo0ocoocoocoOooDoOoODOO0DOO0DOoOo0ObOo0oOo0oOooooooooaad

Continuous Ambulatory Peritoneal Dialysis (CAPD)
Comprehensive Nutrition Specific Intervention (CNSI Training)
Disability Management and Rehabilitation

Essential Critical Care (ECC)

Eye, ENT/Oral Health

Ksharsutra and Surgical Skill Training

Field Epidemiology Training Program (FETP) Frontline

General Training Skills

Geriatric Healthcare for Medical Officer

Health Administration and Management Training

Healthcare Waste Management

Health Management for Local Level

Health Response to Gender-Based Violence

Helping Babies Breath (HBB)

Helping Mother Survive — Bleeding After Birth and Helping Babies Breath
Hemodialysis

Hemodialysis Machine Maintenance

HFOMC (TOT)

Hospital Preparedness for Emergency (HOPE)

Implant

Infection Prevention and Control (IPC) Blended/Advance
Intrauterine Contraceptive Device (IUCD)

Kangaroo Mother Care (KMC)

Malaria, Dengue, Kala-azar, Scrub Typhus, Chikungunya and Emerging Disease
Medical Abortion (MA)

Mental Health for Prescriber

Mid Level Practicum (MLP)

Minilap

Minimum Initial Service Package (MISP)

No Scalpel Vasectomy

Occupational Health and Safety (OHS)

Operation and Maintenance of Healthcare Waste Treatment Technologies
Operation Theatre Techniques and Management (OTTM)

Package of Non-Essential Communicable Disease (PEN)/PEN plus
Pediatric Nursing Care (PNC)
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Q.2

R.3.

O OoOoo0oo0ooo0oo0o0 o000 oco0ooooooooaao

Post-Partum Intrauterine Contraceptive Device (PPIUCD)
Pre-Hospital Care Training

Primary Burn Care Management

Primary Emergency Care (PEC)

Primary Trauma Care and Basic Life Support
Psychosocial Counseling

Primary Trauma Care/Basic Life Support (PTC/BLS)
Rural Obstetric Ultrasound (ROUSG)

Safe Abortion Service (SAS)

Site Based Essential Critical Care Training

Social Accountability for the Health Sector
Supplementary Course for Psychosocial Counseling
Vector Borne Disease Treatment and Management
IMNCI Training

ECEZRECCRRIISE]

PAMS V2

District Health Information System-2 (DHIS-2)
Prevention of Mother-to-Child Transmission (PMTCT)
Health Management Information System (HMIS)
Visual Inspection with Acetic Acid (VIA) for Cervical Cancer Screening
Skilled Birth Attendant (SBA)

Integrated Management of Acute Malnutrition (IMAM)
Other:
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2. IMNCI arferafes qurser stfeeras sfa Fasima qom areraticteeseTs JaT SaT THwat?
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Annex 2: Qualitative Data collection tool
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Annex:3

Training Need Assessment and Effectiveness Study

1. Purpose

This plan outlines the field activities, team assignments, data collection methods, and deliverable
requirements for the Training Need Assessment (TNA) and Effectiveness Study across nine districts of

Sudurpashchim Province.

2. Study Sites
Each team will visit the following facility types in their assigned districts:

Group

Health Office (HO)

Health Training Center
Dhangadhi, Kailali

Field Implementation Plan
Sudurpashchim Province, Nepal- 2025

District/Provincial Hospital

At least one local health and facility per district: Health

(BHSC), or Urban Health Centre (UHC)

Team Members

3. Field Team Deploynient

District(s)

Maximum .... Facilities to

Days

Visit

Activities

| ? HO, District | I
\ i Hospital/provin | ;
‘ 4 : ‘ cial hospital, Qualitative KIl, TNA |
f Om Prakashi Joshi one Local level, | Quantitative Follow- |
Kamala Bist Kanchanpur 4 Health Facility | up, Effectiveness |
Santosh Pandey PO ’ . ‘
per district | Study Follow-up 1
| (HP/BHSCIUH | |
! ) ! \
Group 1 A AT
P HO, District
Hospital/provin
pom Ra e cial hospital, | Qualitative KIl, TNA
Kamala B ol one Local level, | Quantitative Follow-
3 a‘;:d eDh:a": Kailal & Health Facility | up, Effectiveness
t adg ol g per district Study Follow-up
: (HP/BHSC/UH
C) b
i HO, District
Hospital/provin
Hem Raj Khadka cial hospital, Qualitative Kll, TNA
Santosh Pandey one Local level, | Quantitative Follow-
Group2 | Ty Singh Padsidhura 5 | Health Facilty | up, Effectiveness
| Karki/Binod Dhami per district Study Follow-up
1 (HP/BHSC/UH
C)
: Bajhang HO, District Qualitative Kll, TNA
| Group3 | Nirav Lekhak Baitadi Hospital/provin | Quantitative Follow-
| P Samir Singh Derchola 74 cial hospital, up, Effectiveness
’Z,\ one Local level, | Study Follow-up

L
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g

Post (HP), Basic Health Services Centre

Remarks

* Depends on
flexibility and
time of
members (6)

e For Kailali
Tikapur
municipality



Group  Team Members  District(s) Mas;r;msum Faci\:ilgiots 2 Activities Remarke
Sudip * | Health Facility
Okheda/Bhoj Raj per district
Kalauni (HP/BHSC/UH
C)
HO, District j
Hospital/provin
cial hospital,
: : : one Local level, | Qualitative KIl, TNA
Grouid g‘;‘;‘gg‘ |l o O 7/ Health Facilty | Quantitative Follow-
Bhoj Raj Kalauni Bajura - per district up, Effectiveness |
(HP/BHSC/UH | Study Follow-up
‘ C) district
| | A | (HP/BHSCIUH
== foad =il 1 L f

J

4. Data Collection
4.1 Key Informant Interviews (Klis)

« Conduct interviews with the Health Office Chief, Medical Superintendent, and Local Level
Health Coordinator for a minimum of two interviews per district.

« Allinterviews must be audio-recorded with prior verbal consent from the participant.
« Transcribe recordings verbatim in written Nepali without alteration or paraphrasing.
4.2 TNA Quantitative Follow-up
« Follow up with health workers to ensure complete submission of TNA Google Forms.
« Use in-person visits, phone calls, social media, stakeholders as needed.
4.3 Effectiveness Study Follow-up

+  Conduct structured follow-up with health workers who attended prior training programmes using
the standardized follow-up tool.

5. Deliverables
All deliverables must be submitted to the study coordinator within 7 days of completing fieldwork:
» Audio recordings of all Klls.
+ Verbatim Nepali transcripts for each recording in editable digital format
+ Field photographs from interview sessions and facility visits (minimum 3 per district)
+ Travel order and all associated bills (transport, daily allowance)
« Completed Google Forms tracking log for all targeted health workers

6. Ethical Considerations

+ Participation is voluntary; informed verbal consent must be obtained before recording.
+ All data shall be stored securely and accessed only by authorised team members.

; ==
s (¥ AA /"’h

-
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Maximum  Facilities to Remarks

Group Team Members District(s) Days Visit Activities

Okheda/Bhoj Raj per district
Kalauni (HP/BHSC/UH
)

l HO, District
Hospital/provin

cial hospital, |

one Local level, | Qualitative KIl, TNA

‘ Som Raj Karki Doti o Ao

‘ < 1ai Health Facility | Quantitative Follow-
o ‘ Dev Ry Juisin Accham - per district up, Effectiveness
\

I Sudip Health Facility
1

Phol Rekaunt. | Dae T_// (HP/BHSC/UH | Study Follow-up
X |Cdistia

| | (HP/BHSCIUH

{ C) 1

! i

. 4. Data Collection
4.1 Key Informant Interviews (Klis)

« Conduct interviews with the Health Office Chief, Medical Superintendent, and Local Level
Health Coordinator for a minimum of two interviews per district.

« Allinterviews must be audio-recorded with prior verbal consent from the participant.
« Transcribe recordings verbatim in written Nepali without alteration or paraphrasing.
4.2 TNA Quantitative Follow-up
« Follow up with health workers to ensure complete submission of TNA Google Forms.
» Use in-person visits, phone calls, social media, stakeholders as needed.
4.3 Effectiveness Study Follow-up

+ Conduct structured follow-up with health workers who attended prior training programmes using
the standardized follow-up tool.

5. Deliverables
All deliverables must be submitted to the study coordinator within 7 days of completing fieldwork:
3 +  Audio recordings of all Klls.
+ Verbatim Nepali transcripts for each recording in editable digital format
+ Field photographs from interview sessions and facility visits (minimum 3 per district)
+ Travel order and all associated bills (transport, daily allowance)
» Completed Google Forms tracking log for all targeted health workers

6. Ethical Considerations

+ Participation is voluntary; informed verbal consent must be obtained before recording.
+ All data shall be stored securely and accessed only by authorised team members.
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Annex 4: Transcription of qualitative Interviews ( sample
transcript only included)

Transcription 1:

Q: TTfcteRT T ST fag TaTe® o1 FHRIHH I & BT T e FHlSHTS WIH © ? THET 8 T F

FRISHEHT $eh S ?

o WY FHAHHH target meetm%?,mﬁ?\’ﬁmtargetaﬁaﬁ@ T doel TEHT achievement
meet Eﬁﬂﬁé:f SIERICRSIRMEG) delivery §:TTI'R:T AR B iTMifeTeh ShigTgel el 378 9T home delivery
TEhT B , A1 UTfeT Ui+ THT UTfetshT W1 ¢ AT home delivery YU |

Q: TTTCTHERT ST FHET WU &1 2 SBA i i a1 2

® SBA %I % & T3 HEATHT R SHT overall BTHT T B, o 2T €EATAT 8% SHT SBA TIES
Q: 33T AT THAT Ff Ff ATICTHEE SToh! W g2l STl A 2

o qrferHTHT MLP ( Mid Level Practicum ) ani CNSI A BaTeRTele arfem

Q: TR THTH HRURA ol VAT ITAEE, W S ?

® 7% d hig & TSI PAMS V2 HT <Te! GHEIT TEUH & |

Q: Mental health ,NCDs ! ATfcTH 8% shixieh! ATIIHAT S ?

®  Tc¥h HEATA mental healthaﬁﬁr%ﬁmﬂaﬁﬁg T méwﬁm%w%@m@ mental health &7
Q: T SHIIE T3 &1 ATCTHeh! Gal S &l AT 2

® Nursing { paramedics g% NIEE]
Q: 1 UTARHT 37 e THE HHEAT 8% ?
® Home delivery & 3 9 G0 S |

Q: Google form T result 3TEX PAMSV2, Mental health ,SBA ,Implant ST aTicTd STfea! e Tehl

T, IGhT ATAIHAT AITHh S ?

®  IJHH! ITAIHAT &1, et PAMS V2 TT ST T8eh! ATl S

Q: ufeet 2Ra I =reft ATuehT arfere® &t CBIMNCI, IMPLANT, Mnetal health, CNSI SR dTfoiigseh!

HATATIRAT B ] TTFeIh TSR & T 2

®  IHeH! FHRT ATMS el HHAR & ATCTH TRIT 9 = Fool FHHART [oIGTHT ST 9T 38 FHHaARIC qi 8T i
T SR

Q: AT g ST Tl STUET D 2

o  TICTH g ST TH TUET S T AT e T ATNCTHEE STTGLRT TS hISeTohTa ! TATEe AT e
qATTHES ST T AT PAMSV2 T MLP &1 TR focus Tifeg@ret drforsh fo =t

Transcription 2: Health Office,

SIS T A T IUShH AT A B TH T3 UTeh! D ?

o AT e TR T ST AT Neonatal mortality rate TS Afhtashl & 11 af@m e
gt ST CPR( Contraceptive prevalence rate ) ® ST &o g?ﬁ'o‘:[ U B T 9 =1 ﬂ%@w Bl
TIETH 31T disease control and prevention 3T 34 mental health T NCD @1 SIfd Screening T@ﬁ
Bl I T AR 1 , RH morbidity , cervical cancer screening , breast cancer screening
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,uterus prolapse screening T management gk SANGLES T Teheh! B4t 31 TB program EARIEESIT)
case g% identity T@ﬁ Bl e Yo Tfaerd ufy target achieve T \feRtaal 89

e o BaTaRIeR! % skill 8 meet TH BTHIN ATfTHE SITRTSHT THIH SRE=S ?

° ﬂ@ﬁ'ﬂTEﬁE’l’s‘ clinical competency J=fE &, SR cervical cancer T &1 pre canceral region
identify T SHEh =Tl , TB screening ko @ 3T uterine prolapse screening I ATt ANM
% ATfedl T NMR 53 @901 Nursing staff @15 ATicTHh! STTaedshdl ©

STET TSI T e FHT ST Toohl ATieTH 8% T 3§ 2 3 U ST aTferd

® Nursing staff I AWt SBA training, Medical Abortion training, CBIMNCI Training, ( with

refresher training) ,NCDs training ( most important ) , Geriatric Service Training 3 RH
morbidity

F cadre ko TTEHHHT TTE ATCTHHT ST SRR S ?
® Need T el nursing Wﬂﬁﬁaﬁé@'ﬂaﬁg ,Nursing FHARIR I S

Q: Google form ST T result ST Sagt fSiea @1 PAMSV2, SBA , IMPLANT, Mental health, MLP,
ASRH ,ENT,CSNI Uf9 & , 3 training haru <! G0 G fiie o ?

o TIfdhw, Logistic managementaﬁﬂ'l"'ﬁ PAMSV2 ATk CNSI trainingﬁww
FHARI TISTHIRT S , TRIGHT B%ehl FI TURKI WIeh! & , AT ATCTH ATTcTehl T SIS T W Tfd
ORI Wehl &+ , F&T SATHI ATTCTH B&Ts T AT weaT Ui fSTeetl #7 STRrEieh wQ g2l gie,
ufa arfereeent refresherﬂ'l'%fqg:rﬁ AT B
Q: Regularly ST TTfeT 8% AT 9 SRt STTaRAe © Wegohl 0T o el ?

o arfor ferrgant 0 af TRer ® A SveRt went sfiies fewmer fora uf Siidieent = | =iy faa et i
WW@WH‘&{WQ’E{@? ,TEAMS T Access trﬁraﬁw%ww%r HATE ,?"T%
WO F T Ffict SAME T incentive T TqWT Ui foTereh QL AT sG] ST &
Q: TUTSHT 3T o o YT S ?

® THW HATIE® W<l orientation STET FHRIHT TS digitalization T@Q@ 91 718t resource TTE T&T
outcome o7 dfer , a’%ﬁNCDsaﬁburdenaﬁWﬁW%ﬁﬁﬁmﬁngﬁ
AIRIF § , AT dqTferd fETI=T onsite coachingﬂﬁﬁ?maﬁwmmﬁ
TIE T TR B, GEal BT o 4: X %l ST HT & SR S STl {6 <1l qeeh ¥ ST
Wﬂﬁﬁ%ﬁaﬁ;«lﬁ2GF|T§:W€§,aﬁmg‘b‘%blendedapproachmngg?:ﬁﬂﬁ%mm
TR A TGS AT B A T TTeed Tl g ATCTehl [oreoT T qeieh qTfetd et of
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Transcription 3: Bajura Health office

Q: I SIS SICATHT o Ff STAHHHAT HalT fG a1 T BT T hiSHTS WETaoh! B 2

@IEIT@EBTMT nutrition 97 9 GHET A ® ,trainingEﬁQTfqu CNSI = d1fetd 8% Ufeet g« fefuent © at arfem
I 2 service provide Ieh! & g HURE WIEY STEJhl AT ﬁﬁsﬁﬁwg{ﬂﬁ 371 family planning
mwgﬁwmﬂ@@ﬁ;ﬁ trained manpower DI IR T TEATEEA AT HHAR recruit TReh!
T HETEE N B Ay A family planning F device IUTSY TRISH TLAT T TSI U B ST&dt implant iucd
LINERSER manpoweraﬁﬁw service & Tehent & | ufeseatl TaeET U7 AT SBA i i & & ufectent
SBA WWW@@WI a1feet SBA training Wgﬁ TSI AT recruit TNEhTer SBA TTTH UT2rehl
B A1 gfeseatl TuemT A HIV TEeet PMTCT 3 a1 8% Ui il Y9l |

Q: ST SATIeIeh AT & BT H SIS TSTCATHT S ATCTHATS STIfHeRT HT TR foeh BT ATford shesiet 2
SBA WTg Uttt STerfirehdt AT T U+ 3Ra=s o1f family planning AT Implant TIUCD

Q: &= U T HHIH U T STTIAHAT hiciehl D ?

I THGH AT § Al THET 9ok M for T ymr wet aif 2% fat ¥, & A7 S cancer 1 forrt 2% &9
A hypertension ¥ diabetes &1 ot =% uft afewRe S A Iqr are Sifq sy ﬁ:’@ﬁ gﬁ:r A
psychiatric training af Teheh TawIE ® AN anxiety , depression HT UeEeh! G i St ®

Q: HATIATEER! SATIRHT Ff Teeh! FHART T3 TG ATAHDI ST S Ff TATCLAFHT et FH ATCTH TTIhT
EZ 8

Mid level 3T SFRT(h T3 ATCTHT T&! HTERIHAT SRg=s ToRIT TN STURYT TReeaT 71 AHW, ANM
HA staff nurse % <18 &l dTfoTHeh! SATavThdT S T M Diagnostic afy laboratory %1 9fl TB & dTferd st
SATITIFHAT Sl TB microscopy

Q: SITSIUT FofereiTenT &k T cortell shifes ST &% 5+ o dTferd Ut FHTe T Hifehee 2
arfere foux e 7 e st wSer psychiatric training JTIIh ©

Q: Google form il result STAXPAMSV2, mental health , Implant I aTfors =Tfear I agﬁ@%qﬁ%
af AT 2% SATaRF 2 q 2

PMASV2 directly TTeearda i FSIEIC U HATeweh & T ETHI STeetT T Hef Trfcrsh ol 31 Geard Seehehl ©
T ol |19 o Ui TTfershril TR PAMSV2 i ATferd fteg Wbl © T 37 mental health , implant TIUCD #ft
ATl &% =R T ST S |

Q: IMPLANT, IUCD %! dTfciie® dfee & =1et Sfeiaimushl g1 e shHeiict qsgwe! Ui &1, qragehict 91st
AT AT BIehT o & FEHT 2

FHHT G521 U B Ufeed! FAT TTUeh! ATSe BIST Tl A AT STehi U0 FHH=I! forarommr afy awe
trainingﬁfi@?trainingﬁmmﬁﬁngmwmtraining foruert &9 = 1f eI
forereor ' afetentet ST iehTe! TREhT B el TATEAHHIC ot T ATAH Tl TAT3 TSTh! B W el AT o T3
T TEATHT G WraT ST A T3S ATTetH el B

Q: T 5 7T o o YaTe® fod =Tede 2
T SFrsiet IR S S QTTOTH el & W1 F01ohT fofaR0T TG T ST ATIoT Shee T aheret forll et ekt
foraroT TeT we A ST F0 BT A Tl qX STHie! fordl I T siwaT 3Tt ¥ SAfeh TATg @eR ket

83



T A FUTN ATMCHH e o GHTH 7T T A qTfer fedehufes qictehl result 8721 36t M T © foh
@qwﬁs%mwaaﬁ?@wﬁaﬁﬁ follow up Tﬁﬂﬁﬁﬂﬁl‘l’;ﬁ?@”
PIREIC

Transcription 4: District Hospital Bajhang
1 T STEAATCTH! T T cadre T TAIHHTEE TIE-S?

P: T fohfemehT TmeeashHies g18-0, ST&d S, 78 (P.C.L, B.N), paramedics T, HA, AHW, laboratory
T HEWH, technician, officer, pharmacy, physiotherapy 3Tfe g8

I: S, TATEARHIeR! JT o1 Wikl HHfict Tl STeudreret fo ST - i 7eg TIWTh! © TH

P: E&T T ST {18 T G S, Teh ST Tareedahict fo Halm 38T AgaT STeh! TTeeaishmic! [agtaeh! STaee 3,
Tl T ST SATEIoRHohT T T Hehl it a1 &aT +F SToRIY g 3TaE T o, X 3eTeh! Hel ael I qt
I TUh! TATEAFHHISIE Tl SUToH TRISEH Bi| S TTeeehH1es qeTcsh HHT HHIR 5185, 38 6%l gap
qfe= THeTS assessment T 7T TahT S| BTHICT AT SIRTREHT TS tool SHITHT B, Al v <Ry Frfrad
T WTerfereh STeeaehHie Sed T, TATE, HIHE eweh! W1k THETor Of 7 T Bf| Ieeect [ Feihat
- I T8 T & SATEHHIh! supervisor T T Feieh e, T &-He e T supervisor o T
T SATIRAT final score FERTESY, T @@ SATUHAT gap T TG |1 FFar-ft drferd fa= STHT AT B
TSR TEHT SHAT HIEIRT ATCTHEE AT B

[ T IREATETE hfe gaps TR @1l T EX2

P: Tt Aft ARG T THehT WO et ¥ T gap identify T T &+ 316l &THY Xk HGATT STiwawT
qiEIuTeTs, fomawaT fo AT B T ekt HATIRAT F-F54 T gap SRET, STHIC HHTEM T @feh e
et AeT TR, recording-reporting RIFET, infection-prevention TR T BTHT 1% ATfed Tt
TS, T TTeTshT WU FHEs qifeties AnT THs 1|

I: B cadre 1 AT BEDE tool TS HUH B foh TS T3 tool B?

P: &Y, &4 cadre T AT BB tool SHTTEHT BY| T S major finding ST FTHI TTee ATICTH g, TRTGIET
9 share TS|

1 T STEIATHT T cadre FT TATEAFHIGEATS Frl [IRIT ATCTHEE HATERIHAT Tlea TIHTH B T HL?

P: B | STHT STEIATTHT el =T ATiCTHE® 3 UTTSHT STHT pharmacy AT R SATEHHIE &, IeTeeaTs stock
analysis, store management, disposal FFI=T ATfAR fago ST aRa=| & T nursing AT 9 qTfcres
MY B, Tohrfen 3efee fafir= rereh! Tamees reTes uahT fouries S SeafshaTes, ATfieh Tareeseht
forTefie, trauma 3T forTHieatTs S@T fo TUaHT YO WIS rotation HT ATiTHE® foe Heh THT §=2AT, STed SBA
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training, ICU training (ZTHTET MDGP, anesthesiologist ® ICU T IUHIUEE g B, T nurses THThT
T T [CU HETe T Ffohteaht S1 8THIc| dfeell 1 THe% H S, F, [CU TcTH TTeh THee 97|
IS BTHIATS ICU ATt Tehal STHaehdT S| w8 T TTEeT T SHEET ATerdel Siei J1e EToHT T,
ST ST g, T T U 11 5, S8Rt AT STeleh! aTiord T8 a7 Hisehel 31ThEREseh! ST arfeid &
ATTTF B T8 T TR AHIHF TAEIATS T THFRATHT T T THEEATS A Tt T
g} drfers afe sTevae é’F@Eﬂ [OrERIc Infection-prevention I Tt STEIAT 3Tthel TETAH T
nﬁwnﬁgﬁ| WWWWW& blood transfusion Waﬁ%’@, ER fR trauma T Basic
emergency care WWW@RW mﬁWICUIWWW
B

I & TR TSt deHT StTaeesh O dtfaee ai wiieTer ||

P: Wm@ﬁ@ﬁ@mm@ﬁa SBA 7 &, 314 @& T obstetrics T onsite coaching &
mentoring TR, TATHIT TEHT HRRA TTERTRUTATS basic emergency care { trauma care training TeheH

HTF B,
I TCTH SheselT ohie YATaEe B T E ETh! qHhaTe?

P: B, THeH &R ga |

1 - B, I[erd |

P: AT ST THT TATHEEATS TehaH AT A1 B = B S AT SIS A T, @EeTEre
TR TS ATFTHHAT SATSH, T JATHEEeh! SATRT Y 8 E=alTe| TR dTToTHHT Hewrit Sieiaer User Tmeed
T O T OO Qe EeTer T, 319 Tl AP U 9 QTTCT Heller §IWwaT shic SHd STE! et &t
T g2, CHEehl ST STfieh ATfeteht SHICL BTHIATS fagwiall w3 3 cadre T8 % ATICTH €48 Wl ATET AUt
S TR HTE HRITE SEETI T "ok, @8 T arfem fogasrafs gevmiier stihet 3 arfem deem
THT, CME HeTed AT star fuffa der fau ot ant arfoment swmons fo Sreeeners wwel sifemt
TTicferei| i SaT Jam T o TRA W ATeT 9T key performance indicators SIFTGE Of oITeT 913
Hiehe| THFT ¢/3 Ta ATCTHET HETe I T 378 ATHeEE SISt TRISTeN, T6e JId ST e
T ST g1 AT TSTh! @ T SISHHT HEd T

I: R SIFeRRT SATSHRIT, THHT AT TRTATS &R R =g

P: 4=IETTE)|

English translation of District Hospital Bajhang
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I (Interviewer): Which cadres of health workers do you have in this hospital?

P (Participant): We have all types of health workers; for example, doctors, nurses (P.C.L, B.N), from
the paramedics side: HA (Health Assistant), AHW (Auxiliary Health Worker), from the laboratory side:

assistants, technicians, officers, as well as pharmacy, physiotherapy, etc.

I: Yes. Have you experienced any shortcomings in the services provided by the hospital due to a lack of

knowledge or skills among the health workers, Sir?

P: There aren't many difficulties in the course of providing services. If one health worker who provides
a service is absent, another health worker steps in to provide it. The situation is not such that services are
disrupted due to a single health worker's lack of knowledge and skills; rather, we provide the service

through another health worker who has more knowledge and skills instead.

For those health workers who are comparatively weaker, we also perform assessments to identify their
gaps. Just this Baisakh (April/May), we developed a tool, and since this Baisakh, we have been
conducting regular monthly testing for technical health staff such as nurses, lab, and pharmacy personnel.
They perform self-evaluations across various indicators, and each health worker’s supervisor also
evaluates them. Based on the self-evaluation and the supervisor's evaluation, we calculate a final score.
Our plan is to identify gaps based on that score and provide relevant training. At an individual level,

capacity-building trainings are essential.

I: Did that testing reveal any gaps, Sir?

P: Since we just started this in Baisakh, such gaps have not been identified just yet. We now plan to
continue this testing at the end of every month. Based on that, whatever gaps are visible across various
aspects—if they are issues we can solve ourselves, such as those related to counseling services, recording-
reporting, or infection prevention—we will conduct the training ourselves. If they are complex in nature,

we will request relevant trainings [from higher authorities].

I: Have you created separate tools for each cadre, or is there a single tool for everyone?
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P: Yes, we have developed separate tools for each cadre. If any major findings emerge, we will also share

them with the Health Training Center in Dhangadhi.

I: In this hospital, have you identified specific training needs for any particular cadres of health workers,

Sir?

P: Yes, I have. In our hospital, the health workers who have received the least amount of training are
those working in our pharmacy. It appears necessary to provide them with training on stock analysis,
store management, and disposal. Similarly, trainings are also required for nursing staff because they
provide services to patients with various types of health issues, such as surgeries, mental health patients,
and trauma patients. It would be excellent if we could provide them with trainings on a rotation basis—

for instance, SBA (Skilled Birth Attendant) training and ICU training.

We have MDGPs (General Practitioners) and anesthesiologists, and we also have ICU equipment, but
we haven't been able to operate the ICU due to a lack of nurses. First of all, nurses are in short supply,
and moreover, there are no nurses who have received ICU training. Right now, we desperately need ICU

training.

Similarly, the Ministry of Health and Population has a policy to establish burn wards and operate burn
treatment centers; for that, it is necessary to provide burn management training to nurses and medical
officers. Likewise, since the government has placed mental health as a priority, training related to mental
health and counseling also appears necessary for nurses. In the same way, arrangements should be made
so that the hospital itself can conduct Infection Prevention training. Additionally, laboratory health
workers need blood transfusion training, and over in the ER, trauma and Basic Emergency Care training
are highly necessary. For medical officers, newly added trainings such as ICU and burn management are

required.

I: Along those lines, could you also mention the trainings required at the district level?
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P: Speaking of the district level, the most important one is SBA itself. Then, similarly, onsite coaching
and mentoring regarding obstetrics is required. Basic emergency care and trauma care training are

extremely necessary for health workers working at the local level.

I: Do you have any suggestions for the training center from your end, Sir?

P: Yes, | have quite a lot of suggestions.

I: What are they? Please share them.

P: The current good initiatives are certainly highly commendable—such as requesting nominations
before a training and inviting participants to the training accordingly. Thank you very much for those

efforts.

However, when inviting participants for training, sometimes you end up calling all the health workers
from a single health facility at the same time; that should not be done. If possible, let’s conduct
trainings by taking convenient timing from the health facilities. Now, if that is not possible, it would be
better to inform us some time before conducting the training. For that, if you could prepare an annual
calendar and give it to us, we would know which cadre is undergoing which training and could manage

our human resources accordingly.

Furthermore, after completing a training, the system of issuing a training certificate must be made
absolutely mandatory only after the participant conducts a training themselves, conducts a CME
(Continuing Medical Education), or provides the designated service. To know whether they provided

the designated service or not, it can also be tracked by creating Key Performance Indicators (KPIs).

And please, if 1 or 2-day trainings must be conducted, please package them together with other
trainings. This will not only make human resource management easier but will also help reduce state

expenditure.

I: A lot of information has been provided, thank you very much for that, Sir.

Transcription 5 : Health Office Bajhang

88



[: ST RIeaimeh! HaWHT 3ATH ST F9-F HaTes NTH AT H{SATs Hegd TIWTH! © Te(dl, ol HaTes HIHe STaehl I
qAT HITHT WO FHIC Tl HISATE WOHT G, o 19T 31 Tl FROTA g, T Al HISAISATS Fered T FF A ATTeresehl
HTATIHAT BT T2

oo

P: Zrwr, yafie qent 9iEaR FHesHearerdt qifomee sied minilap, vasectomy ST QTfciHe® STTavash aRg-e-, o

drfer foruent wereeaeies st @ Tt @&t T AU f5g turnover Y Ss| SBA dtfem uf sttewas ®, Sermt
qHfeE @ daree Ui fowdr T affuRl @9, SHwRT AR @ et aifem =nfewnr 8] Mid-level
practicum arfaw (R &1) ¥ sl ® fSeam| Essential skills i arfomee srims sfievas 3| U8 TR difem,
it frirse, PEN arfem aft wem os)|

[ 79 FRTIEIE FA-F ATHes dere g T ?

P: Fremee Wivsht srarea arfe, CBIMNCI afem, errrrr modular @ifiem, ENT, Basic Health Services,
SORMAS, DHIS-? arfem deer 1 |

[: BT oS SIeaTTen! HawHT 9 - STTavs T g a7

P: gHeTs qreureh! difor ST B, ot indicators S=rssie S o]

I FETh! qHATE ATCTH hesells hie FATT B 9 Wegerg 7]

P: wfecieel o i wreeasties (cadre) T @ Yameremt qfem e T wreesieE (cadre) ik g, T @ T
TATEFHIh! AT Heaish T SFared i @] ATfcres Ti tawiars Heaasi Y Ferei TH9al| 32T Gurdod 0 & 9
el difem fTw 1 af vein open T TSI Ui §eed, IeTeeen! I T i FRe Tt afteer Ties| g
Geratimen! =i fared afer armft 1S s1evas B, Fefnt specific gap wer ey arfermee design et st Ferht
issue A1 smuria g3us, data-driven g1s, evidence based §39%, S-S dHeTe wlishd gead, ot AL e THUS
W= & aTfe deem et case-study present uf US| =& W e1Wa share T wft Wy 9, performance
appraisal of¥ 7 T{ud| @icmeeens SDGs w7 9fT Sequd| T qeet FH-F qifem TaTer T 9 93e] US|
aTferererT Sftershet ot fehet e ST SHTERAT T T{Us| ATfcieeet 31! TS Sere §o gIus)|

I (Interviewer): In the context of Bajhang district, what specific services have the general public
experienced difficulty in accessing, according to your observation? Are these difficulties due to a lack
of knowledge and skills in human resources, or are they due to some other reasons? And what specific
trainings would be required to address these difficulties, Sir?

P (Participant): Regarding this, at the primary level, family planning trainings such as minilap and
vasectomy appear to be necessary, because the trained health workers get turned over quickly without
getting to provide services properly for a reasonable duration. SBA (Skilled Birth Attendant) training
is also necessary. Mental health services have also not been expanded in the community, due to which
training related to mental health is required. A mid-level practicum training (2 weeks) is also essential
in the district. It is necessary to conduct trainings on essential skills. Senior citizen training, family
planning, and PEN (Package of Essential Non-Communicable Diseases) training also need to be

provided.
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I: What specific trainings are usually conducted by this office?

P: From here, we conduct basic immunization training, CBIMNCI (Community-Based Integrated
Management of Neonatal and Childhood Illness) training, tuberculosis modular training, ENT, Basic
Health Services, SORMAS (Surveillance Outbreak Response Management and Analysis System), and
DHIS-2 (District Health Information Software 2) training.

I: In the context of our Bajhang district, what additional [trainings] seem to be required then?

P: We need nutrition training because the nutrition indicators are not satisfactory.

I: Do you have any suggestions for the training center from your end? Please share them.

P: Sometimes, the health workers providing the services (cadre) and the health workers receiving the
training for those services (cadre) are different. Similarly, there is no system in place to evaluate the
competency of health workers. Trainings also need to be conducted keeping the sanctioned posts
(darbandi) in mind. One area that needs improvement is that even after returning from training, some
health workers do not know how to insert an IV line; their knowledge and skills must be continuously
tested.

In the context of our Sudurpashchim [Province], it is necessary to develop matching training materials
by identifying the specific gaps here. When designing trainings, they must be based on our province's
issues, must be data-driven, and must be evidence-based; it shouldn't be that we only conduct those
that are approved by the federal level. Case studies must also be presented while conducting training.
Likewise, experience sharing should be facilitated, and performance appraisal should also be
conducted. Trainings must also be linked with SDGs (Sustainable Development Goals). The local
levels must clearly separate which specific trainings they will operate. Training instructors must also
apply the things they have learned into their own practice. Ultimately, trainings must be able to

increase the country's revenue.
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Annex 3: Contributor List

Name

Position

Organization

Narendra Singh Karki

Director General

Health Training Center,
Dhangadi Kailali

Kumari Kamala Bist

Nursing Administrator

Seti Provincial Hospital,
Kaillai

Hem Raj Khadka Health Education Health Training Center,
Administrator Dhangadi Kailali

Om Prakash Joshi Public Health administrator | Health Training Center,
Dhangadi Kailali

Dev Raj Jaishi Senior Account Officer Health Training Center,
Dhangadi Kailali

Bhoj Raj Kalauni Public Health Officer Health Training Center,
Dhangadi Kailali

Nirav Lekhak Public Health Officer Health Training Center,
Dhangadi Kailali

Sudeep Okheda Public Health Officer Health Training Center,
Dhangadi Kailali

Santosh Pandey Public Health Inspector Ministry Of Social
Development

Samir Singh Public Health Officer Health Training Center,
Dhangadi Kailali

Som Raj Karki Public Health Officer Health Training Center,
Dhangadi Kailali

Binod Dhami Public health officer Health office, kailali

Tilak Singh Karki Health education technician | Health Training Center,
Dhangadi Kailali

Maan Bahadur Madai Public Health Inspector Health Training Center,

Dhangadi Kailali
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Annex 4: Glimpses of field Visit

Photo 2: Interview with Health Section Coordinator, Panchadewal, Accham
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Photo : Follow up visit in District Hospital Bajura

Photo: Badimalika Municipality Health section Team, Bajura

94



Photo: Follow up in District Ayurvedic Hospital, Bajura

p——

Photo: Follow up Visit in Health Institution of Bajura
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I

Data Collection In Health office, Bajhang
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