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Leaving no one behind - Changing the health care system in Nepal in a Public Private 
Partnership with the government and 117 municipalities by introducing a model for community-
based rehabilitation and improved maternal and childcare, giving access to good care for 
78.000 persons with a disability and 100.000 pregnant women per year. 

KarunaNL foundation is an engaged grant maker deploying financial capital and other 
resources for impact to the Karuna Foundation Nepal organisation. We support with 
fundraising, financial management, communication to funding partners, reporting on outcomes 
and progress, advise on strategy and impact measurement.  KarunaNL has a director and 
accountant, while the Karuna Nepal organisation consists of 90 highly dedicated professionals, 
led by two dedicated directors/social entrepreneurs, since the start in 2008. 

 

BACKGROUND 

A. Which type of organisation are you (tick all that apply)?  

• A Capital provider (grant maker): An engaged grant maker deploying financial capital 
and other resources for impact 

 
B. Please briefly summarise your mission 

“Leaving no one behind” by:  

1. Introducing a community-based rehabilitation (CBR) program with the organisation of 

local screening camps, the provision of ID cards and introduction of a local CBR worker, 

delivering door to door care. The program gives access to healthcare, education, 

livelihood opportunities and social life for 78.000 persons with a disability in remote 

areas of Nepal. 
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2. Prevention of disabilities and birth defects by strengthening perinatal and childcare for 

100.000 pregnant mothers per year and their babies and the organisation of school 

health screening camps for 800.000 children. 

3. Strengthening local health institutions and local government to implement the program 

and continue after the exit of Karuna (after 3 years). 

 

C. Which of the use cases does your practice(s) apply to? Please tick all that apply! 

• Public-Private (blended) financing vehicles and mechanism  

In the past 12 years Karuna Foundation has developed a new model for healthcare in a pilot 
district in a remote area of east Nepal. Due to its success and the enthusiasm of all mayors 
involved, it has been transformed in a formal government program called Disability Prevention 
and Rehabilitation Program (DPRP) in 2019.  A Public Private Partnership between Provincial 
government, municipalities and Karuna Foundation Nepal is formalised in a MOU. The 
government committed to the funding of €5.2 million and developed a cost sharing mechanism 
with implementation costs in the municipalities equally shared by Province, Municipality and 
Karuna Foundation. Special guidelines for implementation are developed and a steering 
committee at provincial level is formed. 

KarunaNL Foundation in the Netherlands has brought a group of funders together, who 
committed themselves to the implementation of the first half of the province for a total of €7 
million over a period of 5 years. One reporting format is used for all and regular meetings with 
all partners involved are held. 

 

D. Which system practice field(s) does your practice apply to? Please select the most 
relevant (max three). 

• Collaboration 
 

E. Please give us a brief background 1) what motivated you to act and who initiated the 
practice(s), inside or outside your organisation, and (if applicable) 2) describe the event 
that triggered your engagement.  

 

1. Diagnosis of the current system.  

Problem diagnosis in Nepal 

An estimated 78.000 persons with a disability live in Province 1 (out of 5 million inhabitants). 
They are stigmatised, considered a burden for the family and society and often hidden in the 
houses. Family members do not know how to care for their children with a disability, nor do 
they see any potential of rehabilitation. The rugged topography in Nepal further restricts their 
mobility. Women suffer most, being blamed for the birth of a child with disability, while women 
with a disability face neglect and discrimination. They often live in double poverty, as they have 
extra costs and are missing an income and social life.  

Politically the topic of disability is on the agenda, a legal framework exists, but implementation 
of rehabilitation programs is characterized by few fragmented practices around the country. 
The provision of ‘disability identity cards’ has assured the right to services such as healthcare 
and social security allowances in Nepal. However, an estimated 60% of persons with a 
disability do not possess this card and are deprived of benefits as they are unaware/not 
capable to get one.  
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Also in the field of prevention of handicaps gaps appear in existing programs. While there have 
been strides of improvement in maternal and child health over the years in Nepal, the figures 
on neonatal deaths and rates of disability by birth are still high (59.9 per 1000 live births 
according to the only valid estimation for birth defects (March of Dimes, 2006), as quality of 
health care is lacking behind. One of the reasons is the low rate of ante natal check-ups (ANC) 
during pregnancy (59%) and institutional deliveries (62%), as birthing centres lack good 
facilities. Also, the low rate of postnatal visits (PNC) contributes to disabilities in early 
childhood, neo-natal death and stunted growth.  36% of the children develop stunted growth 
and disabilities in early childhood due to malnutrition, infection and other diseases, as access 
to and the quality of healthcare and nutrition services is still insufficient (NDHS 2016). 
 
Gender inequality is still seen as a reason for underdevelopment.  In rural areas many families 
still invest little in the education of their daughters. The medical field is highly competitive and 
often male dominated, also as women are often still perceived as “home-workers’. However, 
also some positive changes are seen. Under the new constitution, either the mayor or the 
deputy mayor should be female.  Also 85% of the newly recruited rehabilitation facilitators are 
women, as the professional ambition of young women in the villages is growing. 

Our methods and approach in system diagnosis: 

Over the past 12 years the Karuna Foundation followed the following approach in system 

diagnosis: 

1. research and appraisal by team of experts 

2. developing the program in pilot villages, action learning with all stakeholders, adaptive 

management 

3. external evaluations and adaptation of the program  

4. research on evidence based interventions 

5. interactive policy development with local government and stakeholders 

6. “system thinking” to diagnose the social dynamics among all stakeholders 

 
2. Strategy design  

In the strong belief that the government is responsible for organising sustainable health care 
in the country, the Karuna Foundation worked together with the local government in 
municipalities from the start.  The strategy for scaling was: 

1. show good and tangible results creating visible changes in the lives of vulnerable 
people in remote areas.  

2. develop a cost-effective program, affordable for the local government 
3. focus on evidenced based interventions to increase effectiveness and solve all 

problems and dilemma’s (see system analysis)  
4. development of Theory of Change (logical framework) to make sure all inputs and 

outputs lead to desired outcomes and impact.  
5. the announced exit of Karuna in each municipality after 3 years of funding from the 

start and hence the management of expectations of the government to continue the 
program at their own costs afterwards. 

6. lobby with and support to the government to let them take ownership of the program 
(they changed the name, they added some activities to the program, present it as 
their program, while Karuna supports them, organise steering committee at 
provincial level and agreed to some political terms of introducing the program in the 
whole Province1)  
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7. involvement of crucial stakeholders in the program, like the Federation of Disabled 
Persons Nepal and other care institutions and NGO’s active in health care in the 
province). 

 
Our methods:  

1. Meetings with all mayors involved and lobby with provincial government. The mayors 
acted as our best ambassadors and convinced the provincial government 

2. Interactive policy development with provincial government and include some of their 
wishes and preconditions to create their ownership 

3. Formalisation into a government program with I) a new policy act; ii) formal guidelines 
for implementation and iii) a new cost sharing modality for implementation costs by 
Province, Municipalities and Karuna Foundation. The program follows the Nepali fiscal 
year (July-July 15th) and reporting schemes.  

4. Strengthening of government institutions like local financial account management and 
the management of the program by focal persons in government administration and 
local management committees 

5. Stakeholder analysis and conference with all stakeholders at the start 
6. Organising a network of collaborating NGO’s and health institutions. Karuna signs 

MOU (memoranda of understanding) with these NGO specifying the expectations and 
inputs in the collaboration. 
 

3. Adaptive Management 

With the scaling of the program, new challenges appeared. Covid-19 and several lockdowns 
in the province caused a serious delay in implementation. Moreover, the team had to organise 
the work differently, by organising training in smaller groups in the districts, by organising tele-
counselling and local screening camps. Other lessons learnt are 1) little capacity in the 
Government for organising training programs for Skilled Birth Attendance and birth defect 
screening; 2) lack of uniformity in financial reporting in municipalities; 3) need for support in 
managing the program in the municipalities and the lack of experts, like audiologist in the 
province. 

Karuna Foundation is a learning organisation applying adaptive management via:  

1. Monitoring and Evaluation reports every 4 months, collecting the figures and lessons 
learnt from all 58 municipalities; discussing the lessons learnt and showing output and 
achievements with all stakeholders 

2. Annual review meetings and interactive learning in all municipalities   
3. Annual review meeting with the partners at provincial level 
4. Impact study assigned to an independent research institute (KIT Royal Tropical 

Institute Amsterdam). They will implement a quasi-experimental mixed methods 
evaluation which allows for triangulation between its three key components: a 
quantitative epidemiological study, a qualitative study and a costing. It consists of a 
baseline, midterm and endline study. The midterm study will show the room for further 
improvement of the program. 
 

4. Collaboration 

In addition to the collaboration with the government (as described above), Karuna Foundation 
Nepal (KFN) took initiative to start collaborations with other NGO’s active in health care in the 
Province and organise specialised care. The strength of DPRP is the community-based 
approach and the identification of persons in need of specific care via the local screening 
camps. Because of the collaborating network of organisations the local health workers can 
now refer them for specialised care to our following partners: 
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• Medic Mobile (organising training in Mobile Health)  

• SMILE TRAIN:  organising cleft lip surgery for all children  

• Eye Hospital Biratnagar 

• CP centre Nepal 

• Foundation for children with hearing loss (MOU in progress) 

• FAIRMED (providing extra assistive devices for persons with disabilities) 

• Koshish Nepal for psychosocial counselling. 

•  “Enablement Nepal” introduction REHAB app for CBR workers.  

• Federation of Disabled Persons Nepal  

Our method in building alliances are: 

• Building a good name as reliable partner 

• Strong collaboration with the Government at federal, provincial and local level 

• Networking and offering opportunities to these NGO’s (win wins); giving them access 
to local communities and the government 

• Organising conference on shared objective (e.g. maternal and child care) 

KarunaNl builds partnerships in Europe and elsewhere in the world by sharing our knowledge 
and experiences in network organisation like EVPA, AVPN, Zero project, EFC. We built an 
alliances of funding partners with private foundation in the Netherlands and Switzerland and 
the UBS Optimus Foundation. They together committed to the funding of the program in the 
first 58 municipalities and shared reports and meetings.  We look for new partners to expand 
our work to another 59 municipalities. 

 

5. System leadership & governance 

The Founder, (entrepreneur and chairman of the board of KarunaNL) has a personal 
connection to persons with a disability and started the initiative.  He identified Nepal as a 
country with a high need for rehabilitation and care, neglected by the government and donors 
and met the current directors. Together they developed the pilot program. The current director 
of KarunaNL  engaged  in 2019.  She is interested in increasing the impact of Philanthropy (as 
board member of Jazi foundation) and believes this program is a good example of effective 
philanthropy. The team in Nepal consist of highly dedicated, reliable and excellent 
professionals with whom it is a joy to work. They are responsible for the strategy and 
implementation of the program, while KarunaNl supports the team to make this system change 
happen. The strong role of the local organisation is pivotal for the success. 
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Leadership development tools we employed: 

• strongly developed values in the organisation,  shared in the team 

• Culture of learning (review meetings, PDP,….) and trust 

• Complementarity and co-leadership directors; one strategic, the other more operational 

• well defined structure and systems in place (HR, Financial Management) 

• support from KarunaNL to the local team in fundraising, financial management,     
reporting, communication and strategic advice. 

 

THE PRACTICE 

F. Briefly analyse the situation before you introduced the practice. What contributed to 
maintaining the status quo and producing (undesirable) results, e.g. resources (or lack of 
resources), rules (informal and formal), roles (relevant actors from the public, private and 
social sector, their legitimacy or effectiveness) and/or the kind and quality of relationships 
(informal and formal cooperation, power dynamics, information flows).1   

G. Please describe the actual results you sought to achieve with your practice, the 
parameters you sought to influence most; roles, relationships, rules, and resources and 
how?  

H. Please describe the intended results you sought to achieve with your practice and the 
parameters you sought to influence most – if considerably different from the actual 
results described above.  

I. Please specifically explain the role other actors and collaboration played in this practice 
(if not the main practice itself) and insert a figure that illustrates the main stakeholders and 
partnerships that play a role in the practice you are presenting here.  

 

System Analysis before the Program. The table below lists some characteristics of the current 
care system in Nepal: 

System characteristics Persisting factors  Impact  

Culture of blame, shame  
Lack of awareness on potential 
of persons with disability 

No figures, invisibility of the 
problem. No example of how 
they can 
rehabilitate/participate  

78.000 persons left 
behind 

A basic maternal and child 
health care system exists,  but 
quality of care still lacking 
behind 

Absence of well-trained 
community health workers.  
Inconsistent data collection 
(HMIS). 
Poor implementation of 
evidence-based interventions  

High prevalence of 
birth defects and 
stunted growth putting 
pressure on local 
society to care.  
Low trust in health care 
system 

Legal framework  (Disability Act, 
ratified UNCRPD), but lack of 
CBR programs  

Lack of cost-effective CBR 
programs and good results.  
Fragmented programs.  
Culture of stigmatisation, 
hiding 

Care takers 
overburdened, losing a 
social life and source of 
income. 

 
1 See more details on using the  5R framework (Results, Ressources, Rules, Roles, Relationships) for systems analysis for 

example here  Ashoka Online Guide on System Change, part 3 ‘ based on USAIDs Programm Cycle.  

https://www.ashoka.org/en/story/animated-guide-changing-systems
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Decentralized government  that 
can decide on funding, 
implementation and are 
accountable for success 

Lack of funding  
and technical capacity 
Politicians not aware 

Eagerness mayors to 
improve the situation. 
More power to the 
people 

Gender inequality Women blamed for disability 
Poor social/economic position  
Male domination  

Potential of women 
underutilised. 

Poor collaboration among 
relevant actors. Karuna was 
seen as “threatening” to NFDN, 
as gov funding went to DPRP in 
stead of Disabled Persons Org 
(DPO) 

Competition for funding A feeling of competition 
and lack of cooperation 
 

 

Intended results and our key levers for change: 

1. Expected people-level outcomes are: 
a) Utilization of perinatal, delivery and post-natal care services by women and child 

health and nutrition services by children improved 
b) Quality of lives of children and adults with disability and their families improved 

The proposed program will reach over one million people: 800,000 children under 10 years, 
540,000 women and 78,000 persons with disabilities and their family members. The expected 
improvements in people’s lives are: 

• 50% of expected pregnant mothers taking folic acid prior to conception 

• 80% of pregnant mothers undertake all 4 ANC as per the protocol of GoN  

• 80% institutional delivery 

• 50% of postpartum mother uptake all 3 PNC as per the protocol of GoN  

• 80% U10 children reached through health screening camp 

• 70% children (20% adults) with disabilities experience improvement in quality of lives 
 

2. Adoption of the program by the Government 

• 80% of all municipalities continue the program  

• The province continues its support to all municipalities after exit of Karuna. 

• Other provinces are inspired and willing to adopt the program 
 

3. Strengthening of Female Leadership 

• >80% of the 500 CBRFs are females 

• > 50% of the members of Self-Help Groups are women 

• 10% of members of Government services and organisations are persons with a 
disability 

Our key levers for change in the DPRP are: 

1. Strengthening of maternal, neonatal and child health care to prevent deaths 
and disabilities by: 

- distribution of folic acid tablets to just married couples  

- registration of pregnant women via a mobile-Health program and sending 
messages for ANC and PNC and data collection. 

- professional support during delivery in the upgraded birthing centres 

- training of local health workers on birth defects prevention and identification, 
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- organising school health screening camps to screen children below 10 years  

2. A proven cost effective CBR program, manageable and fundable by the local 
government with: 

- door to door visits to persons with disabilities for counselling, physiotherapy and 
other CBR services by the new local health and rehabilitation workers, employed 
by local government  

- assessment by multi-disciplinary team to identify rehabilitation need 

- participation of family in setting rehabilitation goals, its implementation and 
evaluation   

- support to children with a disability to enter school and inclusive child clubs and 
peer education 

- establishment of self-help groups (providing seed capital and vocational training 

- cooperation with other NGO’s, hospitals and schools to organise specialised 
care  

3. Adoption by the Government via: 

- new directives and Implementation Guidelines by Provincial Government 

- a steering committee of stakeholders of different Ministries and Karuna 
foundation in the province  

- responsibility of local government for plan, implementation, budget and success 
(in agreement) 

- local program management committees to steer progress and results 

- introduction of mobile technology and set-up of MIS with health posts 

- training & Resource Centre to share information/knowledge on disability 
prevention and rehabilitation 

- strengthening the role of DPO  to raise the voice of the persons with disability in 
the future 

- tri-partite co-funding (2 years) and support by Karuna for 3 years in 117 
municipalities.  

4. Strengthening of gender equality and female leadership 

- introduction of around 500 local health and rehabilitation workers (currently 86% 
are women) 

- involvement of women in local advocacy “Milijuli” groups 

- access to self-help groups (cooperatives) to generate income for women  

 

Actual results till July 15th  2021: 

All 10 municipalities in the pilot district of Ilam have continued the implementation of the 
program at their own costs starting July 15th 2021.  

In the DPRP the following results have been achieved: 

Activity Numbers 
reached 

% Achieved 
Year 1 

Remarks 

Management and 
implementation DPRP by 
municipalities 

58 100% Budgets approved, 
(financial)  management 
system functioning 

No. of CBR workers recruited 235  By municipalities 

Teachers trained on incl 
education 

428 33% Target: 1450 (25 per 
Palika) 

DPOs formed 19 100% Target: 58 
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Milijuli Samuha (Self-Help 
Group)  

371 99% Target: 520 

Child Club formed 67 13% Target: 520 

DPO trained on Leadership  126 83% Target: 232 (4 per DPO) 

Milijuli members trained on 
Leadership and Development 

187 12% Target: 1560 (3 per group) 

Child club members trained on 
Leadership and Development 

81 5% Target: 1560 (3 per group) 
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The budget for the first phase of the program and the contribution of the partners is 
summarised below: 

 

 

 

YOUR INSIGHTS 

J. What went well and why? What were the challenges you faced and how did you overcome 
them? What would you do differently today and why? 

K. Which three pieces of advice would you give to your peers? 

 

The figures above on output and achievements show the positive results so far. Major reasons 
for these first success are:  

• agility of the team in Nepal to keep the program running even in times of lock down 

• strong leadership of the directors in Nepal 

• good collaboration with the government  

• the assigned priority to the program by the government, 100% funding the program 
(despite 25% cuts in budgets)  

• strong network of collaborating partners 

Some of our major challenges are described below:  

• COVID lockdowns slowed down our progress in implementation. Hence the first 
tangible results could only be shown this summer. It made us decide to slow down the 
pace of scaling. 

• collaboration with the public partners compromises on the flexibility in implementation 
(following their fiscal years, reporting schedule and political interests) 

• the strategy for upscaling was rather ambitious, changing a government system takes 
time. Covid-19 further impacted the pace of scaling. 

• Support to the local government in managing the program  

• Keep funders committed in times of Covid. 

 

 

1. Costs Karuna Nepal 12.015.764         

2. Cost Allocation 11.479.213         

2.1. Palika's (municipalities) 2.660.795    

2.2. Province 2.605.818    

2.3. UBS ** 578.355       

2.4. Commitment Karuna NL 5.634.245    

3. Funding opportunity -536.551              

Karuna NL Budget Overview

1. Donations * 6.359.245           

2. Costs Karuna NL 725.000               

3. Funding Karuna Nepal 5.634.245           

Total DPRP costs Nepal and NL 12.740.764         

* As committed by donors

** UBS funding phase 1 final, follow up needs to be approved

*** Exchange rate (EUR 1 = NPR 135)

Karuna DPRP Project Budget Budget Phase 1
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Three pieces of advice: 

1. fully delegate strategy and implementation of your program to a strong local team who 
lobby and collaborate with the government 

2. organise a group of committed funders around a shared objective for multiple years 
3. implement evidence-based interventions and organise rigorous impact management 

by an external party 

 

FURTHER RESOURCES 

https://www.karunafoundation.nl/en/reports-documents/ 
 

CONTACTS  

Dr. Annet van den Hoek, Director, Karuna Foundation NL 

Email: annetvandenhoek@karunafoundation.nl 

 

https://www.karunafoundation.nl/en/reports-documents/

