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clinics may not neces-
sarily have been referred
there by fieldworkers;
many seek services on
their own without hav-
ing been “motivated.”

Because of these dif-
ferences, concerns have
sometimes been raised
about whether the qual-
ity of care is the same in
the various service de-
livery settings. Is quality
of care compromised in
seasonal and mobile out-
reach settings? Are men
and women who receive
services in temporary
settings similar with re-
spect to age and parity to

those receiving services from static clinics?
Furthermore, are clients who are not ap-
propriate candidates for sterilization being
motivated to accept this method at the tem-
porary settings? These questions have im-
portant policy and programmatic implica-
tions for the availability and expansion of
sterilization services in Nepal. We examine
some of these issues in this article, using
data from a 1996 national survey.

Data and Methods
The data analyzed are from the Nepal
Family Health Survey, part of the world-
wide Demographic and Health Survey
(DHS) project. The fieldwork for the na-
tionally representative survey, which was
administered to ever-married women
aged 15–49, occurred during mid-January
through mid-June 1996. A total of 8,429
women were successfully interviewed, a
response rate of 98%.2 Among the 7,982
currently married women surveyed, 1,396
(18%) were contraceptively protected by
sterilization (69% by female sterilization
and 31% by male sterilization).

In this analysis, we define permanent
or “static” facilities as public hospitals or,
in some cases, district-level family plan-
ning clinics, which may not necessarily be
located within hospital premises. Al-
though static clinics may include other
types of facilities, such as health posts, we
adopted a narrow definition in order to
differentiate more clearly between static
and camp-based services.

We use the term “camp” to encompass
seasonal and mobile outreach service de-
livery sites where sterilization services are
provided for a fixed period of time rather
than on a routine basis. Occasionally,
camps are organized at district hospitals
where sterilization services are not ordi-

the Ministry of Health. The amount per
client served—Rs 68, or about U.S. $1.10
as of early 1998—has not changed since
the payment’s introduction in 1979. The
money is distributed among most cate-
gories of service providers, including
fieldworkers, nurses and doctors. In ad-
dition to paying providers, each client re-
ceives a total of Rs 100 each, about US
$1.60, as partial compensation for time lost
from work and for out-of-pocket expens-
es, such as transport.* Both provider and
client payments are covered by the Min-
istry of Health’s annual operating budget.

Monetary compensation to providers
and acceptors does not vary based on
where sterilization services are provided.
In this regard, it is expected that the types
of clients will be of similar age and pari-
ty, whether they are served through stat-
ic, seasonal or mobile outreach service de-
livery sites. The main difference among
clients is probably that those receiving ser-
vices through mobile outreach mecha-
nisms are more likely than are clients re-
ceiving services at hospitals to live in
remote, rural areas of the country, because
hospitals are typically located closer to
urban and semiurban areas. 

Although monetary compensation pol-
icy does not vary by the location of steril-
ization services, there are some differences
in the manner in which services are pro-
vided. First, services provided through sea-
sonal and mobile outreach delivery tend
to be more concentrated and intensive, be-
cause these services are offered only when
reasonable numbers of clients have been
identified. Second, most seasonal and mo-
bile outreach services are organized only
during Nepal’s cooler months (usually
mid-September through mid-March).†
Third, clients served at hospitals or static

narily provided, either because of a lack
of availability of trained surgeons and
nurses or a lack of functioning operating
theaters. The sterilizations performed
there are generally referred to as having
been performed at camps if the services
were on a temporary basis. Sibir dates for
participating districts are widely adver-
tised, both nationally (over the radio) and
locally (through pamphlets and posters).

The service delivery settings as defined
in this analysis (hospitals vs. camps) were
as they were reported by the sterilized
clients. Since respondents sometimes did
not know the exact type of service deliv-
ery source they used, they were also asked
to report the name of the location where
they obtained services. The survey su-
pervisors and field editors then verified
the name and type of the source with local
leaders and informed residents.3

The hospitals and camps in this analy-
sis refer only to public facilities; steriliza-
tion services provided through private-
sector hospitals or clinics are not included.
In camps, services were usually provid-
ed by a team from outside the district, but
some local staff may also have been in-
cluded, especially if they were trained. The
survey did not distinguish between types
of providers. Similarly, there was no dis-
tinction between laparoscopy and mini-
laparotomy procedures; the majority
probably were laparoscopies.

Quality of services includes many com-
ponents.4 Because our analysis is based on
available data from the survey, we could
examine only two aspects of quality. The
first refers to clients’ awareness of family
planning methods other than the method
they accepted. We include this measure to
assess the extent to which clients’ decisions
to accept sterilization were based on in-
formed choice. The second measure, regret
following sterilization, is an important in-
dicator of the quality of services provid-
ed. For instance, if sterilization acceptors
in camp settings made their decisions less
carefully than those undergoing steriliza-
tion at static settings or if they were moti-
vated to accept sterilization without hav-
ing been carefully screened, then one
would expect to find a higher rate of regret
among clients sterilized at camps than
among those sterilized in other settings.

*Compensatory payments were stopped on an experi-
mental basis in 1991 in the “institutionalizing” districts,
but they were reintroduced in 1994. 

†During this period, the demand for agricultural labor
is low, so the rural population has relatively more free
time. Additionally, the Nepalese generally prefer cool-
er seasons for elective surgery, because they believe there
is less potential for infection then.
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Figure 1. Annual number of male and female sterilization accep-
tors, FY 1966–1995, Nepal

No. (in 000s)

Note: The Nepalese fiscal year begins approximately April 15. For example, fiscal year 1966
ran from mid-April 1966 to mid-April 1967. Source: Service statistics, Ministry of Health, Kath-
mandu, Nepal.


