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Introduction

Maternal undernutrition remains a persistent public health concern in Nepal, contributing to
adverse pregnancy outcomes—including anemia, low birth weight, and preterm birth—as well
as long-term health, social, and economic impacts on the child [1]. To address micronutrient
deficiencies during pregnancy, Nepal has long relied on Iron and Folic Acid Supplementation
(IFAS) as part of its antenatal care (ANC) and postnatal care (PNC) package [2]. Over the years,
IFAS has been successfully integrated into routine maternal health services. The 2022 Nepal
Demographic and Health Survey shows that 96% of women took some form of iron-containing
supplements during pregnancy—an impressive rise from 23% in 2001. However, only 65% of
women took the supplements for the recommended 180 days, indicating that while nearly all
women are reached with IFA, timing of initiation and/or adherence may be lower than desired.

Emerging global and regional evidence suggests that Multiple Micronutrient Supplementation
(UNIMAP MMS), which includes a broader range of essential vitamins and minerals, offers
additional benefits for maternal and newborn health [3]. In line with these developments, Nepal
is currently exploring a phased transition from IFAS to MMS.

In line with this phased transition, Nepal's progress can be mapped onto the global stakeholder
framework for MMS scale-up, which outlines three key phases: enabling environment, design
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and testing, and scale-up. Nepal has already completed several foundational activities from
Phase |, including landscape analysis, stakeholder mapping, cost-effectiveness analysis, and
supply readiness assessments. Building on this, critical Phase Il milestones are well underway,
such as advocacy efforts, policy and guideline development, and the creation of a national
forecasting and implementation roadmap, supported by demonstration projects.
Simultaneously, Phase Il activities have begun, including policy adoption, roadmap
operationalization, and ongoing efforts to include MMS in Nepal's essential medicines list.

However, what remains notably underemphasized—even in this otherwise comprehensive
scale-up framework—is the role of routine monitoring systems. While coordination and MEL
are listed, the framework does not fully capture the operational realities of data systems that
must adapt in real time to track and support this transition. As with any major shift in public
health programming, robust and responsive monitoring systems are crucial to ensure that the
transition is proceeding according to plan and that vulnerable women are being reached with
the new intervention. For accountability it is important to maintain continuity and comparability
of data with existing IFAS indicators while also collecting new information that can facilitate
adaptive planning and continuous improvement across the stages of MMS introduction, scale-
up and maintenance.

This report provides a brief analysis of Nepal's current monitoring system for IFAS and reflects
on the opportunities and challenges in adapting this system to support the gradual introduction
and scale-up of MMS. It draws on insights gathered from consultations with federal,
provincial, municipal and health facility-level stakeholders and review of available
documentation.

Methodology

This report adopts a mixed qualitative synthesis approach, combining a desk review and
stakeholder consultations to assess the readiness and adaptability of the country’s health
sector monitoring infrastructure—including DHIS-2, eLMIS, and periodic surveys such as the
Demographic and Health Survey and the Health Facility Survey—in supporting a potential
phased transition from IFAS to MMS. The objective was to identify key strengths, limitations,
and opportunities of the existing systems and to propose practical options for integration of
indicators required to monitor the IFA to MMS transition.

Desk Review

The desk review focused on national HMIS documentation, other routine information systems,
periodic surveys (such as the Demographic and Health Survey and Health Facility Survey), and
policy guidelines related to maternal nutrition.

Key sources information sources included:

ANC to PNC Continuum of Care Guideline (2023)

The Annual Health Report (2080/81) from the Department of Health Services

HMIS tool specifications and revision records (e.g., HMIS 3.6, 9.3)

Maternal and Newborn Health cards and registers

DHIS-2 platform access documentation and operational flowcharts

Government reports related to the 2078/79 tool revision process

Relevant implementation literature and review materials provided by programme
stakeholders
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Special emphasis was placed on analyzing how IFAS is currently monitored across both paper-
based and digital systems, including data flow structures, recording practices, and alignment
with supply chain systems such as eLMIS.

Stakeholder Consultations

To complement the desk review, semi-structured interviews were conducted with 8 key
informants across federal, provincial, and local levels of the health system. Participants
included:

e Officials from the Family Welfare Division and the Integrated Health Information
Management Section (IHIMS) (n=3)
Provincial health directorates from Madhesh and Sudurpaschim (n=2)
Health facility in-charges, auxiliary nurse midwives (ANMs), and data focal persons from
both demonstration (Madhesh Province) and non-demonstration sites (n=2)

e Development partner (n=1)

These interviews explored institutional experiences with IFAS monitoring, perceptions of
system readiness for MMS rollout, and reflections on the integration of vertical programmes
into HMIS. Thematic insights from the consultations were analyzed to capture perspectives on
data entry and its usage practices, field-level implementation challenges, reporting fatigue, and
the utilization of existing data for decision-making.

Verbatim quotes are included in the report to preserve authenticity and illustrate how health
workers and officials interpret and experience the current monitoring framework in practice.

Analytical Framework

The analysis followed a thematic approach, grounded in a structured review of documentary
evidence and qualitative reflections from stakeholders. Themes were developed inductively,
based on recurring patterns in the audio, and then grouped according to their relevance to the
prospective transition from IFAS to MMS.

The review sought to examine not only what is being monitored but how monitoring systems
operate in practice—emphasizing the processes and operational realities of data collection,
reporting, and use. Particular attention was given to the following dimensions:

e System design and structure: How the current IFAS monitoring system is configured,
including tools, indicators, and reporting formats.

e Operational workflows: Day-to-day recording and reporting practices at health facility,
municipal, and provincial levels.

e Perceived gaps and strengths: Stakeholder reflections on areas of effectiveness,
confusion, and opportunity for improvement.

e Transition readiness: The extent to which the current system may support, constrain, or
adapt to the introduction of MMS
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Consensus-Building Workshop

To validate findings from the desk review and stakeholder consultations, a national-level
consensus-building workshop was convened in Kathmandu on August 1, 2025. The event
brought together 32 participants representing federal entities (Family Welfare Division,
Management Division, and IHIMS section of the Department of Health Services), provincial
health directorates and development partners (UNICEF, GIZ, WHO, Helen Keller International,
Eleanor Crook Foundation).

The workshop provided a platform to present preliminary findings, facilitate dialogue across
system levels, and jointly identify opportunities and challenges for integrating MMS into Nepal’'s
monitoring architecture. Presentations from government and technical experts highlighted
global and national lessons, including the need to adapt HMIS and eLMIS tools, strengthen
interoperability, and integrate MMS into periodic surveys. Group discussions were structured
to elicit practical recommendations on indicator design, data workflows, and the sequencing
of changes during a phased rollout.

Proceedings from the workshop were synthesized to capture collective priorities, clarify areas
of agreement, and highlight unresolved questions requiring further technical or policy
deliberation. These insights were triangulated with desk review and interview findings to
strengthen the validity of the analysis and ensure that recommendations are grounded in both
technical evidence and stakeholder consensus.

About IFAS and anemia screening interventions in
Nepal & status of proposed transition to MMS

IFAS in Nepal is delivered through multiple platforms and targets a range of population groups
as part of the national strategy to combat anemia. The primary target group is pregnant women,
who are expected to receive 180 iron-folic acid tablets over the course of their pregnancy.
Postpartum women are recommended an additional 45-day supply to replenish iron stores.

Pregnant women identified as anemic during ANC screening —through clinical pallor or
hemoglobin testing—may receive therapeutic doses of iron; however, this is typically managed
separately from routine supplementation. Women with mild to moderate anaemia (Hb 7-11
g/dL) are typically started on an intensified iron regimen—two iron tablets per day for three
months. Counselling on fibre- and iron-rich diets is also provided, and follow-up is advised after
one month, either during the next ANC visit or earlier if danger signs appear. If haemoglobin
levels improve (Hb =11 g/dL), the woman is transitioned back to the standard preventive IFAS
protocol. Mild cases are usually managed at the primary care level, while severe cases (Hb <7
g/dL, or <8 g/dL with clinical signs) are referred to higher-level hospitals for advanced
management, including blood transfusion if necessary.

Beyond pregnancy, IFAS is also provided to non-pregnant adolescent girls aged 10-19 years,
with supplementation regimens of either 13 or 26 weeks per year, depending on the program
modality. There are also occasional provisions for non-pregnant women of reproductive age,
particularly those diagnosed with anemia, although such cases are less systematically
monitored.

As Nepal considers a transition from IFAS to MMS, it is important to note that the proposed
shift currently applies only to preventative supplementation for pregnant and postpartum
women. Other target groups— adolescent girls, and anemic non-pregnant women—are not yet
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included in the scope of the MMS transition and should therefore continue to be monitored
under the existing IFAS frameworks.

Current IFAS Monitoring System

The findings and analysis presented in Section 4 are entirely based on a comprehensive
document review and analysis of national health information systems, policy frameworks, and
recent facility-level assessments.

Overview of data sources

The country monitors ANC and IFAS through multiple data sources that serve different but
complementary purposes. The HMIS, integrated into the national DHIS-2 platform, provides
routine administrative data from health facilities across the country. The electronic Logistics
Management Information System (eLMIS) tracks the supply and availability of IFA tablets
across the supply chain. Nationally representative household surveys such as the Nepal
Demographic and Health Survey (NDHS) and the Nepal Health Facility Survey (NHFS), both
funded by USAID and conducted in close coordination with the Ministry of Health and
Population, generate periodic estimates on coverage, adherence, service quality, and access.
In addition, cross-sectional surveys and research studies—often implemented by external
partners or academic institutions—offer valuable insights into compliance, knowledge, and
programme effectiveness, based on national protocols and specific study objectives.

Table 1: Key data sources for monitoring iron and folic acid supplementation in Nepal: purpose,
indicators, disaggregation, and frequency

Source Purpose Key Indicators Disaggregation Frequency
HMIS / Routine administrative * % pregnant women By age, gestational stage,  Routine
DHIS-2 reporting; national receiving 180 IFA tablets facility type, delivery updates

monitoring of maternal e % postpartum women setting, and reporting unit

and adolescent receiving 45 tablets (palika/district/province)

nutrition o ANC-related variables*
eLMIS Supply chain tracking e Quantity of IFA received, By facility, Routine

of health commodities distributed, and in stock province/district, and updates

including IFA time period
National Population-level ¢ % women taking any IFA By age, education, wealth  Every five years
Surveys estimates of coverage, during pregnancy quintile, province,
(e.g., timing, and adherence e % taking IFA for =180 days ecological zone,
NDHS) to IFAS e Source of IFA urban/rural, and source of

o Barriers to adherence supplements
Facility Assessment of service e Availability of IFA and By facility type (e.g., Every five years
Surveys readiness, availability, related ANC supplies HP/PHCC/hospital),
(e.g. and quality of ANC and e Observation of IFA ownership
NHFS) IFA provision counselling (public/private), and
o Reported IFA receipt post- region
service

Cross- Evaluation, operational e Varies based on study Typically disaggregated Decisions
sectional research, and objective—may include IFA by socio-demographics depend on the
Surveys &  monitoring exercises coverage, compliance, (age, caste/ethnicity, project, donor
Studies by external partners or reasons for non-use, supply  parity, education) and obligations,

academic institutions gaps, knowledge and geographical areas and available

beliefs budgets for

evaluations or

5



4.2

Source Purpose Key Indicators Disaggregation Frequency

cross-sectional
studies. The
government
may also make
special
requests to
partners, which
are usually
followed.

Note:

e For cross-sectional surveys and research studies, indicators and methodology depend on
the nature of funding and study objectives. However, question framing typically adheres to
national protocols and aligns with government priorities to ensure comparability and utility
for programme monitoring.

e NDHS and NFHS were funded by USAID and conducted in close coordination with the
Ministry of Health and Population.

* ANC-related variables in the HMIS include indicators that directly influence or track the quality
of IFAS delivery, such as: the timing of the first ANC visit (to track early initiation of IFA); the
number of ANC visits (8 visits as per national protocol); and the distribution of related
commodities like Calcium and Deworming tablets (Albendazole) which are part of the
comprehensive maternal nutrition package.

Health Management Information System (HMIS)

The HMIS managed by the Integrated Health Management Information System Section at the
Management Division under the Department of Health Services plays a central role in
monitoring maternal nutrition indicators, including IFAS. The system uses the District Health
Information System 2 (DHIS-2) platform and has nationwide coverage. For private health
facilities, reporting access to DHIS-2 is provided; however, they do not have viewer access.
They are only authorized to report on services aligned with national protocols, limited to
indicators that require submission to the national system.

When a pregnant woman visits a health facility for her first ANC check-up, the health worker
records her Last Menstrual Period (LMP) and calculates her Expected Date of Delivery (EDD).
Based on this, the register guides when key services should be provided—such as IFA tablets,
hemoglobin testing, calcium supplements, and deworming. During each ANC contact, health
workers are expected to screen for anemia, often by checking for visible signs like pallor and,

where possible, using hemoglobin tests.

According to the NHFS 2021, the method and frequency of this screening vary notably by
facility type. Screening via clinical signs (physical examination for pallor) was assessed in
20.7% of all observed ANC consultations, a practice that is relatively uniform across public
tiers—ranging from 17.2% in Federal/Provincial hospitals to 23.5% in Health Posts (HPs).
However, a marked readiness gap exists for laboratory-based hemoglobin (Hb) testing. While
Hb testing capacity is nearly universal in Federal/Provincial Hospitals (100%) and Primary
Health Care Centers (90.2%), it is available in only 18.2% of Health Posts and less than 6% of
Urban Health Centers and Community Health Units. This capacity gap is reflected in clinical




practice: during observed first ANC visits, Hb tests were conducted in 81.9% of consultations
at Federal/Provincial hospitals, compared to 46.4% at the Health Post level.

If anemia is detected, the woman is given appropriate treatment as per national guidelines.
While the standard preventative protocol for all pregnant women is one IFA tablet daily starting
from the 4th month of pregnancy, those diagnosed with anemia are prescribed a therapeutic
dose (typically two tablets daily). This treatment is continued until hemoglobin levels normalize,
after which the woman reverts to the standard daily preventative dose to complete the required
225-day course (covering pregnancy and 45 days postpartum). All services provided, including
the specific dosage of IFA tablets distributed for prevention or treatment, are recorded in the
Maternal and Newborn Health Register.

While preventative IFAS indicators are well integrated into the HMIS, data related to the
diagnosis and treatment of anaemia remain limited and fragmented.

However, these anemia treatment processes are not consistently recorded in HMIS. While
health workers may document pill distribution in the Maternal and Newborn Health Register,
there is no dedicated field to distinguish between therapeutic and preventive supplementation.
Moreover, follow-up data and recovery tracking are not systematically captured, especially at
the reporting level. Even at the recording level, individual patient notes must be reviewed to
confirm this information—something that depends entirely on the health worker providing care.

At the end of each month, the facility aggregates individual patient data from manual registers
into standardized reporting forms. While recording remains primarily paper-based at the point
of service, the majority of health facilities now report these monthly totals directly into the web-
based DHIS2 platform. In cases where facilities lack stable internet or technical infrastructure,
reports are submitted in hard copy to the Municipal Health Section, where the data is then
digitized into the national system. While this process effectively tracks the quantity of iron
supplements distributed, it does not capture patient adherence (whether women actually took
the tablets) or biological response to the treatment.

At its current state, IFAS is monitored under the broader Maternal and Newborn
Health, and Nutrition programme indicators. The key indicators related to IFAs include:

¢ % of women who received 180 tablets of IFA during pregnancy
e % of postpartum women who received a 45-day supply of IFA

The reported indicators are analyzed with associated disaggregation including age and delivery
setting among other variables.

Data on IFAS is routinely captured using a mix of manual and digital recording tools at the
health facility level. These data are then reported using standardized reporting tools on a
monthly basis to the DHIS-2 platform.

The system operates through a two-tier process: Recording Tools are used at the point of care
to track individual patient progress and service delivery in real-time. At the end of each month,
these individual entries are aggregated into Reporting Tools, which summarize facility-wide
performance for submission to the national Integrated Health Management Information
System. While recording tools provide granular data for clinical follow-up, the reporting forms
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focus on key national indicators, such as the completion of the full 180-tablet course for
pregnant women and the 45-tablet course for postpartum women.

Recording Tools and What They Track

HMIS 4.2 FCHV Service Register

Recording Tool What It Tracks
HMIS 3.5 Maternal and Newborn Iron tablets* provided to pregnant women (number of tablets)
Health Card Anemia (yes/no) tracked during each ANC visit

HMIS 3.6 Maternal & Newborn
Health Register
HMIS 4.1 Outreach Clinic Register Iron table distribution | new and repeated.

ANC and PNC details, including IFA and calcium tablet distribution

- Pregnant women receiving 180 IFA tablets during pregnancy
- Postpartum women receiving 45 IFA tablets

*While official HMIS recording forms (such as 3.5 and 4.1) use the term "Iron," in the context of Nepal’s national protocol, this
refers to combined Iron and Folic Acid (IFA) tablets (60mg elemental iron + 400ug folic acid).

Reporting Tools and What They Summarize

Reporting Form What It Reports
HMIS 9.1 FCHV Report Collection Number of postpartum women receiving 45 IFA tablets who delivered at
Form home

HMIS 9.2 Outreach Clinic Report

Number of pregnant women distributed iron tablets | New and Repeated
Number of postpartum women who received 45 IFA tablets

HMIS 9.3 Basic Health Facility
Reporting Form

Pregnant women receiving IFA tablets for the first time
Pregnant women receiving 180 IFA tablets
Postpartum women receiving 45 IFA tablets

HMIS 9.4 Public Hospital Reporting
Form

Pregnant women receiving IFA tablets for the first time
Pregnant women receiving 180 IFA tablets
Postpartum women receiving 45 IFA tablets

HMIS 9.5 Non-Public Hospital
Reporting Form

Pregnant women receiving IFA tablets for the first time
Pregnant women receiving 180 IFA tablets
Postpartum women receiving 45 IFA tablets

4.2.3 HMIS Data Flow and Structure
The monitoring of IFAS in Nepal follows paper-to-digital data flow structure:

Data Entry at Facility Level: Health workers at the frontlines—primarily from community
health units, health posts, primary health care centres, and public and nonpublic hospitals—
manually record service-level data using standard HMIS recording tools. There is a
provision to record this digitally in the DHIS2 platform too, yet a majority of them rely on
maintaining paper-based recording tools, developing tally sheets, and then reporting it to
the DHIS2 platform.

Monthly Reporting Flow: At the end of each Nepali calendar month, health facilities compile
summary data from registers into reporting forms (example reporting forms HMIS 9.1 to
9.4). The data of the previous month has to be entered within a week of the corresponding
month. If the facility has the necessary digital capacity, the data is entered directly into
the DHIS-2. In facilities where user access or trained personnel are lacking, the
responsibility of data entry in DHIS-2 shifts to the health section of the respective local
level.

Data Aggregation and Access: Once uploaded, the data becomes part of the national HMIS
database and is accessible to authorized users. Authorized users can pull this data to see
how their programmes are doing and use those insights for future planning and

=)



implementation. The review is typically conducted by statistics officers, whose key
responsibilities include preparing the Department of Health Services' Annual Report and
responding to programme-specific data requests as needed.

The inclusion of IFAS indicators, such as the percentage of pregnant women receiving 180
iron tablets, in HMIS framework ensures standardized data collection.

The current HMIS is designed to track service outputs—specifically the number of tablets
distributed—rather than behavioral outcomes, such as how consistently those tablets are
consumed. This is a reflection of both a technical reporting gap and a broader community
health system limitation, where the emphasis remains on supply-side delivery. Because the
system lacks indicators for tracking adherence, side effects, or reasons for missed doses,
it is difficult for health managers to develop targeted strategies for improving patient
compliance.

Operational and structural bottlenecks:

» Lack of timely supply of recording and reporting tools to all health facilities hinders
consistent data entry, disrupts routine reporting, and increases the likelihood of
incomplete or inaccurate documentation at the facility level.

» The division of roles between the national and subnational entities including Ministry
of Health and Population/Department of Health Services, Provincial Health
Directorate, local level governments in terms of printing, distributing, and verifying
tools remains poorly defined. (Based on past experiences, the Government has
discouraged decentralized printing at the local level due to quality concerns such as
the use of thin paper, blurred or incomplete printing, and inconsistency in format.)

» Many health workers have not received refresher training or new orientations or clear
user guidance, leading to inconsistent data entry practices and compromised data
quality.

» High turnover of health workers familiar with the tools and system creates reporting
gaps, as there is often no structured handover or internal grooming mechanism to
transfer knowledge to incoming personnel.

Although IFAS data is captured in HMIS, there is a significant lack of automated linkage

between HMIS and other critical systems like the electronic Logistics Management

Information System (eLMIS). Currently, data must be manually extracted and cross-

referenced by the Family Welfare Division and the Management Division to support

planning and forecasting. This manual workaround is a key systemic weakness; without
real-time, automated communication between consumption data (HMIS) and supply data

(eLMIS), the system struggle to respond to stock-out risks. This is evidenced by the

nationwide IFA tablet stock-out in 2024/2025, where communication gaps and missed

procurement cycles—despite the existence of multi-year plans—resulted in a total break in
the supply chain.

The process of updating HMIS tools to accommodate new interventions (such as MMS) is

complex and requires a lot of engagement. It requires approval from national authorities,

budget allocation for reprinting forms, technical revisions to DHIS-2, and retraining

(including revision of training manuals) at multiple levels. This procedural rigidity limits the

system'’s ability to adapt quickly during programme innovation or transition phases.




4.3

e Routine Data Quality Assessments (RDQA)' have repeatedly exposed systemic
weaknesses in the country’s HMIS that go beyond any single programme area. These
include inconsistencies between source registers and reported data, incomplete or
inaccurate record-keeping, varying interpretations of indicators due to insufficient training,
and delays in reporting caused by staffing or technical capacity gaps. RDQA findings also
highlight that most health facilities do not analyze or use their own data for local decision-
making, and that feedback mechanisms for data quality correction are weak or absent.

Past Experiences in Integrating New Programmes into HMIS

The country’'s HMIS has evolved over the last 20 years from programme-specific reporting
environment into a more unified, centralized system built on the DHIS-2. Across time, various
programmes have been integrated into the national HMIS, including the Aama Programme
(which provides free delivery services and cash incentives to promote institutional births),
Community-Based Newborn Care Programme (CB-NCP) (focused on delivering essential
newborn care through trained community workers), Integrated Management of Neonatal and
Childhood Iliness (IMNCI) (which combines treatment for childhood illnesses like pneumonia
and diarrhea), the Expanded Programme on Immunization (EPI) (ensuring routine vaccination
coverage), nutrition services (including growth monitoring and micronutrient supplementation
such as Baalvita distribution), and national programmes for tuberculosis (TB) and HIV/AIDS,
which support prevention, diagnosis, and long-term treatment. This integration has improved
data coherence, reduced redundancy, and enhanced the capacity of the health system to
generate routine data for planning and accountability.

The integration of new programmes into HMIS generally follows a two-phase process:
Phase 1: Vertical (Standalone) Reporting During Early Rollout

e New or pilot health programmes begin with their own bespoke recording and reporting
tools, that is maintained outside HMIS, to enable detailed tracking, learning, and donor
reporting.

e These systems often use paper-based and digital formats designed specifically for the
programme, with data collected by programme-specific government and non-government
staff.

e During this phase, there is minimal linkage to HMIS. The focus is on programme
performance monitoring and adaptation.

Phase 2: Gradual Integration into HMISI

e As the programme matures and scales, selected indicators are prioritized for inclusion in
HMIS.
e A formal revision of HMIS indicators and tools is undertaken, involving:

1 Originally developed and digitized in Nepal by Anweshan as a self-audit tool, the RDQA platform was maintained for over five
years with technical support. However, since the transition to full government ownership, the tool's application has shifted from
a quality-improvement self-audit toward a top-down monitoring and scrutiny mechanism. Furthermore, while technical
infrastructure exists, the withdrawal of direct partner funding has left a significant resource gap; current implementation relies
on limited federal allocations and ad-hoc budgets from specific provinces, such as Bagmati.
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» Consultations with all programme divisions and M&E experts.

Pilot testing of revised tools.
Once validated, the tools are finalized and rolled out nationwide, accompanied by:

» Development of user manuals, training modules, and training cascades for health staff
and FCHVs.

The programme’s standalone reporting tools are replaced by HMIS tools.
Integration is complete when the programme is fully monitored through standard HMIS
channels, with no parallel reporting.

4.3.2 Key Milestones in HMIS Revision

4.3.3

2050-2052 (1993/94-1995/96)

2064-2068 (2007/08-2011/12)

2069 (2012/13)

2071/72 (2014/15)

Fiscal Year (BS) Milestone

HMIS established and implemented under the Department of
Health Services

2058 (2001/02) ICD-10 training introduced via BPKIHS

HSIS National Strategy developed and piloted; monitoring tools
updated

MS Access-based online reporting started; social inclusion
report published

DHIS-2 introduced; vertical programme indicators began

integration
2076/77 (2019/20) DHIS-2 scaled to all 753 local levels for online reporting
Major tool revision: 68 paper-based recording tools and 5 digital
2078/79 (2021/22) reporting tools finalized, including new indicators on mental
health and health education
2079/80 onward (2022/23 IHIMS Roadmap (2022-2030) initiated to strengthen digital
onward) governance, interoperability, and dashboard-based analytics

Source: Annual Health Report, Department of Health Services, 2080/81 (2024)

The 2078/79 revision (2021/22) marked the most extensive overhaul in HMIS history, aligning
tools with new programmatic requirements while maintaining paper-based recording at facility
level and digital reporting via DHIS-2. Major revisions like the one in 2022 typically occur every
5 to 6 years. Smaller updates or changes can be made as needed, depending on the
engagement and coordination between the concerned divisions or units and the IHMIS team.

Lessons and Enabling Conditions for HMIS integration
Nepal's integration experience offers several lessons:

Dedicated transition phases are important; vertical reporting allows learning before
standardization.

Cross-programme consultations ensure that indicators reflect practical monitoring needs.
Standardized training and supervision are vital to reduce reporting burden and maintain
data quality.
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4.4

Despite significant achievements, challenges remain:

e Interoperability gaps between HMIS and parallel systems like e-LMIS.

¢ Incomplete hospital-level reporting, particularly in public tertiary centres, private hospitals
and academia.

e Lack of ICT and medical record staff at many provincial and local levels.

e Delays in updating target populations affect denominator accuracy for coverage indicators.

e System rigidity—new indicators like MMS require formal approval, tool redesign, field
testing, and nationwide roll-out.

These historical insights are highly relevant to the ongoing transition from IFAS to MMS. A
phased approach, beginning with parallel tracking and accompanied by clear plans for eventual
HMIS integration, will be essential to ensure data consistency, minimize frontline burden, and
support informed decision-making.

Processes for Integrating MMS into Other Data Platforms:
Household Surveys, Facility Surveys, and eLMIS

Periodic household and facility surveys are a vital part of the country’s health data landscape.
Surveys like the DHS and the NHFS provide nationally representative data that complement
routine HMIS reporting and support programme design, policy updates, and priority-setting.
Although these surveys are typically carried out by external technical agencies and funded by
partners such as USAID, their design is finalised in close coordination with the Ministry of
Health and Population.

The FWD, which leads maternal, newborn, and child health programmes—including iron and
folic acid supplementation—is closely involved in shaping the content of these surveys. This
includes selecting indicators, refining survey tools, and contributing to analysis plans. Through
technical meetings and formal consultations, FWD recommends updates to nutrition
indicators, followed by joint reviews of draft questionnaires, participation in pretesting, and
input into tabulation plans and dummy tables.

Key Indicators Tracked By Periodic Population- and Facility-based Surveys

The Nepal Demographic and Health Survey (NDHS) 2022 tracks IFA supplementation through
direct questions posed to respondents. The survey specifically asks:

e "Haveyoureceived iron-folic acid supplementation in the last 3 months?" and then displays
tablets to aid recall.

e For current or recent pregnancies, women are asked: "During this pregnancy, were you
given or did you buy any iron tablets or iron syrup?" followed by a prompt to "SHOW
TABLETS".

e A crucial follow-up question determines adherence: "During the whole pregnancy, for how
many days did you take the iron tablets or syrup?’, with interviewers probing for an
approximate number if the initial answer is not numeric.

e Finally, to understand barriers to compliance, the DHS asks: "What is the main reason for
not taking the iron/folic acid tablets for 180 days?".

Similarly the Nepal Health Facility Survey (NHFS) monitors the availability and provision of Iron
and Folic Acid (IFA) services within health facilities. It directly queries facility staff regarding
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the offering of specific antenatal care (ANC) interventions, including "lIron Supplementation,"
"Folic Acid Supplementation," and "Combined Iron and Folic Acid." Beyond reported services,
NHFS employs an observational component, where surveyors visually inspect the facility's
inventory to verify the physical presence and validity of "Iron Tablets (individual tablets)," "Folic
Acid Tablets (individual tablets)," and "Combined Iron and Folic Acid Tablets" on-site.

For a detailed understanding of the data collection instruments, please refer to the specific
questionnaires presented in Annex 1.

The Electronic Logistics Management Information System (eLMIS) in Nepal is a
comprehensive and evolving digital platform designed to strengthen the management of health
commodities, including iron folic acid supplements, across all administrative levels from
central government warehouses down to local health facilities. The system, overseen by the
Integrated Health Information Management System (IHMIS) section of the Management
Division under the Department of Health Services, integrates inventory management and
consumption reporting into a single platform to enhance countrywide data visibility, accuracy,
and ownership.

Historically, Nepal's logistics management for health commodities began with paper-based
LMIS reporting in 1997 and gradually evolved through web-based and real-time online inventory
systems up to the district level by 2013-2014. However, delays in reporting (often 9-18
months to reach central level), lack of active data use, fragmentation between consumption
and inventory systems, and weak forecasting capabilities created inefficiencies in supply chain
management. These limitations drove the introduction of eLMIS in 2018, supported by USAID’s
GHSC-PSM project. Built on the Entution Vesta platform, eLMIS provides real-time, integrated
data for planning, forecasting, pipeline monitoring, and stock status monitoring through
dashboards.

The system architecture includes two main components: the Transactional System and the
Reporting System. The Transactional System manages real-time inventory transactions such
as receipts, issuance, batch and expiry tracking, stock adjustments, and physical stock-taking.
It operates across online, offline, and mobile modules tailored to the connectivity of sites. The
Reporting System aggregates periodic data on commodities received, consumed, and stock
balances, with automated requisitioning, order tracking, and shipment notifications
strengthening coordination across the supply chain. These functions ensure that commodities
such as iron folic acid are traceable from central stores through provincial and district
warehouses down to service delivery points (SDPs).

The eLMIS has become an essential tool for evidence-based forecasting and quantification,
reducing risks of overstock or stockouts, and managing commodities nearing expiry.
Dashboards and analytical reports provide visibility to government entities at all levels for
procurement planning and real-time decision-making. The platform was also instrumental in
Nepal’'s COVID-19 response by tracking and managing pandemic-related supplies.

However, the eLMIS currently faces significant functional challenges. A planned major upgrade
under the USAID GHSC-PSM project (Entution Vesta) was not successfully completed as
intended. Consequently, the eLMIS remains largely non-functional or unreliable for tracking,
forecasting, or quantifying nutrition commodities like IFA. Because the data is often
inconsistent or fragmented, it cannot yet serve as a dependable tool for evidence-based
planning.
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5.1

Currently, data from eLMIS is undergoing migration to the PAMS V2 platform to enhance
sustainability and scalability. This involves data migration, feature upgrades, user training, and
new dashboard development. The transition also reflects ongoing challenges around funding,
infrastructure, and ensuring continuity of operations. The final operational framework of eLMIS
under PAMS V2 is still being shaped, requiring close monitoring and support during the
transition phase. While data migration is currently underway and migrated portions are already
being utilized, the transition is expected to take at least another year before the system is fully
operational across all facilities nationwide.

IFAS and eLMIS

In relation to iron folic acid supplementation, commodities are procured centrally and recorded
within the eLMIS, with batch and expiry management based on the First-Expired, First-Out
(FEFO) principle to reduce wastage. Transactions on stock received, distributed, consumed, or
adjusted are entered at each level of the supply chain, ensuring transparent and actionable data
on availability. Provincial logistics centres, district warehouses, and service delivery points
contribute data that feed into eLMIS dashboards, which provide colour-coded alerts on stock
status (e.g., low stock, out of stock, overstock). These tools help identify gaps early and support
timely resupply orders, ensuring uninterrupted delivery of IFA tablets to pregnant women and
adolescent girls through the public health system.

Reflections from Stakeholder Consultations

Understanding the readiness and perceptions of the health system to transition from IFAS to
MMS requires not only a review of technical protocols, indicators, and infrastructure, but also
a grounded appreciation of lived realities and institutional practices. To inform this transition
in Nepal, a series of key informant interviews were conducted with stakeholders at
the federal, provincial, and health facility levels.

This section provides a comprehensive narrative synthesis of those consultations, presenting
insights into perceived gaps, systemic constraints, and priorities across administrative tiers.
Reflections are structured thematically and reinforced with verbatim quotes to maintain the
authenticity and nuance of participant perspectives.

Federal-Level Reflections: Prioritizing Continuity and Analytical
Flexibility

At the federal level, stakeholders articulated a clear preference for ensuring continuity and
minimal disruption at the point of service delivery during the MMS rollout. The dominant
narrative that emerged was one of protecting the existing workflow of health workers, while
relying on analytical-level solutions—such as organizational unit disaggregation in DHIS-2—to
distinguish MMS from IFAS during the initial phases of implementation.

“Health workers already have a lot to do. If we suddenly change the register or give them new
forms just for MMS, it will confuse them. We should keep the tools the same and make sense
of the data at our level.”

—KIl, FWD
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This perspective reflects an institutional memory of past system disruptions and a recognition
of practical limitations. Federal actors are acutely aware that overburdening facility staff with
new tools or duplicate registers risks compromising both data quality and coverage.

However, federal officials also admitted that conversations around monitoring MMS have been
limited so far. While there is growing policy-level momentum for introducing MMS, the
operational planning, including indicator design, form modification, and data flow alignment,
remains in its infancy.

“To be honest, we haven't really discussed what data to collect for MMS. Right now, it's just at
the idea stage. The actual monitoring framework hasn’t been decided.”

—KIl, FWD

This disconnect between strategic interest and technical planning may stem from the
perception that MMS is a commodity-level adjustment, not a service delivery overhaul. Yet
stakeholders acknowledged that the monitoring system must eventually capture distinctions
in supplement type, adherence, and behavioral uptake—dimensions that current IFAS reporting
does not accommodate.

Federal-level discussions revealed that while there is broad consensus on the need for a
smooth transition from IFAS to MMS, routine monitoring remains a neglected component of
programme design and review.

“We barely discuss about recording, reporting and the data quality. Even during such review
meetings, these are done at the end—at a time when all the participants feel like leaving home
or are in a rush to leave the venue.”

—KIl, FWD

This also means that there is a prevailing tendency to regard data systems as administrative
afterthoughts rather than as integral elements of programme performance and accountability.
Discussions on service delivery, commodity procurement, or training typically receive sustained
attention, whereas recording and reporting are frequently relegated to the final moments of
meetings—precisely when energy and focus have waned. This pattern reveals a broader cultural
and institutional gap: routine data systems such as HMIS are often viewed as isolated technical
tools, rather than embedded components of programme design and strategic decision-making.
Consequently, their potential to inform, adapt, and strengthen implementation remains
underutilized, despite being essential to the achievement of programme objectives.

The lack of structured dialogue on data quality, verification processes, or indicator adaptation
also signals that data governance is yet to be considered a core component of transition
planning. Without shifting this mindset, there is a risk that the MMS transition will replicate the
same weaknesses observed in IFAS monitoring—namely, a focus on commodity distribution
without robust systems to track adherence, dropout, or actual coverage.

Another important point raised was the lack of actionable data from the existing IFAS reporting
system. Federal-level actors consistently noted that the current HMIS data for IFAS reflects
distribution only—not consumption or adherence. While this limitation is well known, expanding
the indicator set is seen as difficult due to system rigidity and resource constraints.

“We can’t add indicators just like that. It has to go through IHMIS review, field testing, budget
allocation, printing of new tools—it’s not a small change.”

— KIll, IHMIS

In the meantime, federal actors suggested that interim solutions—such as disaggregated
analysis based on implementation geography—could serve as a stopgap. This approach would
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5.2

allow DHIS-2 analysts to distinguish between MMS and IFAS data without requiring immediate
changes to national recording or reporting forms.

What federal officials meant by this is that, ideally, if sufficient resources were available, the
rollout of MMS would happen at the scale of an entire province rather than in scattered districts
or selected facilities. The vision is that no public health facility within the chosen province
would be excluded, and from a set date, all pregnant women who previously received IFAS
would be switched to MMS supplementation.

Technically, under this approach, the current HMIS recording and reporting fields labelled "Iron"
would be repurposed to reflect MMS in the areas where it is rolled out. While the paper-based
recording forms used at health facilities may continue to include more detailed distinctions
(e.g. product name, formulation), the monthly summary reports submitted to DHIS-2 would not
distinguish IFAS from MMS at the form level. Instead, DHIS-2 analysts at the federal level would
rely on geographical tagging: they would know that in a given province or district, MMS is being
implemented, and they would interpret the "lron" data from that area as MMS data for the
purpose of analysis and reporting.

“If we know which local levels are using MMS, we can extract their data separately from DHIS -
2. There is no need to change the form during the pilot.”

— Kll, IHMIS

For example, if MMS were rolled out across all districts of Madhesh Province, then all
supplementation data from Madhesh submitted under the existing IFAS indicator would be
analytically treated as MMS. In other provinces where IFAS continues, the same field would
continue to represent iron-folic acid supplementation. This geographic disaggregation would
allow central-level stakeholders to estimate MMS coverage and trends without modifying the
reporting forms, offering a practical compromise during the early phases of transition.

However, this approach comes with caveats: it depends heavily on accurate tagging of
implementation areas, assumes full compliance at the facility level, and risks confusion or data
misclassification if programme areas overlap or if rollouts are not executed province wide. Still,
as an interim measure, it represents a resource-efficient and operationally feasible strategy to
monitor MMS uptake while preparing for more permanent HMIS integration in the future.

Provincial-Level Reflections: Systematically Excluded but
Operationally Capable

Provincial stakeholders presented a different narrative—one marked by limited involvement in
system design, despite having strong operational experience in implementing similar pilots.
Their role was characterized as largely downstream, with responsibilities centered on
cascading federal instructions rather than contributing to initial planning.

“By the time we are invited to Kathmandu, everything is already decided. We are trained, given
presentations, and asked to replicate that in our province. But our experiences are rarely
asked for in advance.”

— Kll, Madhesh Province

This passive positioning is at odds with the rich history of pilot implementation held by
provinces. Multiple respondents pointed to their leadership in piloting innovations such
as Rural USG, Sayana Press, CB-IMNCI, and IMAM scale-up programmes, yet expressed
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5.3

frustration that these experiences were not systematically documented or used to inform
future rollouts.

“We handled many of the pilot programmes before it went national. We coordinated the stock,
the training, and the reporting. But when new things like MMS come, we are treated like it's
our first time doing a pilot.”

— KlI, Madhesh Province

Such underutilization of provincial expertise not only diminishes institutional memory but also
weakens implementation planning. Respondents noted that federal designs often fail to
account for local operational realities, which could otherwise be captured through early
consultation with provinces.

Another theme that emerged was the gap in feedback loops. While provinces receive DHIS-2
data access and are responsible for data quality assurance within their territories, they feel they
lack mechanisms to provide upward feedback on what works or does not work in the field.

“Sometimes the registers are revised, but we are not informed. We see the new format only
when the forms arrive. It would help if there was a system where our feedback is collected
during revision.”

— KIl, Sudurpaschim Province

Despite these challenges, provincial stakeholders expressed readiness to coordinate pilot
monitoring if given the mandate, highlighting their experience in supporting logistics, data
verification, and supervision.

“If the federal level is planning MMS, they should let us co-design the pilot monitoring
system. We have the local understanding of who records what, and what supervision is
needed.”

— KlI, Sudurpaschim Province

Health Facility-Level Reflections: Confusion in Timing, Unclear
Reporting, and Missed Opportunities for Follow-Up, and Reporting
Fatigue

At the health facility level, the system is not yet designed to support MMS, as national rollout is
still pending. However, small adjustments—such as clearer instructions, better-aligned
recording tools, and routine feedback—can help prepare facilities for future integration. These
improvements would not only reduce current confusion and inconsistency but also strengthen
follow-up and build staff readiness for the eventual transition.

One key area where this lack of preparedness within the current system becomes visible is in
the maternal health register itself. The maternal health register begins with the calculation of
the Last Menstrual Period (LMP) and Estimated Date of Delivery (EDD). Based on these
calculations, the register includes a structured timeline for service delivery. Facilities are
required to document the first ANC visit, followed by visits at 12 weeks, 16 weeks, 20-24
weeks, and subsequent gestational periods. In principle, this structure enables health workers
to deliver care in alignment with clinical guidelines and to track service provision
chronologically.

In practice, however, there is considerable inconsistency in adherence to this structure. Across
multiple visited sites where standard IFAS is administered health workers were found to have
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recorded iron supplementation as early as 12 weeks, despite guidelines recommending
initiation only after the first trimester. This deviation appears to stem from both habitual
practice and a lack of clarity in job aids or refresher training. The consequence is not only a
misalignment between service delivery and clinical guidelines but also ambiguity in the
interpretation of recorded data, particularly when data are cross-referenced at district or federal
levels and presented only in disaggregated form.

Equally problematic is the absence of a mechanism to track distribution versus consumption.
While registers may document that 30 or 60 tablets were provided, there is no field to indicate
whether the woman consumed them, discontinued midway, or experienced side effects. As a
result, compliance remains entirely absent from routine reporting, generating a misleading
perception of coverage and programmatic success.

“We write that 30 tablets were given, but we never know if she took them or not. Some
mothers say it causes vomiting, but there’s no place to write that.”

— ANM, Health Post, Sudurpaschim Province

In some demonstration sites where MMS has been introduced, the register lacks a dedicated
field for MMS. Instead, health workers have adopted a local workaround by manually
annotating ‘MMS'’ at the top of the iron supplementation field. While this adaptation allows for
rudimentary differentiation during facility-level reviews, both IFAS and MMS are aggregated
under the same "iron" indicator once data are summarized and uploaded into DHIS-2, resulting
in significant data dilution.

“We've started giving MMS, but the report goes as ‘Iron tablets’. We just write ‘MMS’ by hand
in the margin.”

— Kll, BHSC, MMS demonstration site, Madhesh Province

Beyond the technical limitations, facilities reported cases of supplement discontinuation due
to misinformation, even within demonstration areas. For instance, one pregnant woman
discontinued MMS after receiving conflicting advice from her gynecologist, reflecting a broader
gap in consistent messaging and counselling across cadres.

“One mother stopped taking MMS because a gynecologist told her it wasn't safe. So now
she’s refusing to restart.”

— Kll, BHSC, MMS demonstration site, Madhesh Province

Such incidents highlight a critical issue: in settings where follow-up is weak or irregular,
misinformation can lead to discontinuity of care, and there is no system in place to monitor or
intervene when such dropout occurs. In sites where pregnant women shift providers or migrate
mid-pregnancy, there is often no mechanism to verify prior supplementation history, which can
result in either duplication or under-coverage.

What emerges from these reflections is not resistance to change, but a call for clearer, more
structured, and contextually appropriate guidance. Health workers, already encumbered by
extensive reporting obligations are unlikely to engage meaningfully with new supplementation
protocols unless instructions are explicit and forms are adequately revised.

“If MMS comes, just tell us where to write and how to report. Don’t make it complicated—we’re
already reporting for all the required indicators of HMIS. The nutrition section in HMIS is not
only our priority. All indicators are of equal priority.”

— KIlI, Health Post, Madhesh Province
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Finally, a recurring concern was the absence of feedback or supervision once data are
submitted. Facility staff rarely receive communication regarding the use, accuracy, or
comparative value of their reports. In the absence of feedback loops and meaningful
accountability, reporting often becomes a perfunctory task with limited perceived value.

“We send the reports, but nobody ever says if it’s right or wrong. There’s no follow-up.”

— KIl, Health Post, Sudurpaschim Province

MMS Monitoring Options for Nepal

Options for Nepal for Transition and Integration of MMS
Monitoring into HMIS

As Nepal contemplates a phase-wise transition from IFAS to MMS, careful planning is required
to ensure that the recording and reporting (R&R) system supports implementation without
disrupting routine service delivery or creating additional reporting burden. The system must
also enable clear differentiation between IFAS and MMS, maintain data integrity, and generate
actionable insights to guide programme decisions throughout the transition and scale-up.
Drawing on lessons from prior integrations of vertical programme (for example of Sayana
Press, CB-IMNCI, IMAM) into HMIS system and stakeholder consultations, the following three
options are proposed for structuring the R&R system during the transition period.

These options offer a spectrum of trade-offs between ease of implementation, data visibility,
and long-term integration potential.

Option 1: Continue Using Existing HMIS Tools with Analytical Disaggregation
Approach:

During the early phases of MMS rollout, health facilities can continue to use the existing HMIS
tools—particularly the “Iron” column in the recording and reporting tools to record and report
MMS supplementation. There will be no change to registers or reporting forms during this
phase.

A prerequisite for this approach is that MMS coverage must be both universal and exclusive
within the selected geography, whether at the provincial, district, or municipal level.

How Data Is Differentiated:

MMS data is disaggregated at the national or subnational levels through DHIS-2 by flagging
the geographic/organizational units (health facilities) that have transitioned to MMS. Thus,
IFAS and MMS can be distinguished analytically even though they use the same reporting field.

Strengths:

e Zero burden on health workers or local governments during rollout.
e Allows for quick start of phase-wise implementation.

e Uses existing DHIS-2 infrastructure.

e Low-cost and fast to operationalize.
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Limitations:

e Cannot directly distinguish IFAS vs MMS at the recording form level.

e High risk of data dilution or misclassification over time.

¢ Inflexible for adding new indicators such as adherence or side effects.
e Must have universal coverage within the selected transition areas.

Best Fit:

This option is ideal for initial phases where the aim is to maintain simplicity and focus on
operational feasibility, especially when only a few districts or municipalities are transitioning.

Option 2: Introduce Additional Field in DHIS-2 to Track MMS Separately
Approach:

This option introduces internal parallel tracking within HMIS by revising both the recording and
reporting formats to include a distinct row or column for MMS-related indicators. It allows
health workers to record and report MMS separately from IFAS within the same system,
enabling clear differentiation during the transition.

Practically, health facilities in transition areas will use the newly added MMS field, while non-
transition areas will continue using the existing IFAS field. If a non-transition site reports under
the MMS field, this would constitute an error or misreporting. Conversely, if a transition site
continues to report MMS under the IFAS field, that too would be considered incorrect.

How It Works:

e Health facilities in MMS rollout areas are provided with updated registers that include an
MMS-specific entry.

e Monthly reporting through HMIS 9.3 would include clearly labelled fields to distinguish
between IFAS and MMS.

e DHIS-2 would receive and visualize both datasets independently, allowing accurate
tracking of supplementation types.

e This establishes a controlled parallel tracking system for IFAS and MMS during the
transition period, while keeping all data within the existing HMIS infrastructure.

¢ In later phases, additional indicators—such as "number of women completing 180 MMS
tablets"—could be introduced for enhanced monitoring.

Strengths:

e Allows clear separation of IFAS and MMS in data collection and reporting.
e Prepares the system for nationwide MMS rollout while maintaining consistency in HMIS.
e Enhances decision-making through more granular data from early adopters.

Limitations:

e Requires form revision, printing, and distribution, along with targeted training/orientation
for frontline staff.
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¢ Involves coordination with the Integrated Health Information Management Section (IHIMS)
for system and tool updates.

e In practice, it introduces parallel tracking of two supplementation regimes, which may
increase complexity at the facility level and require stronger data governance during
transition.

e Slight increase in reporting burden, though manageable with clear instructions.

Best Fit:

Most appropriate during the intermediate phase of transition—when MMS is being
implemented in a significant number of municipalities or provinces—and robust data is needed
to inform national scale-up planning and investment decisions.

Option 3: Temporary Vertical R&R System for MMS During Early Phases

Approach:

Create a parallel R&R system for MMS during early transition phases. Health workers in MMS-
implementing areas would continue to report IFAS (but this reporting means MMS
administered) using the standard HMIS forms but use a separate register and monthly
summary sheet for MMS. This system would be discontinued once full integration is feasible.

How It Works:

¢ MMS-specific tools capture distribution, adherence, and supply indicators.
o Data may be digitized using Excel or a simple app at the local level.
e Aggregated data is reviewed alongside HMIS but kept distinct for clarity.

Strengths:

¢ Maximum flexibility to track additional MMS indicators during early learning.
e Norisk of contaminating HMIS data during transition.
e Supports implementation research or phased evaluation.

Limitations:

e Double workload for health workers in transition areas.
e Risk of parallel system becoming entrenched or poorly aligned with HMIS.
e Delays integration and increases supervision burden.

Best Fit:

Appropriate for select early transition districts where MMS is introduced alongside IFAS, or
where monitoring demands are high (e.g., donor-supported research sites).
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6.2

Summary Comparison of Transition Options

Criteria

Health Worker
Burden

Data Accuracy for
MMS vs IFAS

Ease of
Implementation

Cost and
Resources
Required

System Integration
Alignment

Ability to Add New
Indicators (e.g.
adherence)

Risk of Data
Dilution or
Misclassification
Suitability for
Phase-Wise
Rollout

Option 1: Status Quo

(Geography-Based Analysis
Only)

Very Low — No change in
forms or workflow

Indirect - Inferred based on
geography where MMS is
implemented

Very Easy — No new forms
or approvals needed

Minimal — Utilizes existing
formats and workflows

High — Works within current
HMIS and DHIS-2

Very Limited — Requires
national-level HMIS
overhaul to include new
indicators

High — Same reporting field
used for both MMS and
IFAS

Short-Term - Useful for
interim analysis and
learning

Option 2: Internal Parallel
Tracking (Revised HMIS
Tools)

Low to Moderate — Minor
adjustments in tools and
reporting procedures
Direct — Separate
column/row enables precise
differentiation

Moderate — Needs form
revision, training, and
coordination

Moderate — Requires
printing of revised forms,
training sessions, and
technical alignment

High - Integrated into
revised HMIS structure and
DHIS-2

Moderate — Allows addition
of selected MMS-specific
fields (e.g. 180 tablet
completion) in revised
formats

Low — Clearly separated
fields reduce chances of
confusion

Mid-Term — Appropriate as
MMS expands to more
districts/provinces

Option 3: Separate Parallel
System (Standalone Tools)

High — Requires managing
two tools and dual reporting

Direct — Fully distinct tools
ensure clean tracking

Complex — Requires
creating, distributing, and
maintaining an entirely new
system

High - Involves separate
tools, extra training, and
dual data management

Low - Sits outside HMIS;
risks duplication and weak
alignment

High — Customization
possible without constraint
from existing HMIS
framework

None — Full separation
ensures data clarity

Long-Term (Optional) —
Could be used for early
pilots but not ideal for
national scale-up

Considerations for MMS Transition and eLMIS

As Nepal moves from IFA to multiple micronutrient supplements (MMS), eLMIS must also
adapt. Transitioning cannot be limited to replacing IFA with MMS in the system. New variables
must be added to distinguish preventive and curative supplementation, manage more complex
formulations, and monitor batch and expiry details for MMS. Stock reports, requisition forms,
and pipeline monitoring templates must be updated to capture MMS separately while
maintaining continuity with historical IFA data for trend analysis and accountability.

Moreover, the ongoing migration to PAMS V2 provides a strategic opportunity to integrate MMS
indicators into the system architecture. Designing user-friendly dashboards, training staff at all
supply chain levels, and ensuring interoperability with HMIS will be crucial. Without these
adjustments, there is a risk of incomplete monitoring or data fragmentation during the
transition. Embedding MMS within eLMIS from the outset will therefore be critical for ensuring
robust commodity management, timely resupply, and smooth national scale-up.
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Table 2: Mapping of IFA variables in eLMIS to MMS transition requirements

Current IFA Variable
in eLMIS

Commodity name
(Iron Folic Acid)

Batch number and
expiry date

Stock received

Stock
issued/distributed

Stock on hand
(balance)

Consumption
(tablets dispensed)

Stock status alerts
(e.g., stockout, near
expiry, overstock)

Requisition forms &
order tracking

Description / Use

Records stock of IFA
supplements as a
single commodity.

Captures batch
details with FEFO
(First-Expired, First-
Out) applied.

Records incoming
IFA stock at each
facility.

Tracks quantities
issued to lower
levels.

Current IFA balance

at each reporting unit.

Number of IFA
tablets given to
beneficiaries.
Automated
dashboard indicators
for IFA.

Requests for resupply

generated
automatically in
eLMIS.

MMS Transition Requirement

Introduce “Multiple Micronutrient
Supplement (UNIMMAP)” as a
separate commodity line.

Maintain for MMS; ensure expiry
alerts reflect shorter/varied shelf-life
if applicable.

Add MMS as new commodity line;
differentiate between preventive vs
curative procurement batches if
required.

Add MMS distribution tracking;
include reporting on transition phase
(IFA vs MMS overlap).

Maintain MMS balances separately
while retaining IFA balances for
comparability.

Add MMS consumption tracking;
disaggregate by target group

(pregnant women, adolescents, etc.).

Apply same alerts for MMS, but
customise thresholds if dosage or
packaging differs.

Update templates to include MMS;
maintain IFA requisitions during
overlap phase.

Rationale

Allows distinct tracking of MMS
vs IFA; avoids confusion and
ensures continuity of historical
IFA data.

MMS may have different stability
profiles; expiry tracking is crucial
for minimizing wastage.

Ensures supply continuity and
avoids misallocation between
programme uses.

Supports visibility of both
commodities during phased
transition.

Ensures accurate pipeline
monitoring during dual-use
period.

Enables monitoring of MMS
uptake and comparability with
historical IFA consumption.
Prevents stockouts during
transition and optimises resupply
cycles.

Facilitates smooth transition
without disrupting supply chains.

7.

7.1

Key Gaps and Considerations for Transition for R&R

While Nepal mulls over a phase-wise transition from IFAS to MMS, the success of this transition
depends heavily on the strength of its monitoring and reporting mechanisms. Drawing from
stakeholder interviews, prior programme transitions, and the realities of data management
across health system levels, this section outlines the critical gaps and system-level
considerations that must be addressed to ensure the transition is effective, accountable, and
scalable.

Lack of Tailored Indicators and Form Updates

The current HMIS was designed around IFAS and does not contain dedicated indicators or data
fields for MMS. This presents a significant bottleneck for real-time tracking, interpretation, and
decision-making during the transition.

Without changes to these tools, MMS will either be recorded inaccurately under IFAS, or go
unreported, making it difficult to track uptake, coverage, and supply needs. Moreover, there
are no existing fields to track MMS-specific dimensions, such as:

e Number of women receiving the full 180-tablet MMS course
e Dropout rates or non-adherence

e Adverse effects or side effect monitoring

e Availability and stock-outs of MMS
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7.2

7.3

7.4

This absence of tailored indicators could lead to an evidence vacuum, where programme
managers lack the information needed to adapt rollout strategies or respond to early
challenges.

Risks of Data Error and Analysis Challenges

One of the most significant risks during the transition period is data misclassification—that is,
MMS being reported as IFAS in the national system. This can occur at multiple points:

¢ When health workers are instructed to use the existing "lIron" field for MMS.

e When supervisors and local officials aggregate and report data without clarifying the
supplement type.

e When the national system receives data that does not distinguish between IFA and MMS
but uses it to inform procurement or programme performance.

Such misclassification carries operational consequences:

e Procurement errors: If MMS is being distributed but reported as IFAS, central authorities
may continue to purchase the wrong product.

¢ Misleading coverage data: MMS coverage could appear artificially high or low, depending
on how the data is interpreted.

e Confused health workers: Unclear guidance may result in variation across facilities—some
may label MMS correctly in margins or notes, while others may follow previous IFAS
routines.

Ensuring Meaningful Participation of Subnational Stakeholders

Provinces have played a pivotal role in the piloting and scale-up of major public health
interventions in Nepal—including Sayana Press, CB-IMNCI, Rural USG, and IMAM scale-up.
However, their involvement in the planning stages of the MMS transition has been minimal to
date.

Provinces consistently reported that:

e They are often brought in only after federal-level decisions are made.

e They are expected to cascade training and information without having been part of initial
design conversations.

e Their prior implementation experience is underutilized.

Failing to involve provincial actors early not only limits the system’s adaptability but may lead
to operational designs that are out of sync with local realities—such as data collection
burdens, staffing capacity, and supervision logistics.

Need for Early Planning and Clear Data Guidance

At present, there is a notable absence of structured guidance on how MMS should be recorded
and reported during the phase-wise transition. Federal-level stakeholders confirmed that
monitoring guidance is still under discussion and that coordination with the IHMIS section has
not yet begun.

24



7.5

7.6

This delay risks:

e Confusion at the facility level.
e Inconsistent practices between districts or provinces.
o Missed opportunities to align rollout with existing reporting cycles.

Several health workers reported receiving MMS commodities without any formal instruction on
how to record or report them. Others shared that outdated registers were still in use in MMS
implementation sites, making it impossible to report MMS-specific data at all.

This lack of clarity erodes data quality and increases the burden on health workers who are left
to interpret national intent on their own.

Considerations for eLMIS and Supply Chain Data

While HMIS captures service delivery data, the eLMIS is the backbone of supply chain reporting
and must also be adjusted for MMS transition. At present, eLMIS dashboards and reporting
fields are structured around iron and folic acid supplements, with variables on batch number,
expiry, stock received, stock issued, and stock balance. Transitioning to MMS requires more
than simply substituting “IFA” with “MMS”; new data fields are needed to track MMS-specific
commodities, including differentiated stock categories (preventive vs curative use), expiry
profiles for a more complex formulation, and consumption disaggregated by target groups.
Without these changes, there is a risk of stockouts, procurement mismatches, or data gaps in
pipeline monitoring. As eLMIS undergoes migration to the PAMS V2 platform, embedding MMS
variables into dashboards, requisition templates, and stock status alerts from the outset will
be critical for ensuring data integrity and comparability with historic IFAS records.

Role of Periodic Surveys and Special Studies

Routine reporting systems like HMIS and eLMIS cannot capture all dimensions of MMS uptake,
adherence, and programme performance. For example, side effects, adherence to the full 180-
tablet course, or community perceptions are often missed in routine records. These gaps
underscore the importance of periodic household surveys, facility assessments, and other
routine studies. Surveys such as the Demographic and Health Survey (DHS) and Nepal Health
Facility Survey can provide population-level and facility-level insights on coverage, adherence,
and equity dimensions that routine systems overlook. In addition, smaller-scale operational
research and independent monitoring exercises can help validate routine data and identify
implementation bottlenecks during the transition. Ensuring that MMS-related modules and
questions are integrated into these periodic surveys will be essential for building a
comprehensive evidence base that complements HMIS and eLMIS data, and for supporting
adaptive programme management.
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Conclusion

While discussions on transitioning from IFAS to MMS in Nepal are underway, there has been limited
attention to how the monitoring system will need to adapt—despite its central role in ensuring that
maternal nutrition services are effectively delivered, tracked, and integrated into the health system. The
Health Management Information System in Nepal has evolved significantly over the years, but its
current structure is not equipped to differentiate between types of supplementation or to capture key
indicators such as adherence, discontinuation, or stockouts. As a result, the system remains primarily
focused on tracking distribution rather than outcomes, limiting its capacity to support a responsive and
accountable rollout of MMS.

Insights from consultations with stakeholders at federal, provincial, and facility levels reveal a
consistent theme: although there is broad support for MMS, the monitoring system is not being
prioritized early enough in the planning process. Federal officials cite resource limitations and
procedural delays in updating tools. Provincial actors, despite their experience in managing previous
pilot programmes, are often excluded from early design discussions. Health workers at the facility level
report outdated forms, unclear instructions, and minimal feedback. These findings underscore the need
for more structured guidance, streamlined tools, and stronger data governance.

As Nepal prepares for the phased rollout of MMS, there are multiple monitoring options to consider,
each with its own strengths and limitations. Option 1 proposes using existing HMIS tools while
distinguishing IFAS and MMS through geographic disaggregation during analysis. Option 2
recommends minor revisions to HMIS forms to enable internal parallel tracking within the existing
system. Option 3 involves a temporary standalone reporting system to track MMS separately during
early phases. The choice among these should be guided by considerations of sustainability, integration
with national systems, ease of implementation, and the ability to generate meaningful data without
overburdening health workers. A clear and coordinated transition strategy, backed by early planning
and institutional ownership, will be essential to ensure that the monitoring system effectively supports
the MMS scale-up and strengthens routine data use in Nepal’s health sector.

Recommendations

A successful transition from IFAS to MMS requires more than commodity procurement. It demands a
carefully planned and well-integrated monitoring system that can guide programme performance,
inform decisions, and ensure accountability across all levels. Based on system review and stakeholder
reflections, the following recommendations are proposed:

e Prioritize monitoring system design from the outset, as it directly influences implementation
quality, data use, and accountability.

e Foster strong coordination among programme and data stakeholders, including IHIMS, Family
Welfare Division, and Logistics Management Division, to ensure coherent planning and rollout.

e Involve provincial and local governments in the development of tools and indicators to ensure
practicality and alignment with ground-level realities.

e Select a monitoring approach based on sustainability, feasibility, and long-term system integration,
with Option 2 offering the most balanced pathway.

e Ensure timely revision, distribution, and training on updated tools so that frontline workers can
accurately and consistently report data.
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1.

Nepal Health Facility Survey:

Inventory Questionnaire
Under Section 14: Antenatal Care

Provision of Iron Supplementation to pregnant women.

Under Section 14: ANC, Equipment & Supplies for Routine ANC

Availability of iron tablets, Folic acid Tablets and combined iron folic acid tablets
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Under Observation of Antenatal-Care Consultation:

2. ANC Client Exit Interview:
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3. Exit Interview Questionnaire for Postpartum Women:

Under Quality of Care:
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Nepal Demographic Health Survey 2011

Under the Women's Questionnaire

Section 4: Pregnancy and Postnatal Care
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Nepal Demographic Health Survey 2016

Under The Women's Questionnaire:

Section 4: Pregnancy and Postnatal Care

Nepal Demographic Health Survey 2022

Under the Women's Questionnaire:

Section 2: Reproduction

I '

2358 Have you received imn-folic acid supplementation in the
last 3 months?

SHOW TABLETS.

YES
NO

DONTKNOW ..o

Section 4: Pregnancy and Post Natal care
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Recording Tools

HMIS 3.5 Maternal and Newborn Health Card
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HMIS 3.6 Maternal & Newborn Health Register

HMIS 4.2 FCHV Service Register
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Real example of reporting and how information is filled in

Iron Calcium

<4 Iron
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Reporting tool
HMIS 9.1 FCHV Report Collection Form

HMIS 9.2 Outreach Clinic Report
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HMIS 9.3 Basic Health Facility Reporting Form
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HMIS 9.4 Public Hospital Reporting Form

Real example of reporting
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