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Foreword o ,Q,Sg

Equity is of paramount importance in health and development. Many of our policy and strategy
documents include vision for achieving equity in health, however, we have not been able fo
adequately operationalize the vision into programme of actions For doing so we must be able to
understand and  gain consensus on addressing two issues, The first issue is Equity for what? i.e.
health, access, utilization, financing and expenditure. The second issue is Equity among whom?
1. & income, wealth class, caste and ethnic group, geography gander etcetera. There 15 always a
policy dilemma in deciding how much inequity is inequitable.

Responding realistically to this dilemna is possible through extensive policy debate and dialopue
and getting insight into what our socigty judge fair and what level of health or ill health it
considers avoidable or unavoidable. In order to do so we need sound evidence base on the above
two issues which. could be used as basis for generating debate and dialogue for setting equity
orented objectives, targets designing implementation systems and monitoring indicators for
gquity in health.

In this context, this study on "Equity in Health" conducied by "Center for Health Policy Research
and Dialogue (CHFRD)" which is a private sector institution has provided us with long felt need -~
of evidence of the level and types of inequity in health in Nepal i three arcas namely,
socipeconomic determinants, health system and health outcomes related to MDG indicators
which could be used for policy dialogue for designing equitable health system and achieve equity
in Health outcomes.

We al! know that New Nepal has a vision of creating an inclusive society without discrimination
and has included "Basic Health as Human Right" m its Interim Constitution . The findings and
recommendations contained in this document will be useful for operationalize the constitutional
provision of basic health for all the people of Nepal by desigming socially inclusive and equitable
health system without discrimination.

Finally, I wish to thank and congratulats everyone who contributed to thig study particularly the
CHPRD for conducting this study as their own initiative, which is of national interest.
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Exegutive Summary XS E
AR AR IR
Equity in Health is an ethical concept grounded in the principle of distributive justice
and consenant with human rights principle. Like most concepts equity in health cannot
be directly measured. There is no universally agreed definition of equity.

World Health Organization (WHO) includes Equity in Health as a notion where the entire
populations should enjoy the highest level of health in Alma Ata Declaration in 1978°
and the same declaration alse mentions that existing gross inequalities in the health
status of the people are unacceptable.

Gavernment of Nepal has shown very high level of political commitment for health in
its policy and strategy documents like Thrae Year Plan (2008- 2010), NHSP (2004-2009)
and is committed to achieve MDGs’. The government has invested significant amount
of resource in health; currently a significant increase reaching to 7 percent of Nationa!
Budget (2007/08) has taken place. The most recent National Health Account {2003-
2004) shows that 62% of the expenditure comes from “out of pocket expenses "{00OPS)’.
The DHS 2006 shows improvement in IMR and USMR from 64 and 91 per 1000 live
births in 2001 to 48 and 61 per thousand live births in 2006 respectively. Maternal
mortality rate has also come down te 281 per 100,000 live births from 539 per 100000
live births in 1996. However tha access is not equitable. About twenty two percent of
pepuiation still doesn’t have access to even the basic health care services. Similarly,
malnutrition is still prevalent in over forty percent children under five, and there is
emerging threat of human immunedeficiency Virus (HV) fAcquired Immunodeficiency
Syndrome {AIDS). A significant level of inequity in health cutcomes still exists in Nepal.
Life expectancy is 74 years in the capital, but only 44 years in the mountainous district
of Mugu. Similar differences have been seen in IMR between geographical regions,
economic status, and educationa! level as reflected in 2006 NDHS.

The reduction of health inequalities is a challenge for many naticnal and international
health crganizations including Ministry of health in Nepal. These challenges can be
considered as opportunities for reorienting research, collecting evidence on equitable
distribution, present health equity issues for wider public debates, review health policies
and programs and devise innovative approaches for equitable access to health to all
its citizens in the spirit of social justice. Itis in this context that the Center for Health
Policy Research and Dialogue has undertaken this study. This study is the first step taken
by the Canter to utilize the vast amount of existing high guality secondary data, which
are scattered in various places to develop a database and analyse them to study for
various level and types of inequalities and disparities in health in Nepal.

This study has been conducted under a conceptual framework, which studies pathways
affecting equity in health in Nepal. These includes socioeconomic determinants, health
system, gecgraphical location and last but not the least social stratification by caste,
ethnicity and gender which is highly prevalent in Nepal.



Warigus methodologies and statistical packages have been used to further analyze existing high
quality data from Department of Health Services (DHS}, Nepal Living Standard Survey {NLSS),
District Health Profite, Health Management Information System {HMIS), Human Development
Reports, and reporct from Department of Water Supply and Sanitation {DWS5). Details of data
collection methodalogies and analysis are Included in the full text.

Association between social and other determinants such as Income level, education and human
development index [(HDM), water supply and sanitztion coverage with heaith outcomes at
Mational and district level hayve been studied,

Ferformance of health system has heen assessed by utilizing and adapting WHO Framework
for Performarice Assessment of Health System with focus at the district level and differences
between service coverage, health infrastructure per population, human resource per population,
per capita public health expenditure between districts have been measured.

Eguity in health outrome has bean measured using selectad indicators inclyded in MDG in
Maternal heaith, Child health, Nutrition and HIV/AIDS by using stratifiers such 35 Geographical
lacation, Gender, Sotioeconomic status and groups, and Caste and ethnic distribution and
statistical analysis has been done to see whether differences are statistlcafly significant, Trend
analysis has been done to see whether the gap between the most advantaged and the most
disadvantaged has been increasing or decreasing .In depth analysis has been done to get insight
to guestions such as do wealth quintiles make difference in the utilization of services by
educational level of the mother? time trend of utilization among various ethnic groups, poverty
levels and educational status over ten years, How is service utilization -affected by the place
of residence in regions? Are Dalits; the most socially excluded caste group in Nepal, (just being
Dalits] really not utilizing MCH at dedivery? Which is strong barrier; educational status of mother
or place of residence? [s one ethnicity disadvantaged across all {or mast) maternal and child
health indicators? How different indicators do compare across wealth quintiles? Which indlcator
reveals the greatest disparities? And what are the relative gaps in the indicators over the years
amang different groups.

Summary of main findings and key cenclusions are as follows;

Disparities in socioeconomic determinarts affecting health

tuch of the profound inequity in peoples’ health is influenced by socicetonomic determinants.
Factars such as education, access to clean drinking water, sanitation, and a good start to Iffe
are just some of the social determinants, which affect health. Hand washing especially with
soap is considered as a simple and highly effective means to avoid exposure to food and water
borne diseases such as diarrhea. It was found that even such basic needs are not fulfilled in
Mepal and many poorer people are suffering from diseases which are preventable as compared
to the richer anes It was also found that there were great disparities between disease prevalence,
access, utilization and health outcome by levels of poverty and education



Political commitment of achieving Equity in Health not operational zed

Study of existing policy and strategy decuments of the Government of Nepal shows
that there is vision and high level of political commitment for providing equitable access
to health services within the spirit of "Basic health as human right " Government of
Nepal has taken major initiatives such as abolition of user fees in Health Posts {HPs)
and Sub health posts (SHPs), free treatment in low HD districts s and implementing
Equity and Access program under the Safe motherhoed program. However these
programs are not planned on the basis of evidence based data, which show the type,
and extent of disparities among various groups. These documents have not adopted
clear operational definition of "equity in health” or "equitable access to health services”
in Nepal neither they have adopted equity based targeting, implementation and equity
maonitoring.

Inequitable distribution of health infrastructure

The size of the population in a geographic area is the primary indicator of needs for
health services and should be considered along with a range of other indicators of
relative need such as the demegraphic compuosition of the population; amounts of
sickness; the level of deprivation and poverty, the communities' ability pay for health
care costs; and their level of dependence on public sector health services, roads and
other factors which affact on health such as transportation infrastructures while
designing and allocation of health infrastructures.

It was found that health infrastructures were allocated according to the political divisions
of the country and did not take into account any of the above-mentioned factors. Most
of the secondary and tertiary care facilities were available in capital and other cities,
while primary health care infrastructure were available below the district level in rural
areas as shown by the hospital population ratic and other health facility papulaticn
ratio. There were extremely few private health infrastructures in lesser-developed
regions and in rural areas.

Disparities in distribution in numbers and type of HRH

The human resources for health are the key actors who can provide equitable access
of health services to the population. Analysis on the HR population ratio shows
imbalance across the districts. Doctor population ratio was best in Kathmandu and
worse in Midwest and Far western region,

Disparities in access and ulilization

It was found that eighty percent of people in the richest quintile access health facility
within half an hour compared to 50 percent among the poorest guintile. Similarly,
majority of the poorest section of the community seek health sarvices from community
level health workers, SHP and HP whereas richer seek health services from hospitals
Only 40 percent of the people access health facility within half an hour in Mountain
compared to 80 percent in Terai.,

Public sector Health resource inadequate with disparities in distribution
Government of Nepa! has been steadily allocating more resources to health still is only
12-13 dollar per capita, 60 percent is from" out of pocket "and it is still much less than
the recommendation of 24-34 deliar per capita from Commission on Macrceconomic
and Health (CMH WHO 2000).




Resources are more concentrated in capital and other jarger centers. District health
systam was grossly under funded. There were disparitias in Per Capita Pubiic Health
Expenditure (PPEH) among districts. Allocation seemed ad hoc and incremental. Several
high HDI districts were petting more per capita PPEH compared to low HDI district,
which did not indicate fairness in financing. Regarding out of pocket expenditure, it
was found that poor people spend less compared to richer ones implying unmet health
needs, and possibly resulting to poor quality health services.

Health informotion system not adequate for monitoring equity and quality

Though HM!S produces good quality data on service statistics for monitoring progress
against the targets set by the Ministry of Health, it doesn’t capture the inequity in
service provision. There are high quality district level data, which indicate disparities
hetween the districts, but these data are not further analyzed to see the level of
disparities, type of disparities ete. Similarly, information on ethnicity, poverty status
et¢ are not captured by the existing system. Large scale surveys like DHS are analyzing
nationally representative sample but they do not have analysis on important stratifiers
like castefethnicity. There are as yet no systems put in place which looks into quality
of care, client satisfaction and other qualitative data which indicate the circumstances
and factors contributing to the disparities

improving trend in MDG indicators, disparities and relative gaps in decreasing trend
Further analysis of MDG indicators 4, 5 and HIV/AIDS and nutrition showed significant
level of disparities within the context of significant improvement in past 10 years. In
the child health indicatars, there was virtually no gender disparity. However, there were
disparities by caste, ecological regions, wealth quintiles, residence and ecological
regions. Among chitd health indicators, lowest disparities were found in immunization
and the highest in nutritional status. Among maternal health indicators, ANC was
affected most by the leve! of education. Among the caste groups, Dalits seam to be the
most disadvantaged and privileged lanajati seemed to be most advantaged. Low level
of education seemed to he stronger barriar than the place of residence for ANC, SBA
and HIV/AIDS awareness. However, place of residence was stronger barrier than
education in case of FP and accessing health facilities It was found that the relative
gaps between the most advantaged and the most disadvantaged were on decreasing
trend between 2001 and 2005. These are very positive developments seen during last
five years indicating increasing access of preventive services to socially extluded and
poor people

The recommmendations made based on the above findings are as follows;

. Operational definition of equity in health needs to be formulated for Nepal
through intersectoral ¢consultations with involvement of several related sectors
and adapted sc that all the stake holders in health have the same understanding
and existing political commitment for providing equitable access to health services
can be operationalzed and monitored.

. As most of the inequities in people’s health are socially and economically
determined, multisectoral interventions like education, water and sanitation,
housing etc should be considered while designing health strategies especially
targeting the poar. Strategies for linking health with poverty alleviation programmes
should be developed for increasing access of poor particularly to curative services. .




Environmental sanitation, hygieng promotion- and in particular hand washing-
, and water supply should receive higher priority within the health strategies as
they impact on IMR, USMR and contribute significantly to disease burden in
adults and children.

Environmental disease burden should be assessed and approgriate strategies
should be designed to reduce the burden.

Reorienting of existing health policies and strategies in Nepal to pro equity policies
needs to be considered. Pro equity policies have to find right balance betwean
efforts to build or and expend existing institutions of health care, effectively
reducing the barriers, while identifying and targeting those groups that would
otherwise be excluded without special attention.

“Characteristic targeting”, "Direct targeting”, and, “Disease specific targeting”
should be used in combination for achieving equitable health outcome by
addressing the needs of the poor with specific attributes which can cause further
deprivation as well as by targeting to the specific needs of particular disease cr
condition.

To remove disparities in access, utifization and health cutcomes, as a component
of pro-equity policy demand side barrier such as cultural, social, distance etc
need to be identified and corrective steps taken along with "Free Health care
pelicy” which tries to address the need of the poor from supply side.

As access to health service is determined by distance and communication
infrastructure, the present health care infrastructure, which is compatible with,
political divisions should be revisited and additional facilities shauld be added
in areas where they are inadequate by population density and distance.

Need based formula should ke develeped for allocation of financial resources,
human resources and far development of health infrastructure based upon level
of poverty, geographical terrain, road transport infrastructure and other parameters
so that people living in the remote disadvantaged districts can have access to
services which are comparable to their advantaged counterpart living in better
served districts.

Steps should be taken for improving deployment and retention of doctors, nurses
and other health forces to reduce existing imbalances in Human rescurce. The
compulsory posting of doctors who studied using scholarship shoutd be
supplemented with incentive packages which might include career and skill
development, dependant educational allowance, housing and improved
communication in isolated areas.



Equity related information should be collected by appropriate periodical survey
to supplement MIS data.

information on resources and services spent from private sactors, NGOs and
INGO sectors should be made available and considered while planning pro-aquity
policies and appropriate public private mix of equitable health system should be
tlesigned.

Cualitative studies need to be undertaken to understand circumstances causing
disparitias as well a5 and demand and supply side barriers for certain social and
ethnic groups which prevent them from accessing the services

Socially inclusive health strategies should be developed designing health promotion
and BCC massage targeting disadvantaged groups, and through invelving those
disadvantaged groups in planning and designing services delivery at local level.
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1.1 Background

Concept of Equity in Health

Equity in Health is an ethical concept grounded in the principle of distributive justice
and consonant with human rights principle. Like most concepts equity in health cannct
be directly measured. There is no universally agreed definition of equity.

World Heaith Organization {WHQ) includes Equity in Health as a notion {in Alma Ata
Declaration in 1978"} where the entire populations should enjoy the highest level of
health and the same deciaration also mentions that existing grass inequalities in the
health status of the people are unacceptable .In & widely cited1992 paper on the
concepts and principles of equity in Health, Whitehead® defined health inequities as
differences in health that are unnecessary, avoidable, unfair and unjust .In operational
terms and for the purpose of measurement ,equity in health can be defined as absence
of disparities in health and its key sociceconomic determinants that are systematically
associated with social advantage or disadvantage. Health inequalities systematically
put populations who are disadvantaged because of several reasons at further
disadvantage with their health’.

Health inequality is defined as variations in health status across individuals in a population.
Health inequalities exist largely because people have unequal access to society’s
resources, including education, health care, job security and dean air and water —all
factors that society can influence’.

Inequalities that are unfair {that arise from social injustices) and aveidable are considered
inequities’. Health disparities exists between the richest and poorest countries in the
world and between richest and the poorest districts and communities within any
country.

International Society for Equity in Health highlights an actionable definition of eguity
in policy and actions as "Active pelicy decisions and programmatic actions directed at
improving equity in health or in reducing or eliminating inequalities in health’.

As there is no universally agreed definition of Equity, every society must deveiop its
own definition of equity in order to take action to reduce ineqguities.

Equity in health services implies that the resources and services of health sector are
distributed and delivered in accordance to the needs of the populations.

While the rhetoric of equity is very well developed, there is often a failure to set equity-
oriented chjectives and action plans in their policies and programs of many countries
including Nepat. This may not only be due to a lack of will on the part of policy makers -
but also because of the many barriers that kinder prionty setting and planning. Planners
have not always had access to appropriate data on secial differentials and the needs




and capacities of people to improve them. The translation of priarities into strategies
and actions is at best based on the information available to planners, and the perceived
costs and impacts of possible interventions.

Interngtional context of equity in health

Health ineguities have lang been a focus of national and internatignal hezlth organizaticns.
For decadss, much of the concern about health equity found expression in the movement
for primary health care (PHC), launched at the International Conference on Primary
Health Care at Alma Atz in 1978, Despite the explicit commitment to PHC and the
concept of equity and social justice made by the world’s governments in the Alma-Ata
Declaration, and by many bilateral 2nd multilaterai institutions, the geal of 'Health for
All' has not been achievaed. Indeed, evidence exists of a widening gap in health gains
hetween poor and rich countries and br—.-hueen the poor and rich within countries, At
the 1998, maeting cornmemorating tha 207 anniversary of the Alma Ata dedaration,
it was agreed that a more pragmatic evidence-based approach was needed to deal with
health inequities™.

Equity in the Nepalese context
Socfoeconomic context

Nepal, a landiccked, mauntainous country, has 2 population of 24 million and a per
capita income of U55.300. Thirty percent of the population lives below the poverty
line™. It is a multi racial, multi-religious scciety segregated into castes, tribes and ethnic
groups with over 100 language and dialects. The country has a different topography
and limited infrastructure; 85 percent of the population is rural, and lives on average
three hours walk from the nearest dirt road. The adult literacy rate is 54.8 percent, with
female literacy at 42.8 percent reflecting women's lower social status™. Nepal has a
recent history of poiittcal instability and civil canflict since 1996, which was ended in
2006.

Health Development context

Over the past two decades, there has been commendable progress in the establishment
of preventive and curative health care infrastructure like sub health posts {(SHPs), health
posts (HPs), and primary health centers {PHCs), district hospitals, zonal and regicnal
hospitals and central leve! super-specialty hospitals. At the grass root level there are
health workers and strong force of about 50,000 Health Voluntears who are providing
services particularly preventive heaith services”. Similarly, there has been significant
growth of the private sectar with establishment of Medica! Colieges, Nursing homes,
and diagnostic imaging and laboratory services in various parts of the country. Al these
facilities have increased access to services. Currently 78% of peaple™can access health
facility within half an hour travel time as per Health Management Infarmaticn System
(HMIS) data. However, there is no disaggregated data available to show which caste or
ethnic groups are accessing more than the others and similarly it s not known whether
or not the poor are excluded from accessing the health services.




Government of Nepal has developed three year plan {TYP)- 2008- 2011 which has
strategies to implement 'Free Basic Health Care’ as Human right as included in the
Interim Constitution of Nepal- 2006 and Health Sector Reform Strategy {HSRS) with an
underlying intention to mave the health sector towards strategic planning and a Sector
Wide Approach [SWAp). The National health sector plan (NHSP-1P) 2004- 2009 has
given highest priority to essentiai health interventions and is committed to achieve
MDGs”. The government has invested its own resource in health; currently a significant
increase reaching to 7 percent of National Budget {2007/08) has taken place. The maost
recent National Health Account (2003-2004) shows that 62% of the expenditure comes
from “out of pocket expanses “{QOPS5}". The outcome of the collective effort of all has
been reflected in terms of reduced mortality and increased life expectancy in the
recently publishad Nepal Demographic Health Survey 2006 report. NDHS 2006 shows
improvement in (MR to 48 USMR to 61 per thausand live births from 64 and 91 per
1000 live births respectively in 2001. Maternal mortality rate has also come down to
281 per 100,000 live births from 539 per 100000 live births. However the access is not
equitable hecause 22 percent of population still doesn’t have access to even the basic
health care services [NDH5 2006}, Similarly, malnutrition is still prevalent in ovar forty
percent children under five, and there is emerging threat of human Immunodeficiency
Virus (HIV) /Acquired lmmunodeficiency Syndrome [AIDS). A significant lavel of inegquity
in health autcomes still exists in Nepal. Life expectancy is 74 years in the capital, but
only 44 years in the mountainous district of Mugy. Similar differences have been seen
in health cutcomes such as IMR between geographical regions, economic status, and
educational level as reflected in 2006 NDHS.

Health as Human Right context

Since April 2006, conflict has ended in Nepal. "Vision of an inclusive society, where
people of all race and ethnic group, gender, caste, religion, political belief, social and
ecohomic status live in peace and harmony, and, enjoy equal rights without
discrimination” as outhned in the Interim Constitution has been stated as guiding
principal for policies plans and programs of the Ministry of Health and Population
[MOHP) in its 10 point plan”. Even though ‘Health as Human Right ‘has been accepted
in principle by many countries including Nepal since 1948, the Interim Constitution of
Nepal 2063 (2006} has enshrined and declared the state's commitment and responsibility
to people's health for the first time in the histery of Nepal and has included Basic Health
as Human right.

The present povernment has initiated important policies targeted towards increasing
access to basic health services by the poor such as providing free emergency and
inpatient services to the poor patients jn District Hospitals, in 35 low HDI districts,
removed user fees in Health posts and Sub health posts.

1.2 Rationale of the Study

The above mentioned infermation indicate that though progress has been made in
health in Nepal despite the prevailing paverty and difficuities in access due to several
reasons, the cutcomes are inequitable. It is generally known that ineguitable health
system is also contributing to the inequitable health cutcomes. However there are




no such data which have been analyzed in sufficient detail to compare which districts
get mora resources for health in terms of human and financial resource, and whether
the distribution is rational in relation to district socio economic status to provide
equitable access to basic heaith services in the districts.

Government of Nepal is committed to provide equitable access to Basic heaith services
to its people and has taken major inittatives such as abolition of user fees in HP and
5ub health posts, free treatment in low HOI districts 5 and imglementing Equity and
Access program under the Safe motherhood program. However these programs are
not planned on the basis of evidence based data, which show the type, and extent of
disparities amaong various groujs.

These initiatives are operational because there is high level of political will and
commitment for health and were initiated on the basis of general Information available
from census, DHS and other small scale surveys The DHS which is the maost representative
and reliable data didn't include analysis particularly related to caste and ethnicity and
other social inclusion related information at the time of starting this study. Some analysis
has been done since then., Lack of disaggregated data in the HMIS, the inadequacy of
the broader picture as regards social exclusion in heaith, poverty levels and health
status, health services utilization pattern by various groups for whom targeted programs
are being implemented are some of the challenges for monitoring these vary important
programs. Efforts are being taken to collect disaggregated data through HMIS. However,
this wil! take some years before such data are availabie through routine HMIS,

The reduction of health inegualities is a challenge for many national and international
health organizations including Ministry of health in Nepal. These challenges can be
considered as opportunities for reorfenting research, collect evidence on equitabie
distribution, present health equity issues for wider public dabates, review health policies
and programs and devise innovative approaches for equitabie access of health to all
its citizens in the spirit of social justice

Data available in Nepal come from institutions- the service providers- rather than from
the communities that government is meant to represent and serve. Routine institutional
data seldom capture the complex reaiities of communities, let alone the differentiated
realities of different segments of the population.

It is in this context that the Center for Health Policy Research and Dialogue has undertaken
this study. This is the first step taken by the center to utilize the vast amount of existing
data, which are scattered in various places tc develop a database and analyse for varfous
level and types of inequalities in health in Nepal.

it is expected that findings of this study wili help government and developiment partners
in Nepal to provide evidence based national level as well as district level data and
baseline information for designing Eguitable health system, making health system




inclusive, responsive to the peoples needs and to targeting and planning health services
which will result in equitable health cutcomes and achieve MDG goals.

Further studies including qualitative studies to understand the circumstances and

barriers leading to inequalities and to propose strategies to address those will ke done
as a next step,

1.3 Conceptual framework of the study

It is generally known that remedies for health inequities must come not anly from
health sector but alsa from broad social policies and interventions that address potential
health gaps. There are several complex pathways potentially acting in concert to
exacerbate or propagate health inequities, and probably differing in the relative strength
of their components within different population's. Literature search shows that several
frameworks have been designed at various times by various researchers far studying
equity which are tailored to meet specific aspects related to equity as per the needs
of a particular situation or setting. Some examplas are as fallows:

- Eight steps framework for policy oriented monitoring health and health
determinants”.

. Social detarminants framework™. -

» Case studies identifying determinants of concentration of high mortality™".
. Health care reforms framework measuring equity implications™.

. Comparative study of health of poor and non poor™.

Most commeon determinants which affect equity in health are socioeconomic
determinants, political and policy context for health and health system, environment
in which people live and work and last but not the least, social stratification of populations.
In the context of Nepal, four hroad pathways namely socioeconomic determinants of
health, health system, geographical locations and social stratification i. e. geographical
regions, gender, socioeconomic groups, caste and ethnic distribution are ralevant which
determine equity in health and have been used in the conceptual framewark for the
study. The conceptual framework and pathways are reflected in a diagrammatic form.
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1. 4 Objectives of the study

Overall Objective

. To study equity in socio econemic determinants, health system inequalities and
relate how these factors influence on equity in heaith outcomes particularly
related to MDG 4, and 5.

Specific Objectives

. Study the association between social and other determinants such as income
level, education and human development index {HDI}, water supply and sanitaticn
coverage with health outcomes at National and district level and compare
disparities between regions and districts,

- Assess performance of Health System with focus at the district level and measure
equity by studying whether there are disparities between the health infrastructura,
hurman resources, financing, process of care, access, coverage, among districts
and health information system for monitoring eguity.

. Measure equity in selected Health outcome indicators included in MDG
particularly 4 5 and HIV/AIDS ameng population with emphasis on geographical
regions, gender, sociceconomic groups, caste and ethnic distribution



Chapter 2
WMethodology

Various methodologies and statistical packages have been used to analyze and present
data in user friendly way. Different types of data and indicators were neaded to achisve
each of the specific objectives, Details of data collection methodologies and analysis
have been presanted accordingly:

To achieve specific objective 1

"To study the assoclation between sacial and other determinants such as income
level, education and human development index (HDI), water supply and sanitation
coverage with health outcomes at the district level and comparison between districts”,
following methodologies were used

Further analysis of data from Human Development report {2004), UNICEF Report on
Situation of women and children in Nepai 2008, District health profile 2005 {UNDP
2004}, Census 2001, water supply and sanitation coverages data from DWSS5 {2007} and
HMIS data from the DOHS {200506) were done Asscciation between the sociceconomic
determinants and health outcomes were studied ang districts weare compared to see
which district is more disadvantaged than the other.

To achieve speciiic chjective 2

" Assess performance of Health System with focus at the district level and measure
equity by studying whether there are disparities between the health infrastructure,
human resources, financing, process of care, access, coverage, among districts and
health information system for monitoring equity”

The health system performance at the district level was measured by adopting WHO
Health System Performance Framewark™ {Murray and Evans, 2003) and measured four
dimensions of health system namely input and resources, health system functions i.e.
provision of care, which includes health infrastructure, hurman resources, health financing
and the results which include coverage, and the outcome or impact.

INTERMEDIATE RESULT
INPUT . = Access tg health OUTCOME
* Palicles Eugfu:::;S facility distance and s IMR
* Strategies . ; time s MMR
» Resource * Financing » Coverage of selected

MCH MDG indicators -




As regards input we have studied resource allocation as well as policy inputs that are
the basis for resource 2llocation in our study. Data from HMIS, FMIS, LMIS of the DOHS,
other reports of MOH, NLSS data, National heafth accounts data from latest NHA 2003-
4 and district health profile (UNDP 2004) were further analyzed. Inter districts comparison
were made on the health system performance indicators such as per capita public
health expenditure, health worker population ratio, number of health facilities per
district, access and utilization of health services, types of provider, cut of pocket
expenditure incurred by various groups of populations for accessing health care, coverage
of MCH services and IMR at District level,

Regarding the data on finance, National Health Account and data available from FMIS
was used. For further analysis of finance data at the district level, data published by
the Ministry of Health and Population in the Performance Evaluation Report, WMoHP,
2004 which inciudes data on financing at district level for all 75 districts were used.
Existing system far collecting health related information from perspective of equity
maonitoring have also been studied.

To achieve specific objective 3

"Monitor equity in selected Health Outcome indicators included in MDG Goals and
targets among population with emphasis on Geegraphical, Gender, socioeconomic
groups, caste and ethnic distribution "

To achieve this objective, methadology developed by UNICEF and Calumbia University
which is contained in the document "Monitering Health Equity in MDGs: A practical
guide" CESIN and UNICEF January 2006, was used for monitoring this component The
guide provides a method for analyzing indicators across a number of social strata
including wealth, ethnicity, education, religion, sex and geocgraphy. This methodology
uses DHS and Multiple Indicatar Cluster Survey (MICS) data and can be easily adapted
for other surveys. The methodologies include both single and simultaneaus stratification.
For this component we further analyzed DHS data from 1996, 2001, 2006 and National
Living Standard Survey 2004 data.

Data analysis was done by using 5P55 13 version; Microsoft Excel and STAT & version
to calculate the following health outcomes and process indicators.

For the stratification of data by the caste and ethnicity, we have adopted the classificatioh
recommended by the Nepalese Federation of Dalits and Indigenous Nepalese {(Annex 7).

1. Health impact, outcome and process indicators particularly relating to MDG 1, 4
and 5 and HIV/AIDS

IMR

Immunization coverage {BCG, DPT3, Measles)

skilled attendance at delivery

ANC -4

CPR {Contraceptive Prevalence Rate)

Percentage of Stunting/ Wasting amaong Under 5 ¢hildren

Knowledge of HIV/AIDS and its Prevention

& & % % & 4 »




2 Constructing stratified tables showing selected MD®G indicators and stratifiers
such as education, caste and ethnicity, residence, wealth by quintile and gender

3 Further analysis were done and tables and graphs were done to show the
fallowing

Is one caste or ethnicity disadvantaged across (or most) indicators?

How immmunization, CPR, ANC visits compare across wealth quintiles.

What is the health sarvice utilization pattern by various caste and ethnic group?
Proportion of underweight children by different social stratifiers

Trend in disparities {relative gaps) in indicators over the past ten years by selected
stratifiers.

E & » w B

The study results are presented in three separate chapters as per the three specific
ubjectives i.e,

. Equity in Socio-economic determinants and health cutcomes
. Equity in Health System
. Equity in Health Qutcomes

Limitations of the study

This study as per design and methodologies, further analyzed high quality secondary
data from large scale, nationally representative surveys, and from published reports
from reliable saurces only from government and UN agencies,

We have used the latest available reports from government sources regarding HRH and
health infrastructure which may be slightly different from what will be availakle in
future for the current year.



Chapter 3
& quity in socioeconomic
determinants and health cuwifcomes

3.1 Socioeconomic determinants and Health in Nepal

Social determinants of health are factors in society or in living conditions that affect
peaple’s health, for better or for worse, throughout life .

Much of the profound inequity in peoples' health within and between countries is
socially determinad. Factors such as education, housing, transport, employment, working
conditions, mohey, clean drinking water, sanitation, and a good start to life are just
some of the social determinants of health. Throughout the world, poor people and
those from socially disadvantaged groups get sicker and dte sooner than people in maore
privileged social positions. This is true for Nepal as well which is shown in fallowing
table which shows that there is higher inddence of preventable conditions like diarrhea,
fever and injury among poorer people than the richer.

Table 1rercentage distribution of ocute Wness by gender and poverty

Stratifiers Diarrhea Fevar Recpiratosy Mjary Orhers

Gender

Male 131 4258 89 59 a1 100
Female 2.9 8.7 5.5 ig 40.1 100
Poverty Quintile

Poorast - 195 42.2 Fo 59 25.5 100
Saecond 10.7 4.2 2.6 4.5 284 100
Third 12.7 a5 75 3.7 36.3 100
Fourth 4.6 399 6.6 53 386 180
Richest 7.1 39,2 7.4 4.9 a1.4 100

Source: NiS5-I, CBS

The table 2 shows that the poor people thaugh they suffer more than the rich, they
don’t report to the health facility. |t might be due to the lack of accessibility, lack of
willingness to proper health seeking behavior, ete. These inegualities are unfair and
are preventabie. Similarly, in the table, female seems utilizing more services than males
but it might be due to the fact that males utifize services mostly from private facilities
and higher centers in comparisan to females. These data indicate the need for further
study in thease areas.

Tabie 2 Percentage disteibuion of 8cute jfiness in beatth fagilitias by gender, poverty and acological zones

Stratiliers Femalg Averagye
Ecological zones

Mountaing o3 9% 9.5
Hills 114 126 12.0
Terai 14.5 14.2 14.3
Poverty Quintile :
Poorest i1.2 9.6 0.4
Secoud 1§.3 1.6 114
Third 12.7 14.4 13.5
-Fourth 4.6 144 14.5
‘Richest 14.3 16.1 15.2

Nource: NLES-IT CRS
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For studying the effect of socio economic determinants on health at district level we
have analyzed disparities by selected socioeconomic indicators such as {(Human
Development [ndex {2004), Gross Domestic Product [PPP USS) — 2004, Life Expectancy
at Birth, Literacy rate {Total literacy rate and Female literacy rate) - CBS 2001, and
Gender Empowerment Measure {GEM) — 2004) and looked up how they impact on
health as measured by IMR and Life expectancy. {District level data for all the 75 districts
are included in the annex 3)

The average HD is the highest for WDR (0.5} followed by EDR {0.48), CDR {0.47} and
MWDR and FWDR {0.39}. Similarly, Literacy rate, and GEM all are the highest for WDR.
It shows that for all the socipeconomic indicators WDR is in the best position compared
to other regions. IMR shows negative correlation with the higher value for socioeconomic
determinants. Similarly, life expectancy at birth shows positive correlation with higher
value for socineconomic detarminants.

Table 3: Nationa! and regionc! socigeconamic profile
Regions HDI Literacy Rate (%)

Total Female
National ~ 0.47 61.00 64.40 54.80 4280 039
FDR D48 b4.45 53.92 54.64 43.93 2.37
COR 0.47 62.97 60.21 ' 50.85 39.57 0.37
WOR 6.50 63.97 53.25 59.74 49.81 041
MWDR 039 55.21 99.13 43.07 29.53 035
FWDR 0.29 54.46 104.52 45.90 29.20 0.32

Source: HDR 2004, District Heolth Prafife 2005

Human Development Index is 0.65 for Kathmandu {the highest), 0.6 for Bhaktapur, (.55
for Bupandehi and 030 for Mugu (the lowest). The Life Expectancy at Birth [LEB) was
the highest in Bhaktapur {74 years) followed by Kaski (70.80 years), Kathmandu [69.53
years}) and so on whereas it was the lowest in Mugu {44.10 years) followed by Bajura
{45.70 years) and Kalikot {46.70 years).

A large varjation was noted in IMR among the districts, which were 173.80 per 1000
live births in Mugu and 24 per 1000 live births in Bhaktapur. Similarly it was 26 per
1000 live births in Lamjung and Kaski and 153 per 1000 [ive births in Kalikot. Regarding
the literacy rates, it was found to be the highest in Kathmandu both for total {77.20%)
and female (66.60%) literacy rates. The total literacy rate was however lowest in Humla
[{27.10%)} and the female literacy rate in Mugu {9.30%). The Gender Empowerment
Measure [GEM} was the highest in Manang [0.59) followed by Mustang (0.53} and the
lowest in Pyuthan (D.29). A large gap of almost half (50%} was observed in between
the highest and lowest among the districts and it shows the grave situation of inequities
among the districts.

Pearson's correlation coefficient was also analyzed ta explore the correlation between
socio-economic variables with indicators i.€. IMR and significant negative correlation
was found with Fernale literacy rate, total literacy rate, and GEM. Among these also
the strongest correlation was with female literacy rate {r = 0.613 at p = 0.01} and the
poorest was with the GEM. (See detail district level data in Annex 4)
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3.2 Water supply and sanitation

Safe drinking water and adequate sanitation are basic hurnan necessities, and continuous
access to these sarvices is people’s right, Yet, many Nepalese are deprived of water
and sanitation (WS5) facilities despite the government and non-government efforts.
Nepal Demograghic and Health Survey 2006 report the national drinking water coverage
of the country at 82 percent. A large proportion of people belonging to poor and
excluded groups, those living in areas beyond the sources or scarce in pround water
resources still have not been able to receive drinking water facilities.

The status of basic sanitation in the country is in worse condition. According to the
Nepal Demographic and Health Survey 2006 only 42 percent of the population in Nepal
use improved latrines and a majority of them do not adopt good hygiene practices.
Lack of access to improved facilities of water and sanitation coupled with very low
awareness has resulted in suffering of people with various infectious diseases in large
numbers every year and has been a cause for untimely deaths of many.

The profile of water supply for the year 2007 according to Community Based Water

Supply and Sanitation Project {CBWSSF), Department of Water Supply and Sanitation,
GoN is as follow”.
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Similarly, the district wise sanitation coverage for the year 2007 according to the survey
of CBWSSP is as follows:
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It is known that the water supply and sanitation is linked to the hygienic practice that
in turn affects disease prevalence. Hand washing especially with soap is considered
as a simple and highly effective means to avoid exposure to food and water borne
diseases such as diarrhea. Freguency of hand washing, access to water supply and
sanitation is correlated with the incidence of diarrhea and IMR as shown by following
table:

Incidence of diarrhea, frequency of hand washing and [MR

Tabie 4 correlation of hygiene ond sanitation status with MR

Population i
Deuelopment w?t?-.“a(:ceS s  Toilet Di!arl:;?eean;fhii E IMR Use of Fﬁq#:nn; Y
Region towater  COverage five/1000 saap washing
EDR 7480 44,60 259 5300 &7.50 2.20
COR ' 82.08 40,50 218 6000  B54.30 2.20
WDR B1.56 50.83 205 5300 7l . 240
MWDR 60,20 23.40 260 99.00 5590 1.80
FWDR 61.82 19.52 239 o453 5120 - 170

Source: District realth profife UNDP 2002, DHS 2008



Hand washing practices are further analyzed by socio economic status, caste and
ethnicity and leve! of education as shown by following figures:

Figure 1 : Hand waoshing status of women {15-93) years by thelr economic stotus

Hand washing practices of woman (15-49} years, NDHS 2006

D

&0

5‘“ .
d Mone
40 B 1-3 times
q 0 3-6 times’
O=gtl
2 6 times
1
ﬂ .

Pooresat Pocrar Mididle Richar Richast

Waoalth quintiles

Source: NDHE 2006, further onolysis by CHPRD

The figure 1 shows that the poorest section of the population usually do not maintain
their personal hygiene by hand washing {more than 60% none versus zero % more than
b times). [t increases with the economic status and the richest section of population
wash thair hands more frequently {> 6 times) than others.

Figure 2 ;: Hand washing status of women {15-49} yetirs by the caste/ethmicity

Har! washing practices by Caste/Ethnicity, NDHS 2006
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Similarly the figure 2 indicates that the fact that the hygiene practice is not only the
economy related issues but also depends upon social factars such as caste and ethnicity
of the pecple in Nepal.

The data displayed in the figure 3 shows that there is direct relationship between the
educaticnal status of pecople and the personal hygiene practices. The frequent hand
washing practices (3-6 times and > 6 times) is seen among those with higher educational
status.

Figure 3 : Hand washing status of women {15-49) years by their educational status

Hand washing practices by educational status, NDHS 2006
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Sowurce: NDHS 2006, further analysis by CHPRD

The data indicates that income level, education, cultural practices and availability of
water supply and basic sanitation should also be considered for effective diarrhoeal
disease prevention, which will reduce IMR and help achieve MDGs. These findings also
indicate that synchronized multisectoral effort along with health interventions targeted
at poor and uneducated will contribute towards equitable health outcomes.



Chapter 4
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Health system comprises of all erganization, institutions and resources whose primary
purpose is to improve health (WHR 2003). The health care systern refers to institutions
and resources involved in delivering heaith care to individuals, The goal of developing
an equitable health system is regarded universally as the biggest challenge for palicy
makers and planners. The distribution of health resource i.e. human, financial and
infrastructure within public sector and between public sector and private sector
demonstrate large variations and coulld be regarded as inequitable. Despite the health
reforrms taking place over the last decade, inadequate progress has been made in Nepal
in building equitable health system.

Operational framework for measuring health system performance is of vital importance
for enabling equitable health system at National level as well as district levei. There are
severai frameworks used around the world for measuring heaith system performance
including WHO framework for health system performance as conceptuaiized in World
Health Report 2000™™®*, Taken together, these frameworks are a rich source of ideas
and approaches. Varicus frameworks have taken various approaches ; for example,
included goals related to health, health ineguities, coverage, financing, allucative
efficiency, technical efficacy, and cost containment. However, the most pragmatic
approach for developing countries such as Nepal is to start from the consideration of
which indicators are readily available and construct a performance assessment, which
indicates adequacies or inadequacies of available measures and key factors influencing
heaith system perfarmance.

In this study, we used the pragmatic appreach and started from measuring available
indicators. We adapted WHO framewaork and worked into input, health system functions,
intermediate results such as access and coverage and finally how they impact on health
outcomes as indicated by IMR.

Framework for performance assessment of health system

In this study, we also assessed health policies and strategies, which ferm the basis of
input, i .e. resource allocation atleast from public sector and tried to examine the equity
concern in health policies and strategies. Qut of the health system functions, we studied
inequalities in several aspects of service provision, public, private health services, human
resources, and health financing and health information system.

Similarly in the intermediate results we measured following:

. Access to heaith facilities

. Utilization of health services

. Distance and the time taken to reach health facilities and

. Service coverage specially related to MDG 4, 5 and HIV/AIDS
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4.1, Input

Review of Health policles and strategies in Nepal as regards equity focus

National Health Policy 19917 in its objectives includes ‘Increasing access to basic health
services 1o the rural people’ specifically targets women and children and with emphasis
on targeted efforts to the marginatized communities. However the policy does not
ensure mechanisms of secial inclusion in the planning and implementation of the health
policy.

Secand long term health plan 1997-2017" regards health as a human right and emphasizes
the need to improve health of the pepulation and provide equitable access, particularly
the mest vulnerable group of women and children, rural population, the poor and the
marginalized but the mechanisms for identifying the excluded group and providing
services to therm is not included.

The cbjectives of the 10" Five-year plan {2002-2007) and the PRSP, focuses an poverty
reduction and among other included targated approach to benefit women, socially
excluded groups, and aims to empower them.

The vision of the NHSP {2004-2003] is to provide egual cpportunity for quality health
services and the Health Sector Reform Strategy includes ensuring access to ERCS by
the poor and vulnerable and has outlined social inclusion strategies.

Since April 2006, conflict has ended in Nepal and paace has prevailed. Government of
Meral has made political commitment for health of the peaple at the highest leve! by
declaring "Basic Health as Human Rights" in the Interim Constitution of Nepal 2063
{2007} for the first time in the history of Nepal.

The objective of the ‘Three-year interim plan’ is to provide equal opportunity to all its
citizens for accessing quality health services through special programs targeted to low-
income group. It also includes programs to operatianalize the constitutional provision
of ‘Free Basic Health Service to all’ starting with the poor and socially excluded living
in the low HDI districts, women, people living in geographically difficult regions where
all the health indicators are low and also includes measures to mitigate the meantai and
physical problems for the canflict victims,

The goal of the Three year plan {TYP) to bring about improvement in the health status
of all the Nepalese population with provision of equal epportunity for quality health
care services to all through an effective and equitable health system and thus develop
heakhy and capable human resource for national development

These policy documents indicate that over the years, there has been gradual increase
in awareness regarding the provision of equitable access to health services which
culminates in three year plan that aims 1o operationalize the concepts of health as
human right.
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Resource for Health from public sector

Total health expenditure accounted for 5.45 percent of GDP in 1994/95”, the figure
increased to 5.7 percent in 2002/03. Unprecedented increase has been realized in
growth of health budget in 2007/08. The health budget as a percent of the national
budget increased from 6.4 in 200607 to 7.2 in 200708. The health budget increased
by 31.1 percant in fiscal year 200708 for the scaling up of the existing programs and
provisions of new programs and injtiatives such as free medical care to poor, maternity
incentives schemes and construction of health facilities. The health budget increased
dispropoertionately in the fiscal year 200708, in which national budget increased by
17.4 percent whereas health budget increased by 31.1 percent. These figures indicate
that attempts are made to match resources as per poiitical commitments; however,
the resources are inadequate to meet the needs of providing equitable access to health
services.

Table 5 Heolth budget as o percent of national budget

Health Budget Total National Budget

Health Budget Share %

{Billicn MNRs)
200607 143.91 9.23 6.40
2007/08 169.00 12.09 7.16
Change 2508 2.87 7.16
Change in % 17.43 31.08

Source: MoHB/HSRSP/RTI, 2007
4. 2. Health system Functions
4,2.1. Health Provision — Infrastructure

The health system is based on the administrative, political and developmental regions.
Mepal is divided into 5 developmental regions, 75 districts, 58 municipalities, 3913
Village Development Committees {VDCs) and 205 electoral constituencies. VDC is the
lowest political unit run by the elected local government. There is one sub health post
at the VOC level. Similarly, a group of ¥vDC comprises gne llaka or sub district. There
is one health post per llaka. There is ane PHC in each of the electoral constituency
where there are no hospitals. There is provision of at least one district hospital in each
of the 75 districts.

in the Ministry of Health and Population, there are altogether three departments
namely Department of Ayurveda, Department of Drug Administration 2nd Department
of Health Services responsible for service provision in the country. The Department of
Health Service is one of them, The overall purpose of DoHS is to deliver preventive,
promotive, and curative health services throughout the country. According to the
instituticnal framework of the DoHS and McHP, Nepal has four tiered health system
below the district tevel for providing primary health care. Institutions above
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district also provide specialized care. The Sub Health Post (SHP) from an institutional
perspective is the most peripheral institution for providing hasic health services, The
SHP is the point of first contact. It also acts as the contact point for the volunteer cadres
like Female Community Health Volunteers (FCHVs) as well as a venue for community-
hased activities such as PHC outreach clinics and EPI clinics. Each level above the SHP
acts as refarral, which js shown in the organogram below. This referral hierarchy has
heen designed to ensure that the majority of population receives public health and
minor trgatment in places accessible to them and at a price they can afford. Inversely,
the system works as a supporting mechanism for lower levels by providing logistical,
financial, supervisory, and technical support from the center to the periphery.



The Organizational Structure of the Department of Health Services, MoHP
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Table 8: Distribution of other health facilities by population ratio

Developmental Other Health
Region Facility/Population Ratip
Eastern 2463
Central . 2039
Western 1676
Mid western 1720
Far westarn 2162
National 10060

Source: Or. Boburam Muarasini, 2003. * Other health focility includes PHC, HP and SHP

Human Resource

The number of health workers available in a country is a key indicator of that country's
capacity to provide health care, It is necessary to consider the composition of health
workforce in terms of skills and training levels. Migration of health care workers is an
issue, which needs to be further studied. The internal movement of the workforce to
urban areas is common 10 all countries. The international migration is also an important
issue, which needs consideration from the perspective of measuring equity and fairness
in distribution of human resources. Since human resource ultimately deliver health
care, it is necessary to examine human resources situation specially the disparities in
distribution by number and type of HRH, which can provide indication of how eguitable
services is being provided by the health system. In this study we have collected
information on number and distribution of physicians registered in the Nepal Medical
Council by 2007, which is 7500, Out of which only about 1600 have been employed in
public sector in MOH and the rest are working in private and other sectors, doing
postgraduate training, working in others sectors and some especially younger groups
have migrated to gther countries. In addition, there are ten medical colleges and three
dental colleges, which are consumer of large number of physicians. Large number of
expatriate physicians especially in Basic Science and other non-clinical areas are also
employed in the private medical colleges.

It is generally known that in Mepal, there is very high rate of mobility and turnover
especially among doctors empioyed in Public secter. The records are not updated and
not available through public sources. Private sector human resource information is not
available easily. Therefore, we have relied on latest available published sources of data
for further analysis and determination of disparities.

Table 9: Distribution of Physicians by sectors

Description Mumber Percentage
Public Sector 1603 42
Private and NGO Sector 1144 a0
Solo or Group Practice 123 3
Residency or training 310 8
Not Active or retired a0 2
Expert Physicians 580 15
Total 3845 100

Source: Dr. Babu Ram Marasini, 2002

23



In addition to the physicians, there are other categories of health workers employed
in the heaalth secter in Nepal. Following table gives the estimation of overall human
resource situation in Nepal.

Table 10: Number of Health Workforce by Cotegories

Description Murmbear Percentage
Doctars 3845 ' 16
Nurses and Midwives 9000 3B
Paramedical and ather health workers 12000 48
Total 24845 100

Source: Or. Bobu Rom Marasing, 2003

The distribution of physicians by Developmental region is as follows;

Toble 11; Distribution of physicians by development regions

Physicians Physicians

evelppmental . ) ) Jotal Total Population per
oe -rEJf;ﬂ r ms'f:;glr' ¢ 'E'E‘EIQ sr physicians  population Fp l‘v,.'rz‘.E icia r‘?
Eastern 362 42 404 L389467 14,578
Cantral 224 247 471 6795105 14 427
Kathmandu Valley 709 497 1206 1604363 1,330
Westarn 155 251 406 4997463 12,309
Mid western a8 140 188 3242206 17,246
Far western 70 7 77 2283307 29,653
Nationai 1608 1144 2752 . 24,811,912 o016

Source: Dr. Bubu Rem Marosini, 2003

It can be seen that the best doctor population ratio is seen in Kathmandu valley followed
by Western Region. The worst situation is in Far western region. . This ratio is consistent
with the number of health facilities .The number of health facilities is lowest in the Far
western region from both public and private sector.

Human resources in district health system
As District health system is of vital importance because it provides health services to
almost eighty-five percent of the rural population, we have further looked into the

health worker populatieon ratio under the District Public Health services.

Health worker population ratio by categories of health workers and regions under
District Health Services is as follows:



Table 12: Health worker population rotio by categories of health workers and regions
under District Mealth Services

Regions Health Worker Category HW/population ratio

Eastern Development Region Doctor ‘ 1:43000
Nurse/Midwives 1:3000
Faramedical 1:2800
Doctor 1:47000
Central Development Region Nurse/Midwives 1:3900
Paramedical 1:3000
Doctor 1:36000
western Development Region Nurse/Midwives 1:3300
Paramedical 1.2700
Doctor 1:37000
Mid - Western Development Region Nurse/Midwives "~ 1:2900
Paramedical 1:2200
Doctor ' 1:40000
Far - Western Development Region Murse/ i id wives 1:3700
Paramedical 1:2800

Solirce: District Health Profite, UNDP 2004

The table 12 shows that the docter population ratio under the district public health
system is much worse than the average national figures in all the regians. The worst
ratio is in the Central Region. However Kathrnandu valley has the best Doctor Population
ratio on an average. These findings and disparities indicate that most of the doctors
are working either in secondary or in tertiary care facilities and in Private sector and
as such not available to the district health system, which generally serves large masses
of the rural population. Similarly, it can be inferred from this table that the district
health system is much better served by the paramedical staffs, nurses and midwives
who are providing Primary Health Care and essential health services and explain the
good coverage of immunization, family planning, antenatal care, as well as improving
IMR and USMR as shown by NDHS 2006.

4.2.2. Financing

Financing health in Nepal comes from private out of pocket expense, public sector i.e.
from the government, donar resources and NGO sources .As there are no published
authentic source to indicate NGO/private resglrces, we have further studied the
National Health account {2008) which includes infermation up to fiscal year 2003-04
d and NLSS (2004} data on health financing.

Comparisoh of Household and Per capita Health expenditure
Househald {out of pocket} expenditure is the biggest source of health expenditure in
Nepal, it actounts for 62 percent of Total Health Expenditure (THE). Government s the

second biggest source of funding, accounting for 17 percent of THE followed by official
donors {10%) and international not for profit agencies [11%). :
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Table 13; Sources of funding 2000/01-2002/03 {in million}
NMNHA Sources of

NS Code Healthcare Funding 2000/01 200102 2003/03
NS1 General government 3,519 4,680 4,195
NS2 Private (household) 13,095 14,572 15,569
N39 Rest of the World (EDPs) 5,335 4,707 5,149
Total 21,953 23,959 24913
Share of Sources
NS1 General government 16.00 18.50 16.80
NS2 Private (household} 59.70 60,80 62.50
NSS Rest of the World {EDPs) 24,30 19.60 20.70
Total 100 100 100

Source: Prasol et of. {2007)
Household Expenditure on Health Care
Qut-cf-pocket {(O0P) payments are the principal means of financing health care

throughout Nepal, it accounts for 62 percent of THE. . Nepal Living Standard Survey
(NL5%) 2003/2004 reveals the follow scenario:

Table 14: The per capita household expenditure on heaith in a months stratified by the
wegith mdex

Mn_dern Traditional
Quintiles medicines and medicines Total health
health care and health expenditures
{code=237]  care {code=238)
Poorest quintile _
Mean expenditure per person NRs 10.34 041 10.75
Share of household budget spent on heatth (%) 2.52 0.1¢ 263
2" quintile 1
Mean expenditure per person NRs 19.60 1.00 20.56
Share of householy budget spent on health {%) 3.19 0.16 3.35
" quintile
Mean expenditure per person NRs 34.20 1.14 35.34
Share of household hudget spent an heaith {%) 4.07 0.14 421
4* guintile
Mean expanditure per persan NRs £2.10 2.10 5d.20
Share of household budget spent on health (%) 5.09 0.17 526
Richest quintile '
Mean expenditure per person NRs 253.29 2.25 255.54
Share of household hudget spent on health {%) 7.20 0.06 1.26

Seurce: NLSS-J, C85 (2004)

COP budget shares indicate that the hetter-off individuals spend a larger share of their
budget an health care. The richest individuals, on an average, spend 7.2% of the household
budget on health care, while the poorest spend only 2.6 %. The richeast spend
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25 times maore than what the poorest spend on health care. It is evident from the table
8 that share of health expenditure increases with the increase of income.

In general it can be concluded that better-off individuals can respond to health problems
with the purchase of health services while the poorest of the poor though they suffer
most as shown by earlier data cannot afford to divert resources from their very
constrained budgets which indicate that poor pzople have to compromise either in
quantity or in gquality of services.

Disaggregation of household expenditure by gender shows women spent less share of
their household budget on health care in comparison to their malg's counterpart except
in the richest quintile. In fact women of child bearing ages need more expenditure than
males but in practice, a male of aged 16-50 years spend NRs. 59.00 in a month on health
care campared to NRs. 53.78 in case of a female of same age group. This indicates the
inequality in the distribution of health care expenditure. Table 15 shows the details of
the household expenditure by gender and age groups.

Tuble 15: The per copita household expenditure on heolth in @ month stratified by age and sex

Age groups Males Females
0-5 years

Mean expenditure per person NRs 48.78 45.45
Share of household budget spent on health {%) 5.01 5.08
6-15 years

Mean expenditure per person NRs 64,98 57.14
Share of household budget spent on health {%) 5.66 498
16-50 years

Mean expenditure per person NRs 53.78 59.00
Share of household budget spent on health (%) 3.65 4.00
Over 50 years

Mean expenditure per person NRs 69.44 58.95
Share of household budget spent on health (%) 4.45 3.78

Source: NLS5-II, CBS

Resource allocation and Financing

The resource allocation at the sectoral level has been basically guided by past
performance, project reguirements in terms of time and obligation and absorptive
capacity of the sector. Similarly, more recently absorptive capacity of the districts and
pravalence of a diseases and peneral performance of a district have been used as criteria
for resource allecation.™

Per Capita Public Health Expenditure by ecolagical belt

The national average per capita public expenditure varies in mountain, hill and Terai. The
public expenditure in Terai is Rs.100 in 200506 compared to Rs.156 in Hill and Rs.261



in Mountain Prasai et, al., HSR-SP/RT), 2007. The distribution seems equitable because of
the nead for higher cost of transport and persannel in the mountain region.

Per Capita Public Health Expenditure by district and developmental region

The Human Development Index is a composite index, which includes literacy, life
expectancy and per capita national income and thus HDI status provides some indirect
indication of the paying capacity of the population for the health services in that
particular district the HDI, PPEH and GDP for all the districts are included in Annex §.
Therefore, it implied that |ogically, for attaining fairness in financing districts with higher
HDI should be having lesser PPEH and district with low HDI should he having higher
leve] of PPEH. Analysis of Per capita Public Health expenditure at the district level with
Human Development Index it reveals as shown in figure 5.

Figure 4 ; Resource allocation ot district level by HDI values

PPEH by HDI at the district level
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The figure shows that though some attempt has been made to allocate more resources
to remaote districts and attain fairness in financing, the pattern is not consistent. The
high PPEH in Kalikot, Mugu, Manang and Mustang seems fair. However, there are some
high HDI districts for which PPEH is also higher and some low HDI districts are getting
lower PPEH, which alsg seems unfair.

Table 16: The district wise alfocation and comparison of PPEH with

o th Districts with range of PPEH in (U5 §}
Districts with HO| range {15 1_35 235 Tc:-tar

R 15
2 2%, - 6 . 44
8 VR 2 16
[ R - 75




Simitarly, though some low HDI districts are also petting more PPEH, which seems fair,
some higher HB districts are getting more PPEH, which seems unfair allocation. However
in all the allocation total amount of PPEH at district level is inadequate compared to
the Cormnmission on Macroeconomics and Health {CMH) recommendation of 24-34
dollars. In this context, though health is regarded as one of the fundamental human
right, the resource allocation for health sector has neither been adeguate nor fair.

Therefore, efforts should be made to increase overall spending in health sector and for
fair allocation. Only HDI criteria may not be adequate because of transportation cost
and unavailability of private and other sectar providing health services in remote areas.

Health Information System

Health information system is one of the very important components of health system.
Health information system should be sensitive enough to show the level of disparities
in health infrastructure, leve| of servicas provided, type of services, type and number
of human resources and amount of resources spent on health at various level 1.e, at
the level of institution, district, region and national level. It should also be able to
indicate which groups are accessing services and which are left out. in this context, the
health information system in Nepal is examined frem equity perspective and the findings
are as follows:

+ Management Information System [MIS}

MIS in Nepal is well developed and contains vast amount of data on service statistics.
It contains coverage data of all the programs run by MOHP at National, regional
and district level. So far it does not analyze data by caste and ethnicity. However,
some pilot studies are going on for future inclusion of caste and ethnicity in MIS.
Cther components of MIS are Logistic Management Information System, which
collects information on logistics and supply slde of health system at various levels.

* Financial Management Information System (FMIS)

Financial Management System data maonitors the amount of rescurce allocated to
districts, regions, and programs at central level and spending of the resources.
However, it is extremely complex and does not integrate all the rescurces going to
districts for various programs. Therefore, it is difficult to assess whether resource
allocation is equitable or not.

» Other sources of Health Informatlon
DHS Surveys
Periodic DHS surveys done every five years are very good source of data 1o supplement

MIS data. Over the years DHS has evolved and collects selected data by regions, sub
regions and national level and alse analyzes data by wealth quintile. Further analysis of
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DHS 2006 data has been done in this study and also subsequently by New Era, which
include variables such as caste and ethnicity also. These further analyses give indication
of the extent of social exclusion in Nepal.

Census

Census is the most important data for estimating population and ather vital information.
Cansus also provides very high quality data on population, demography, births, deaths,
and ethnic and caste related information, socio economic status, level of education and
data on other sectors. The census is carried out every 10 yaars, However, census does
not contain health service related information.

Vital Registration System

Vital registration system is the most important system that reports birth and death.
The system has been operational in Nepal. The progress so far is very slow and data
is not complete. This system has not received the priority and importance it deserves,

Study of existing information in Nepal indicates that available data sources in Nepal
provide reasonably good indication of process indicators against the set targets
quantitatively. However, quantitative data does not give full picture of the circumstances
leading to inequitable health ocutcomes. Areas such as identifying access, quality of
sarvices, client satisfaction, social inclusion and data related to health and poverty are
not captured by the system. Both the existing monitoring system and information
management system are not designed for equity targeting. Similarly, it is also not
designed to monitor distribuwtion of health rescurces, infrastructure and human resources
necessary for designing health system, which provides equitable access ta its population.



4.3, Intermediate results

4.3.1. Access and utilization

Access is analyzed in terms of the geographical accessibility by travel time, and the use
of particular types of the health facility by poverty levels of people.

Utilization of particular types of the health facility by the Wealth guintiles

The figure S reveals that majority of the prorest section of the community seek health
services mostly fram community health workers followed by the Sub health posts and
the health posts rather than the hespitals, and PHC. In contrast, large section of the
rich people seeks health care services from hospitals {government or private). In this
cantext the abolition of user fees at HP and SHP is an important step towards providing
eguitable access of health services to the poor. .

Figure 5 . Health seeking behavior

Use of particular HF by wealth quintiles
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Geographical accessibility of the available services by certain stratifiers

The figure & reveals that there is problem in accessing health services in the mountain,
and hilly region of the country in comparison to the Terai region.



Figure & : Service occessibility by eco belt
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in the mountain areas, only about 40% of the people are in access of services in less
than of 20 minutes, which contrasts to around 50% in the hill and almost 80% in the

Terai regions.

Figure 7 - Service accessibility by the paverty quintiles
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The figure 7 shows that health services are more accessible to the better off
persons/households than to the rest of the population. It can be seen in the figure 7
that almost 80 percent of the richest quintiles of the population are at distance of less
than 30 minutes and only around 50 percent of the poorest are at this distance.



Trends in the utllization of health services

Owver the past ten years period, significant changes can been found in the utilization of
the maternal and child health services in Nepal.

Figure 8 : Trend in utilization aof services gver 10 years
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Source: Annugl Repart, DoHS 2005/2006, further analvsis by CHPRD

In the year 2006, the ANC-l service users have been increased from around 20 percent
in 1996 to almost 80 percent, skilled attendance at delivery from less than 10 percent
to more than 20 percent, and CPR from around 30 percent to 40 percent. {See Annex
7 for district wise utilization and coverage of the services). This increasing trend is In
ali the groups and has been further analyzed in the following sections.



Chapter 5
W eisy in MG insivators €, 5, HVAIDS

In this study we have analyzed indicators and targets related t¢ Maternal and child
health, nutriticn and HIV AIDS by stratifiers such as caste, ethnicity, region, residence,
health and wealth quintiles and levels of education We have further analyzed the data
to ascertain whether wealth guintiles make difference by educational level of the
mother, time trends, how service utilization affected by place of residence. As ‘Dalits’
are one of the most socially excluded caste in Negal, we have further studied to see
Dalits just being Dalits not utilizing the services, which is the stronger barrier; educational
status of the mather or the place of residence. We have also studied to see whather
one caste is disadvantaged across all or most of the indicators, how different indicators
compare across wealth quintiles and which indicators reveal the greatest disparities
The results are as follows:

5.1 Maternal Health status by the process indicators: service coverage

Though Antenatal care is not included in the list of performance indicators, we have
included in our study because, antenatal care that a mother receives during her
pregnancy is important for the well being of both the mother and her child and gives
indication regarding the contact of the mother with health services.

5.1.1. ANC- IV statuses by all the stratifiers

The frequency of ANC is important in assessing the quality of antenatal care services
that is being provided to the women in community. In the context of Nepal four times
ANC visit is regarded as the minimum numbers of visit that is prescribed for every
women during her pregnancy. That is the reascn for further anaiyzing ANC-IV visits.

Time trend of ANC statuses over last ten years

In the last ten years significant achievement has been made in regard to the ANC service
utilization although it is not sufficient. The following figure reveals that in the 1996,
almost 44% of the women were using ANC services and among them, just 11% have
had the reguired ANC visits i.e. ANC-IY but in 2006, the situation has reversed. Almost
74% of the women have visited at least one timas ANC and around 30% of them had
made the reguirad ANC visits.

Table 17 shows that ANC- IV status of mother varies with varicus factors like
castefethnicity, groups, place of residence of women, their educational statuses, wealth
index, region, ecclogical regions and 5o on.



Tatble 1 7: ANC-IV status by ofl the stratifiers

Stratifiars Years

Class Levels 1996 2001 2006

Caste Freq % Frem % Freg %
Upper Caste 133 158 286 20.7 07 4020
Janajati &0 7.l 212 111 348 I6.20
Dadit 14 23 54 8.2 204 1920
Relig.Minor 24 9.3 24 9.1 is  17.80
Prev.Janajati a8 34 81 413 81 5720
Others 112 o1 3z 9.4 24 2930
P- value 0.000 0000 £.000

Groups
Madashi Ly 6.20 101 9.20 az7s 2510
Non-Mardeshi 344 14.80 449 1530 841 31.80
Othars 112 2.10 34 9.80 32 2350
P- value 0.287 .00 £.000

Regions
Eastern g7 .40 187 17.90 266 20.20
Central 238 1660 236 15.40 414 3110
Western 115 13.10 172 18.80 211 2790
Mid west 47 .70 45 640 128 2480
Far west 19 4.40 40 g.00 170 30,770
F- valug 3,001 0008 &.000

Ecolegical regions
Mountain 18 530 22 B.1D 80 17.60
Hill 255 13.70 302 1520 517 20.80
Terai 234 10,70 365 1520 821 2030
P valus &.000 0.008 0.000

Residence
uUrban 97 34.80 151 4880 278 5180
Rural 410 10.00 528 12.00 920 256.10
- value 0071 D oD

Wealth guintile
First WA NA 57 480 31 10.50
Second NA NA 51 S50 174 20.20
‘Third WA NA 110 1190 224 17.60
Fourth NA NA 157 1700 285 3800
Fifth NA NA 314 4430 415 6030
P- volue 8.000 0.000

Educational status
No education 258 7.40 265 770 380 16.10
Primary o0 17.60 o 10.20 264 3560
Same secondary 125 36.00 250 4400 347 5350
SLC and above 3 73.00 38 5460 206 §7.00
P- volue 0,00 G000 Q.00

Source: NDHS 1986, 2001, ond 2006, further analysis hy CHPRD

The use of ANC services for four or more times in their last pregnancy is sighificantly
different from one caste to another in both the years 2006 and 2001 though it was less
in 1996, Women from the privileged Janajati and so called upper caste are almost 3 timas
more likely to receive ante natal care services for four or more times. The ANC-
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IV service utifization trend over the last ten years shows improving trend difference.

The use of antenatal care services for four or more times is significantly diffarent {p=
0.000) among the Madhest and Non-madhesi women in the year 2001 and 2006. In
the year 2001, only about 9 percent of women from Madhesi community had received
four or more antenatal visit in comparison to the 16 percent Non-madhesi however in
the year 2006 the gap is reduced.

The use of antenatal care services for four or more times is strongly related to the
mother’s level of education. Women with SLC and higher |evel of education are more
than five times more likely to receive ANC-1V (87 percant] than women with no education
{10.5 percent) in the year 2006. It is even higher in the years 2001 and 1996; 10 and
8 times respectively. Almost half of the women in urban areas have received four or
more antenatal care services both in the years 2006 and 2001 but that in the rural area
is less than half and one third respectively.

The gap of the first and the fifth qui.ntiles in utilizing antenatal care services for four
of rmore times in the year 2001 and 2006 are almost 10 times and & times respectively.

Time trend of ANC statuses over last ten years

Figure g : Time trend of ANC statuses over lost ten yeors
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The figure 9 shows that in the last ten years significant achievement has been made in
regard to the ANC service utilization. The following figure reveals that in the 199¢, almost
44% of the women were using ANC services and among them, just 11% have had the
required ANC visits i.e. ANCHY, 2006, Almost 74% of the women have had visite




at least one times ANC and around 30% of them had made the required numbers of
the ANC visits.

Further analysis of the trend of ANC in relation to the educational status of women
reveals foillowing scenario:

Figure 10 : Time trend of ANC- IV by educational status pver ten pedrs

Time trend of ANCITV by edhacational status ¢ver ten years
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it can be seen from the above graph that utilization of antepatal care has been increasing
in women with all level of education including among those with no education. The
increase has been maximum in the primary education group.

‘These data have been further analyzed to see how two forms of social determinants
might interact and the issues which have been further analyzed and their findings are
as follows:

Do wealth quintiles make difference in the utilization of ANC services by educational
level of the mother?

Figure 11 show that there is a further gap in the utilization of ANC services among
women with various level of education determined by their wealth quintiles.

Almost ninety percent {87 parcent) of the mother with the educational level of 5LC and
more are utilizing ANC-1V services, only about 50 percent of them with same level of
aducation from the poorest weafth quintiles are utilizing it in 2006. Almost 7 % of women
in the lowest wealth quintile with low education are utilizing ANC compared to




30% in the wealthiest guintile. These findings indicate that lack of education is the
bigger barrier than wealth status.

Figure 11 : ANC-IV coverage by educotionol stotus and wealth auintifes of women
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5.1.2. Deliver care

The delivery services are provided to protect the life and health of the mother and her
child by ensuring the delvery of baby safely. Though it is universally recognized that
every pregnancy is at risk, some risks of mortality can be reduced by ensuring proper
medical attention under hygienic conditions during delivery that prevents/ reduces risk
of compiications and infections that may cause death or serious illness either to mother
or to the baby or to the both through skilled attendance at delivery and institutional
delivery.

Place of delivery by all stratifiers

Table 18: Status of institutional delivery by oll the stratifiers

Stratifiers Years
Level Iasses 159 ﬂﬂl ZﬂﬂE

Eastern &7 1.20 142 B.BD 199
Central 152 11.30 237 10,30 437
Western 66 7.40 103 8.20 179 17.40
Mid west 19 2.70 20 2.80 96 13.60
Far west 17 390 42 570 (1] 250
P.velve 0.000 0.000 - RO0G
Eco bhelt
Mountaln 7 2.00 i7 3.20 1 6.30
Hill 168 9.00 246 B60 473 20.50
Teral 156 7.20 291 §.20 475 17.00
Pyalue 0.000 0.000 0.000
Wealth quintiles
First MNA NA 36 .00 61 £.30
Sacond NA NA, a0 2.60 109 9.30
Third MNA, NA 64 A.60 135 1190
Fourth HA NA 101 7.70 214 2170
Flith NA NA 114 327 481 55.00
Pyolur : .00 0.000
Caste/Ethnidty
Upper Caste 133 10.60 229 11.50 400 24.00
Janajati 56 4.0 161 5.80 240 - 14.10
Dalit i0 .50 46 A.60 171 11.10
Redlg. Minar 11 4.40 25 5.90 a5 12.20
Prevjanajati 58 29.00 70 2690 &7 4790
Others 52 5.00 23 4.70 383 - Nil))
P-volus 0.008 0.000 0,000
Terai Groups
Madeshi 3 31.20 99 1390 222 12,30
Non-Madeshl 238 10.2¢ 107 &40 706 19.80
Others 62 5.00 329 2.00 51 29.30
P-value 0000 0000 0.000
Residence
Urkan 122 43.80 183 40.60 323 47 80
Rural 09 5.10 372 5.70 657 13.50
Pyshar 0.008 0.000 G
Educational status
None 132 3.80 192 3.70 254 7.90
Primary of ks 55 10.70 105 1080 190 1890
Somg sactndary 111 31.80 218 2860 293 .60
SCand Above 32 R 39 56.00 233 6740
P-value 2.000 0.000

Source: NDHS 1996, 2001, and 2006, further onalysis by CHPRD
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Table 12 shows the status of institutional delivery varied from one caste/ethnicity, place
of residence, region, wealth guintiles and their educational status to another.

Regarding delivery at institutions, there has been improvement by all stratifiers. Far-
Western region improved from 2.7 in1996 to 8.5 in 2006. Similarly, the institutional
delivery in the mountain increased from 2 percent in 1996 to & percent in 2006.
Regarding improvement by wealth quintile, the lowest quintile improved from 2 percent
in 2001 to 4 percent in 2006 compared to 32 percent among highest quintile to 55
percent. Dalits improved from 6 percent in 1986 to 11 percent in 2006, Surprisingly,
among women with SLC or above has decreased from 72 percent in 1996 to 67 percent
in 2006. This needs further investigations.

The trend of the institution delivery over the last ten years by caste shows that the
progress made is invariably large for privileged Janajati and others in the year 2006 in
comparison to athers although it is higher in al! the caste/ethnicity. The percentage of
women who had delivered their baby at the health institution is 67.4 among those
whaose educational status is SLC or more and it is only-8 percent for the illiterate
{uneducated) women in 2008. It was 56 percent and 3.7 percent in the year 2001 and
72.2 percent and 3.B percent in the year 1996 respectively. It shows that the gap is
narrowing over the course of time, which is further illustrated by the figure 15.

Figure 12 : Time trend of institution delivery by educational status over ten years
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Source: NDHS 1996, 2001, and 2008, further anafysis by CHPRD

Similarly, the institutional delivery is better in the hilly region {almost three times to
the mountain}, in comgarison to others and is in the increasing trends in all regions.

The decision for choosing the place of delivery is strongly related to the place of
residence of the mothers. Women in urban areas are almost four timeas more likely to
deliver their baby in the health institution than in rural areas in the year 2006 and it
was almost eight times in the year 2001 which indicates improvement among rural

women.




How is service utilization -affected by the place of residence in regions?

Figure 13 ; Institution delivery by region and residence
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In the figure 13, it can be seen that the inter-regional gap in the institutional delivery
status is large. Only 6 percent of the rural women in Far Western regions are supposed
to delivering their baby in the health institution whereas 30 percent of the wormen in
urban areas even in Far Western Region are delivering their baby in institution. It
suggests that if the services are accessible in the rural areas also (as in urban areas);
there is greater likelihood of utilization of the services.

SBA/ TA by all stratifiers

Delivery care from a trained provider during delivery is recognized as ¢ntical for the
reduction of maternal and neonatal mortality. Babies delivered at home are usually
more |ikely to be delivered without assistance from a health professional, and vice

versa.




Table 19 Status of the Skifled/trained Birth Altendants during defivery by alf the stratifiers

SBA by all the stratifiers

2001
Central 175 12.20 297 12.890 448 24.70
Waestern 75 850 146 11.50 207 20,10
Mid west 28 4,10 43 4.10 100 14.20
Far west 22 5.10 57 7.70 77 9.60
P-vmine .00 .0 .00
Eco belt
Mountain 10 2.80 21 3.90 34 7.10
. H 136 10.00 314 10,90 514 22,70
Teral 197 9.10 422 11.80 489 17.50
Paralue 0.000 G000 D00
Wealth quintiles
First MNA NA 47 2.e0 &8 4,80
Second NA NA 54 3.50Q 119 10,00
Third NA NA 103 740 140 1240
Fourth MNA MA 146 11.10 2Zb 23.00
Fifth MNA PeA A07 4250 484 57.80
P-vole 0.000 0.000
CastefEthnicity
Upper Caste 154 12.30 318 16.00 427 25.60
Janajati L] G40 220 7.90 253 14.30
Dalit 15 040 67 6.50 1932 12.40
Relig.Minor 15 5.90 1n 130 38 13.10
Prav.Jana)atl &1 30,70 82 31.50 1 49_ 9]
Others 72 6.40 a8 7.80 38 39.10
P-value 0.000 0.000 0,000
Terai Groups
Madeshl s 4.70 153 2.20 230 12.70
Non-Madeshi 276 11.80 452 1090 755 21.20
Others 78 .40 4q 7R.00 53 30.20
P-value 0.000. 0.026 0.000
Resldence .
Urkan 129 46,50 2726 50.30 342 5060
Rural 263 &40 331 8.10 695 14.30
P-value 0.600 0.000 0.000
Educational status
Nong . 156 4,50 269 5.20 274 8.20
Primaryorkess 73 14.50 137 14.10 208 20.60
Some secondary 128 1670 301 39.60 310 3660
SLC and Abowe 35 77.20 49 70.30 245 71.14
P-valua 0.000 0.000 0.000
National 393 9.0 757 10.8 1037 187

Source: NDHS 1996, 2001, and 2006, further analysis By CHPRD

Table 19 shows that the percent of home delivery attended by the skilled ftrained service
provider varies from ong 1o another region in the country. 1t is the highest in the central
developmeant region.



In the mountains, it is almost one third (7.1 percent) of that in the hills {22.7 percent)
in the year 2006 however it is increased by almost 2 times from that in the year 1996
{2.9 percent).

The percentage of births assisted at delivery by SBA/TA is invariably high inthe urban
areas (50.6 percent versus 14,3 percent in the year 2006), which is most prebably due
to the high institutional delivery status. [t has increased in the rural areas from .4
percent in 1996 to 14.3 percent in 2006 in comparisan to that in the urban areas {from
46.5 percent to 50.6 percent).

In the figure 14, SBAs are more likely to be used in the delivery of women from the

fifth quintiles {57.8 percent) in comparison to that of the poorest women {only 4.8
percent).

Figure 14 : Status of the Skilled/trained Birth Attenduants during delivery by wealth quintiles

SBA at delivery by poverty quintiles, NDHS 2006
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There is strong relationship between the caste/ethnicity of the women and the SBA at
the delivery. Only about 12 percent to 14 percent of the Dalits, Religious minerities and
Janajat] women were attended by the skilled/trained birth attendants whereas it is 50
percent in the Privileged Janajati and 26 percent in the so called upper caste in 2006,

Among the Madhesi, only 12.7 percent women are using SBA at delivery in comparison
to the 21 percent among Non-madhesi however it is still a great achievement among
themn from the year 1995 when it was 4.7 percent, which is further illustrated by the
following graph.



Figure 15 : Time trend of S8A at delivery by caste over ten yeors
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Are Dalits {just being Dalits) really not utilizing SBA at delivery?

The figure 16 reveals whether tha Dalits just being Dalits are really not utilizing S84 at
delivery or there are aother factors that are making these groups not utilize the services.

Figure 16 : S8A at delivery by caste/fethnicity and place of residence

SBA delivery by caste and place of residence, NDHS 2006
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The fipure shows that Dalits in the urban areas are utilizing less Skilled Birth Attendants
at delivery (28 percent) than privileged lanajatis (36 percent] in the rural areas which
is much higher than the national average which is 17 percent and also higher than
Bramhin/Chhetri in rural areas which is 19 percent only, These data shows that it is the
availability and accessibility of SBA that determines utilization rather than castefethnicity.

Which is strong barrier; educational status of mother or place of residence?

There is a large gap in the deliveries attended by SBA/TA in between the uneducated
women and women with aducational levei of SLC or more.

Figure 17 : SBA by educationol stotus ond place of residence

SBA at delivery by educational status and residence
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Source: NDHS 1996, 2001, and 2006, further anafysis by CHPRO

Among the uneducated women it is only 8.2 percent in 2005 whereas it is almost 71
percent among the women with educational level of 5LC or more. However there is
positive change over the last ten years among the uneducated women (8.2 percent
from 4.5 percent) whereas it is negative change among the women with 5LC and more
{71.14 percent from 77.2 percent).

In Fact, the educational status of women has greater role in the utilization of SBA however
there would be many other factors like geographical distance, greater costs associated
with it, unavailability of services etc. that may compound the barriers to access



SBA in the community. Figure 17 show that in the urban areas, almost 25% of even
uneducated women are utilizing the SBA at delivery whereas in the rural areas it is only
7 percent. Similarly, in the rural areas, enly €0 percent of women whose educational
level is of SLC and more are attending SBA at delivery compared to 90% in the urban
dareas.

5.1.3. Birth Preparedness Practices- 2006

Though birth preparedness is not included in the list of MDG process indicators, birth
preparedness is an effort to make every pregnancy and delivery safe, The fact that
every pregnancies faces risk demands timely access to skilled care during preghancy,
childbirth and post partum period. Birth Preparedness has been a very important factor
in ensuring safe delivery. Too, often, however their access to care is impeded by three
delays i.e, delays in deciding to seek care, delay in reaching to care [facilities) and delays
in receiving care. Birth preparedness is believed to reduce two out of three delays in
getting delivery services (Department of Health Services, 2006a). Therefore we have
included this component in cur study. Birth preparedness is analyzed by several stratifiers
as reflected in table 20.

In the year 2008, almast 46 percent of the women had not done any preparaticn at all
during their last pregnancy in the past five years. When the developmental regions are
anaiyzed, the condition is worse in the western part of the country. Birth Preparedness
is less likely to ba done by uneducated women by almost ¥ times than those whe had
the educational level of 5LC and more. Similarly, women in first guintile are less likely
to adopt Birth Preparedness compared to the women in the fifth quintiles,



Table 20 Specific Birth preparedness by alf strotifiers

Stratifiers Preparaticns done for
Money Transportation Blood donor  Health workers  SHDE

Level Classes

Upper Caste 456 36.30 1 170 5 040 2 180 133  10.60
Janajati 475 35.80 19 150 NA NA, 78 590 135 1020
Dallt 402 3790 (.70 NA HA 2.80 M L60

i 0 a0

Relig.Minor 73 3830 2 Log NA NA 6 340 15 R0
5 B
2 2

First 169 17.70 1 0J0 NA HA 13 130 4 480

Second 280 3260 4 040 MNA A 41 480 91 10.60

Third 323 A0.00 5 0&0 NA HA 33 410 2} 10.80

Fourth 334 480 244 330 1 . 19 230 85 11.50
a

Urban 79 s240 12 220 8 150 20 3.80 35 650
Rural 1228 23450 45 130 3 -010 124 350 333 950
P-Value 0.500 074 0.000 0.783 o.031
Mowntain 77 2260 2 060 1020 7 210 22 65D
Hill 527 3110 15 090 E 050 33 200 134 B00
Terai ©OO08 4480 39 190 3 010 104 510 213 1040

0.007
Madeshi 576 4490 17 130 NA NA 8 670 136 1060
Hon-Madashl 373 3310 37 140 0 04D 4 200 228 &70
Others 58 4370 2 180 NA NA 4 2110 5 360

P-Verlue 0.000 0.573 0.068 2.000 0.013

Noeducation 688 293D
Primary 27 36D 10 140  NA
Some secondary 353 51.7018 220 [H 0.00
SLC and Above 187 66.30 17 49 10
P-Volire 0.008 - 0.000 .
Sewurce: NDUHS 1996, 2004, and 2006, further analysis by CHPRD

i

.23 3 7S 1006
L450 - 116 17.00 .
18 510 39 1330
Q000 o000



Further analysis of Equity in Maternal health Status
Is one ethnic group disadvantaged acrass all (or most) maternal health indicators?

Table 21 shows that Dalits ethnic group is consistently well below the average level and
is the most disadvantaged in all the indicators whereas Privileged Janajati seems the
maost advantaged.

Table 21; Moternal Health indicators by ethnic groups

ANC-IY Institution delivery EPF [at least one]

National Average 29.50 17.70 18,70 54.20

Source: NDHS 2006, further analysis by CHPRD

The Bramhin/Chhetri; so calied upper caste group seem relatively advantaged but is
still behind the privileged Janaiati {(Newar and Thakali) and others in most of the
indicatars,

How de different indicators compare across wealth quintiles

The following figure establishes the fact that there is a big gap in the maternal health
status of women who are from the poorest wealth quintiles and those who are from
the richest quintiles however the size of these differentials varies depending upon the
indicator.

Figure 18 Muaternaj heolth indicators by the weolth quintiles

Maternsal indicators by wealth quintiles, NDHS 2006
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ln the graph, almost all indicators show steeper gradients except for BPP. The institutional
delivery and 5BA are close almost at the same level, which is the evidence that the
trend of institutional delivery increases skilled attendants at delivery.

Which indicator reveals the greatest disparities in maternal health?

Amaong the four indicators of maternai health, utilization of ANC-IV service seems to
be affected the greatest by the fevel of education. Ameong the women whose educational
status is 5LC and more, ANC-IV services utilizaticon is invariably high (> 80 percent) in
comparison to those who are illiterate {<20Q percent). Similarly, 5BA, institutional delivery,
and BPP are higher among women with higher level of education.

figure 19 : Maternal heaith indicators by level of their educational statuses

Maternal Health indicators by level of maternal education,
NDHS 2006

Source: NDHS 2006, further analvsis by CHPRD



5.2, Child Health status by the process indicators: service coverage
5.2.1 Immunization

The MDG target for child health is a 2/3™ reduction in under five mortality and 1/3™
reduction in Infant mortality by 2015 AD. Though the process indicators included in the
list for Nepal include DPT3 and measles immunization, we have included BCG also,
which is an indicator for access to services for children.

Table 22 shows that the immunization coverage is in the increasing trend aver the last
ten years especiatly in the Far Western region where it was around 50 percent for all
the antigens [BCG- 59 percent, DPT3- 38 percent, and Measles- 49 percent] in the year
1996. In 2006, coverage of all antigens is around 80 percent in all regions. The Mid
Wastern region seems to be the most disadvantaged.

in comparisen to the mountainous and hilly areas, the coverage of all the antigens is
bettar in Terai region. In case of measles, it is more prominent.

The children from privileged Janajati group are more likely to be immunized than the
Dalits children. Though the immunization coverage is 100 percent amang the privileged
Janajati group, it is B9 percent in case of Dalits for BCG and 85 percent far DPT3. The
variation in the coverage by group reveals that the gap is small in between the Madhesi
and Non-Madhesi groups, and place of residence. However, there are significant gaps
in the coverage by educational status of mothers. Children of educated mather are
more likely ta be immunized than those of nane educated especially in case of measies.

Though, immunization services in Nepal is totally free, the gap in the immunization
status of children by their wealth quintiles is however naticeable. It is almost by 21
percent in measles and OPT3 and 13 percent in BCG between the richest and poorest
wealth quintile in 2006. The variation is also highly significant at {p=0.000). These data
indicate that much more targeted efforts shouid be done to attain universal immunization
by reaching the poorest of the poor.



Table 22 Percentage of children age 12-23 months who received specific vaccines at any time
before the survey faccarding to immunization card or mother’s report, by all the stratifiers

Stratifiers Years

1995 2001 2006
BLG DPT3  Measles BLG CPTY Measles BLG DFT3  Measles
Regions Levels

Eastern R0B0 5770 6330 o253 3100 7340 94,00 9090 3800
Central 7780 5200 S4.80 24490 R7A0 8510 93,14 8700 3100
Western B1.20 62,50 56.80 Basc 7210 68.00 57.80 920 3930
Mid west 7060 5100 5580 2170 MO 7620 858.40 g§230 24.00
Far west 582 31 4%.10 f9.60 B0 BF3ID 9230 8430 5380
P-wvalue .00 00 0.00 .00 [120i) a.00 200 2.00 I.0&

Mountain 54,90 44.00 4980 7300 6650 ¥2.80 8810 76.50 745D
Hill 72110 58.10 8260 8330 7680 V340 8050 8630 B39O
Tetai 76,80 4590 5200 8650 6830 BRH 9710 5380 E3.20

Female FRH 5220 5400 8300 7020 BRI 9170 3720 8280
Puvalue 022 a2 0.35 .07 12 010 027 .18

Relig.Minor 5470 1910 25.00 47.00 4340 4630 9630 86.20 7130
Previanajatl 8790 7500 78.10 97 R0 8770 8750 10000 9520 9620
Others . 7230 4210 4250 200 5660 5170 100.00 100.00 9240
P-value a0 000 0.0 oy 000 0.00 400 0.0 .00

" Educationad sttus

Koeducation 7207 487% 5100 7970 6430 &350 9040 £220 770
Prsmaryorless 2833 69.00 65,00 5440 8780 BAGO 9470 9440 8920

Somgq secondary 5760 79.00  87.00 . 9300 3440 5.70 10000 9940 95,40

SLCand abowe 10000 10000 10000 10000 1000 10000 9930 900 9930

P- Vadus am 0.00 on 200 0a 0.00 aof 06 0.00
Source: NDH3 1996, 201 and 2008, further analysis by CHRRD



Does literacy status of mother affect the immunization of children?

Table 23 shows that children from richest quintiles are immunized more in comparison
to that from the poorest quintiles. Though there is no significant difference in the
imrnunization status of children for BCG by the literacy status of mother, it is significant
for DPT3 and measles. Among the children of literate mothers the coverage for all the
antigens are arcund 90 percent but amang the illiterate it is less.

Tahle 23: immunizagtion status by wealth guintiles and mothers’ literacy statuses

Weaith guintiles Literacy
First Illiterate 8291 7085 6935
Literate 50.91 91.07 87.27

P- volus 0.103 0.0 2.005

“Third Iliterate 93.60
Literate 100 .00
P volue

Fifth lliterate 96.43 9643 89.66
Literate 97 66 o5 88 9535
P volue 0.551 0,633 02185

Sourcer NDHS 2006, further anglysis by CHPRD

5.2.2. Nutritional status

Nutrition is included in MDG goal of eradicating extreme poverty and hunger and the
indicator is the prevalence of under weight children. Malnutrition is the direct result
of insufficient foad intake or repeated infectious diseases or a combination of both. It
can result in an increased risk of illness and death and can also resuit in a lower level
of cognitive development. As a measure of under weight we have used HT/Age,Wt/Age
and Wt/Ht

In the table 24, each of three nutritional indicators is expressed in standard deviation
units (2- scores) from the median of the reference population. Children whose height-
for-age z score is below minus two standard deviations (-2 S0} from the median of the
reference population are considered short for their age {stunted} and chronically
malnourished. Similarly, children whose weight-for-age is below minus two standard
deviations {-2 5D} from the median of the reference population are tlassified as
underweight and children whose z scores for weight-height index are below minus two
standard deviations {-2 5D) from the median of the reference population are considered
to be thin fro their height {wasted),



Table 24 The percentage of under five children diassified as moafnourished aecording to three
anthropometrics indices of nutritional status: stunting, wosting ond underweight by all the
stratifiers

Shratifiers Years

Class Levels 15995 001 2006

Regions HifAge Wt/Ht Wifage HtfAge WifHt Wtlage HtfAge WHHE Wilage
Eastern 383 1020 3800 4450 780 4100 4030 1010 329
Central 509 00 4830 5230 1250 5170 50400 1380 3820

Westarn 50.0 itz 473 5030 70D 44.7] 5040 1090 3850

M west 1.0 1150 4380 5330 820 5220 5780 1160 43.40

Far west 53.2 165 5630 5370 1129 S0 5250 16F 4370
Eco belt

Mountaln 5660 1360 5320 6130 620 4950 62,30 540 4240

Hill 48.70 930 M4Ap 5270 R 4530 503 340 3320

Teral 46.90 1260 4821 4210 1340 50.60 4530 16.60 4230
Wealth quintiles

First - NA A, HA NA HA  NA 6160 1150 47.00

Second WA NA NA KA WA MA E490 1520 4600

Third NA WA A MNA HA  NA 5040 1520 4170

Fourth KA NA  NA MA  NA  NA 3980 1280 3100

Fifth NA NA, NA WA MA HA 3090 F.oo 18.30
Residence

tirban 35.40 580 25.B0 3570 B20 330 2510 750 23.10

Rusal 49.30 1160 4810 5159 870 4940 5113 1330 0 207
Educational status

More S2.40 1220 5110 S4.90 1080 5310 SEM0 M 466D

Primaryorkess  40.00 B40 3620 4300 B2 4100 16,20 840 3110

Sarne sacondary 28 30 FBO 3520 3270 530 3120 7E0 1140 2400

SLC and Above  15.30) 470 1440 27480 300 2190 510 A0 1160
Sex

Male G600 1230 458 4920 1050 4610 4000 1290 3750
Female 5030 1020  AB0 5130 870 5050 4360 1230 387

National 4840 I12) 469 5050 9.50 4B.30 4930 1260 2880
Source: NORS 1356, 2001, and 2006

The Table 24 shows that over the last ten years there has been only some improvement
in reduction of the percentage of underweight children from 47 percent in 1996 to 38
percent in 2006, However, other indicators like weight for height and height for weight
are almaost static,

The nutritional status of eastern regions is better that those of the others in the year
2006 by all the indicators {stunting, wasting and underweight} and the status of stunting
is the lowest in terai however both wasting and underweight are the highest for it.

Though there is no statistically significant difference in the nutritiona| status of male
and female childran, there is again noticeable difference in the nutritional status of
children in urban and rural grea i.e., {stunting; 36.1 percent and 51.1 percent, wasting;
7.5 parcent and 13.3 percent, underweight; 23.1 percent and 40.7 percent) in 2006.

The nutritionai status of children increases dramatically with the lower educationai
status of the mothers of the children. The percentage of wasting and underweight
armong the children whose mother’s educational status 15 SLC and more are 5.1 percent,
7.7 percent and 11 percent in 2006 and it is 57.7 percent, 14.7 percent and 46.6 percent
among the children whose mothers are illiterate,

53 o



MNuwtritional status by wealth index

There is the large gap in the indicators by the wealth guintile (figure 20). Children from
the poorest wealth guintile are almost twice mora likely to be wasted, stunted and
underweight as well. Among the richest quintiles, only about 31 percent of the children
are stunted, 7 percent are wasted and 19 percent are underweight for their age whereas
it is 62 percent, 15 percent and 47 percent respectively for the pcorest.

Figure 20 Nutritional statuses gf children by wealth quintiles
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Saurce: NOHS 2006, further analfysis by CHPRD

Equity status in child health: A glance
Is one ethnicity disadvantaged across all {or maost) health indicators?

It is generally considered that when the universal coverage is achieved, there will be
fewer gaps in service utilization by caste, wealth, education and 50 on. Immunization

in Nepal is very near towards attaining universal coverape, however, there are still some
noticeable gaps.

Tatrle 25 shows that Dalits group are the most disadvantages across all the immunization
indicators. Privileged lanajati seems to be the most advantaged group.



Table 25: Child Health indicataers by ethnic groups

Child Health indicators by ethaic grbups, WOWS MO06

93.40 B85 4l 85.00
Source: NDHS 2006, further anafysis by CHPRD

Which region suffers the greatest inequities in child health?

The following figure shows that there is no such disparity in the immunization status
of children by the regions. However, comparison by the nutritional status reveals
greater variation.

Figure 21 : Child health indicators by region
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Source: NDHS 2006, further analysis by CHPRD

The western region seems to be in the best position for all the antigens [BCG, DPT3 and
measles) and the mid western regions is in the last position for BCG and DPT3 however



in the case of measles, it has left central region behind it. In the mid western region,
the stunting and underweight percentage are the highest which reveals the poeorest
nutritional status of children however regarding the wasting, it is in better position
than the far western and central region in 2006.

Which indicator reveals the greatest disparities?

Figure 22 : Child health indicator by leve! of maternol educotion

Child Health Indicators by Maternal Education, NDHS 2006
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It is seen that Child health status depends largely on the level of maternal education
howaver the effect of this educational status varies depending upon the indicators. For
example, in the figure 22, among the six different indicators of child health, the greatest
disparity is in the status of stunting. In comparison to other indicators, there are fewer
gaps in the immunization indicators of the children.



Gender disparities in child health indicators by sex

Figure 23 : Child health indicators by sex
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The figure 23 shows that there is no significant gap in the health status of male and
female children in 2006. In comparison to the nutritional indicators, some difference
however can ke noted in their immunization status especially measles.



5.3. Status of Family Planning

The Contraceptive Prevalence Rate [CPR) is one of the performance indicators included
in MDG 5 and is analyzed for status and equity using various stratifiers. The findings
are as follows:

The number of current users from among the permanent method in CPR is adjusted
hased on the age and the mortality of males and fermales in the reproductive age group
each year. The following figure shows that the contraceptive prevalence rate is in
increasing trend over the last ten years,

Figure 24 : Controceptive prevalence rates over jast ten years
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Source; Annual Health report, DoHS, MoHE, further analysis by CHPRD
5.3.1 Current users of contraception

Current use of contraception is defined as the proportion of women whao reported the
use of a family planning method at the time of interview. The level of current use-
usually amang currently married women- is the most widely used and valuable measure
of the success of family planning programs.

Table 26 shows the details of the percent distribution of all currently married women
age 15-49 by modern contraceptive method currently used.



The current users of modern contraceptive methods were highest in the central
development regions and the lowest in far western in the year 1996 and the difference
was of almost 8 percent. However in the year 2006, the far western region is in the top
rnost position with 49,5 percent modern contraceptive device users. The western region
has the lowest modern contraceptive users followed by far western, eastern and central
region.

The current users of modern comtraceptive methods in the rural areas have increased
by alrmost twice in the last ten years and in the urban areas also it is increasing trend.

Table 26: Current users gf modern controceptive devices

Class Layels 1996 2001 2006
Reginns Freq % Freq % Freqg %
Eastern 490 Z5.20 759 3790 788 4480
Cantral 765 28.60 950 36.90 1268 4640
Western 393 2520 581 34.30 586  36.60
Mid west 278 24,20 385 33.80 420 4310
Far west 151 1960 234 2880 EBRE  49.50
Pparios a.000 0000 0000
Eco belt
Mountafn 8¢ 16.00 157 27.30 210 3580
Hill aps 2890 112¥ 327D 1389  40.80
Terai inBe 2660 1669 38460 2051  482.00
P-valus Q.000 0.000 0.000
Wealth quintiles
First 242 17.00 422 2407 465  30.30
Sacond 290 230G 510 2950 665 40,60
Third 380 2650 G558 3270 817 4680
Fourth a59 3080 539 3907 790 48.20
Fifth %98 4980 823 s1.23 9i2 5390
P-yalue a.000 .000 &.000
Caste/Ethnicity
Upper Caste 77 3140 942 3470 1163 4370
Janajatl 525 2500 647 36.02 1216 47.20
Dalit 76 2460 246 32.60 824 420
Refig.Minor 41 10.10 163 1365 55 16.70
Prév.Janajati 234 4340 404 51,30 187 5620
Others 429 1930 551 42.50 106 56.10
Pvolue . (.0DO D500 ‘0.500
Groups
Madeshi 324 2370 804 33.01 1333 =010
Non-Madeshl 1324 3010 1628 34.50 2163 40.80
Gthers 429 1930 721 4250 154 52.00
Pyolue 0,000 0.000 0.000
Residence
trban 301 4510 445 563 &4 54.20
Rural 1776 2430 2507 332 2987 4250
P-yvolyas 0.000 0000 0.50
Educational status
: Mo education 1556 2450 2002 335 2373 4640
Primary 249 2780 471 317 588 4190
Some secondary 176 34.40 326 411 462 3E.60
SLC and more 9  42.30 154 454 228 4170
- P vorlioe: 0.000 0000 0.000

Source: NDHS 1996, 2001, and 2006, further anaiysis by CHPRD
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The increase in the contracaptive Prevalence is alse significant in the ecological zones.
in the mauntain, the current users of modern methods have increased from 16 percent
to 36 percent, in hills, from 27 percent to 41 percent and in the Terai from 27 percent
to 48 percent.

Though maodern methods of cantraceptives are still more likeiy to be used by educated
women, the gap in between the uneducated and the highly educated is less in the year
2006 {8 percent] in comparison to that in the year 1996 {18 percent}.

The gapin between the poorest and the richest women in using the modern contraceptive
is almost 3 times. Almost half of the currently married women from the richest quintiles
are using modern contraceptive devices however only 17 percent form the poorest are
using it. There is linear gap in between very next quintiles from the poorest to richast,

In the context of Nepal, it 1s well known fact that family planning is influenced by the
castefethnicity or religion of the people, The data also shows that the religious minorities
are in the lowest position with the current users of madern cantraceptive devices in
the year 1996 (10 percent) which increased to only 16 percent in 2006. In the course
of 10 years, only & percent users are increased in the case of religious minoritis whereas
in other groups like Privileged janajati, the increment is larger i.e. from 48 percent in
1996 to 56 percent in 2006. {n the year 2008, almaost half of the currently married
women from every ather group are using modern contraceptive devices.

5.3.2 Gender and contraceptive uses

There are separate contraceptive devices designed for both males and fernales however,
the cantraceptive users in the context of Nepal are mainly females not only in the case
of temporary users but also in permanent methods.

For the assessment of gender eguity in family planning, enly Voluntary Surgical
contraception is further analyzed. Yoluntary Surgical contraception (V5C) services
include vasectomy, minilaparotomy, and laparoscopic sterilization. At least one type of
VSE service is available in all districts through hospitals and for mebile camps run by
the government of Nepal. The use of V5C has been further analyzed by stratifiers such
as education, Geographical regicn, Gender, wealth quintile, place of residence and
caste and ethnicity.



Tabla 27 Male and Feynale participation in the sterilization methods
Stratifiers Years
Class Levels 1996 MG

Vasectony Female surgical Vasectomy Female surgical

Regions

Eastern 73 370 12.40 2.40

Central 145 510 364 1280 199 560 499 14.00

Wasbern 12/ 7.70 165 10.00 114 550 209 1010

Midwest . 55 480 121 10.90 120 9.80 127 10,10

Far west a3 400 72 RTO 4 290 24 M20
Eco belt

Mountain % 640 N 200 80 1080 18 240

Hill 280 Ta0 252 7.0 323 70 252 550

Terai 16 270 G689 1640 131 240 1269 2300
Wealth quintiles

First 62 420 83 630 95 490 150 76D

Sacond 6 500 148 11.00 80 390 i 1610

Third s 560 177 1310 88 440 441 1990

Faourth 77 620 208 1660 17 620 346 1550

Fifth 124 870 238 1880 143 620 268 1160
CaslefEthnicity

Upper Caste 227 870 O 1190 a8 980 290 820

Janajati 116 5.30 217 880 107 280 858 14.70

Crait 1 0.50 73 2290 46 2,00 591 2540

Relig.Minor 1 0.50 17 400 2 050 11 280

Prev. Janapti BT 5% 1120 0 660 5f 1270

Others B2 2.20 288 1220 1 030 H MFO
Groups

kMadashi 18 1.10 228 18.20 16 050 857 2920

HonMadeshi 365 7.80 446 960 MY LM a1 T2

Cthers 52 220 288 1220 1 020 71 1860
Residence

Urban 40 5.60 M0 1550 9@ 530 231 1370

Rural k3 510 852 {1.00 444 4490 1308 1440
Educational status

Moeducatin 369  &50 708 1050 9 H40 1215 2120

Primary 46 5.10 107 12.00 92 a4l 182 960

Somesecondary 34 500 T 120 B4 240 120 470

SLCandAbwe 4 360 3 21 9 200 12 280

Source: NOHS 1996, 2001, and 2006, further analysis by CHPRD

In the tahle 27, the |arge gender gap can be seen in the use of voluntary surgica
contracaption. Women are invariably in large numbers in doing the surgical contraception
In the eastern region, fernale surgical contraception is higher compared to other regions
Whareas it is the lowest for vasectomy acceptors showing the large gender difference:
of almost 5 times.

In the Terai, fermale contraception [WSC) users are more {23 percent) in comparison to the
male (2.4 percent). In contrast, in the Mountains and Hills vasectomy users are more thar
fermale surgical cases, . Among the Madhesi, vasectomy users are only 0.5 percent ir



comparison to 30 percent ferale participation, whereas among the non Madhesi, male
and female surgical contraception users are almost equal (7.3 percent versus 7.2
percent).

Figure 25 : Gender stotuses in rhe use of Voluntary Surgicel Contraception by educotional statuses

Time trand of earfy chikdhood mortallty over the ten years period
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Source: NDHS 1996, and 2006, further anofysis by CHPRD

On further analysis by level of education, it can be seen that the disparities in VSC is
affected negatively by educational status, With the increase in the educational status,
there is gradual decline in the users of ¥5C and it is more prominent in the year 2006
in comparison to that in the year 1996.Qualititave studies are needed to understand
this phenomenaon.



5.4. HIV/AIDS

'n this study among the various method of treatment (MOT) of HIV/AIDS; only resporises
to the question ‘Can people reduce chances of getting ADS virus by using condom?
fs further analyzed. The findings are as follows:

5.4.1 Knowledge ahout the Mode of Transmission of HIV/AIDS

Table 28 : Knowledge about prevention of RIV by using condom

Stratifiers Years
Class Levels 1996 2001 2006
Regions Freg % Freq % Freq %
Eastern 157 2530 212 BA.2 1394 78
Central 232 3080 793 B6.2 1944 821
Weastern 222 3770 204 BRl1 ©1403 ac
Mid west Le 2570 250 86.9 794 781
Far wast 17 15.90 171 817 761 839
Pioe 0.0048 o028 O DG
Eco belt
Mountaln 34 3430 150 Ea3 13 722
Hill 419 33.20 1383 828 3208 BOZ
Tarai 230 2550 1298 865 2749 B1.7
P-virlue d.001 5.000 &.000
Wealth quintiles
First 1% 1660 258 .5 830 0.2
Second 40  23.10 4o 812 978 774
Third 78 3480 419 82,4 1069 7VEBS
Fourth 108 3130 047 a1 151c 324
Flfth 287 3370 1127 894 1912 871
Pvalue 0.004 3,000 0000
Caste/Ethnicity
Upper Caste 349 3370 1215 86 2540 B3
lanajatl 1174 28.30 1180 B33 224 BOS
Dalit 1 530 98 7695 880 737
Rellg.Minor 1 1110 23 546 125 816
Prev.Janajat 100 3150 257 919 348 B27
Others 57 2130 58 798 156 BB.6
Busgiue 0. 000 a.000 000
aroups
Madeshf . 22 165D 2128 8 1262 793
Non-Madashi 604 32.50 Isx  8&61 4861 El1l
Othars 57 2130 58  B01 173 691
P-volye o.000 0.000 a.000
Residencea
tirban 153 3240 £96 R7 127§ B34
Rural 529 29.60 2335 84 5018 79.7
Pvaiue o 0234 f17g 0.000
Educational status
None 253 2180 1201 19.20 2196 3830
Coo o primargockiss 4 3150 0 694 53.90 1232 64.80
Do 0T Somesecondary 386 3940 0 0637 7848 0 2449 8990
S L S e ABoYe 117, 5530 . 199 88,90 413 9540 -
Source: NDHS 1998, 2001, ond 2006, further aonalysis by CHPRD RS '



Table 28 shows that, over the |ast ten years, the level of knowledge of mothers has
been increased by almost three times especially in the far western region {from 19.9
percent in 1996 to 49.8 percent in 2008). In comparison to other regions, the level of
knowledge 1s higher in the western region where the problem of HIV/AIDS is bigger.
Similarly it is better in the hills {70 percent) than mountains {45 percent) and Terai {51
percent).

Since school education and level of awareness are related to each ather, it cah be
implied that the |evel of awareness about HIWV/AIDS must be greater among the educated
women than the non-educated and it is true also, More than this, the table shows that
there is linear increase in the level of awareness alang with increasing leve! of education,

The caste wise variation of the women's level of knowledge ahout the mode of
transmission of HIV/AIDS especially in relation to condom use reveal that women from
privileged Janajati and so called upper caste seems to be the most advantaged and
the Religious minorities and Dalits seems to be the most disadvantaged.

Figure 26 : Knowledge obout MOT of HIV/AIDS by coste/ethnicity

Knowledge on MOT of HIV/AIDS by caste/ethnicity over ten years
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Sowurce: NORS 1996, 2001, ond 2008, further onalysis by CHPRD

Women frorm the richest guintiles are twice more likely to be aware about the mode
of transmission of HIV/AIDS than those from the poorest. Though there has been
considerable increase in the knowledge of HIV/AIDS prevention gver the past ten years,
the gap between the richest and poorest guintile has not been reduced. This finings
ingicate that much more effort is needed to achieve equitable outcome in HIV/AID
prevention in Nepal.



5.5. infant and Child Mortality

The targets of the millennium development goals is a 2/3 reduction in infant and child
mortality and 1/2 reduction in Maternal Mortality ratio by 2015, These are to be achieved
through upgrading the proportion of births attended by the skilled birth attendants,
increasing immunization against the six major vaccing preventable diseases, upgrading
the status of women through education, and enhancing their participation in the labor
force (NPC, 2002).

In this study, we have included analysis of the trend of IMR and USMR and they are
stratified by the poverty quintiles, maternal education, sex, region, and residence as
follorws:

5.5.1 Time trend of early childhood mortality rates

Figure 27 indicates that there is continuous decreasing trend of all the indicators of
childhood martality over the |ast ten years. The under five mortality rate has been
reduced from 118 per 100Q live births in the year 1996 to 61 per 1000 live births in
2006; Infant mortality from 76 per 1000 live births to 48 per 100 live births and necnatal
mortality from 50 per 1000 live births to 33 per 1000 live births. In comparison to the
reduction in under five mortality and infant mortality rates, the change in necnatal
martality is low which shows that intervention for the survival of the nepnates should
he strengthened.

Figure 27 : Time trend of early childhood mortality rates

Time trend of early chikdhood mortality over the ten years period
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5.5.2 Childhood mortality by the selected socio economic stratifiers

Study of the child health data at national level, reveals that there is possibility to achieve
MDG in the child heaith in Nepal by 2015 if continucus progress is made in the coming
years. However, there are |arge disparities by gecgraphical region, place of residence,
educatignal status, poverty quintile and last but not the least caste and ethnicity.

Table 25 . Early childhaod mortality rates by sacio economic charocteristics - 2006

Lewel Classes NME  PNMR IMR  CMR  USMR
Regions
' Eastemn 33 12 45 15 &0
Contral 35 17 - B2 17 (11
Westem 35 21 1 13 3
Mid wast 57 &) 87r 28 122
Far wast - 9. 35 M 28 100
Eco heh
Mgt an 59 9 o« 1z 128
Hl 2B 18 7 - 16 B2
Taral . 42 23 b5 21 35
Wealth guintiles
First 43 prit 71 25 ag
Second a8 24 B2 22 83
Third 47 23 0 22 g1
Faurth a1 20 51 13 g3
Fifth ’ 26 14 a0 7 47
Residence
Urban 25 12 az 10 a7
Rural 43 24 B4 21 84
Educational status
Nope 43 25 &5 5 53
Primasry or less 4 24 " 58 10 67
Somm secondary 25 10 as 5 a0
SLC and Abeva L 4 13 1] 13
Sex ’
Maki 38 21 0 21 80
Farnale 37 24 £1 18 78
Caste/ Ethnicity™
Brahman/Chhetr 34 25 L3 18 76
Madhatl Other Castas 44 . L 64 24 85
) AN Dopliits 44 ) 23] 23 an
- Newar 4 - 1 36 7 43
_ . - All Janajad _ 3 .24 - 59 7l 80
CE Wit e B8t M NA NA
o T ATHMMountslp Groups. 35 ..o 24. SR 20 .77
" AN Teralfmadhiesl Groups 94 2% 0 &8 20 Ha
National 37 149 55 131 ER

Computed as the difference between the infant and neonatal monality rates
*Source: DHS 2006 Survey [ata, Further analysis by Lynn Bennet and Dilli Ram Dahal



Table 29 shows that though eastern regions is in better position for 2!l the indicators
in comparisan to the national average, the scenarics in mid and far western regions
are worse where still 97 children out of 1000 live births are dying before their first
birth day and 122 children out of 1000 live births are dying before their fifth anniversary.

Similarly, though hill is in better position than naticnal average, 99 children per 1000
tive births are dying before compietion of their infancy period in the mountains.

The children of the poorest guintiles are almost twao times maore likely to die before
their 5™ birthday in comparison to that of the richest. (98 per 1000 live hirths versus
47 per 1000 live births). In the urban areas, the under five-mortality rate is only 47 per
1000 liva births even less than the average national level but in the rural areas, it is 84
per 1000 live hirths.

There is no such differences in the mortality of male and female child however the
table shows that a baby of educated mother is almost 7 times less likely te die before
their 5™ anniversary and almost 5 times less likely to die before the 1* month and the
1% year. Similarly, the caste/ethnic variation is alse high among the various ethnic groups
as IMR is lowast in the Newar and so-called upper caste/ethnic group and highest in
the religious minerities (Muslim), Datits and TeraifMadhesi groups.



Chapter 6
( s ¢ )
T rends, \t nequalities and ‘Relative gaps

It is known from various DHS reports that there have been significant improvements
in maternal and child health indicators over the past decades. However, it is necessary
to find out whether the progress has been equitable or not.

We have seen from the previous analyses that socioeconomic statuses, and caste and
ethnicity are important siratifiers which show disparities in health indicators. Therefore,
we have statistically analyzed the data to compare the progress between the most
advantaged and the least ones in terms of caste/ethnicity and wealth quintiles and to
see whether the gaps are widening or decreasing in terms of the statistical significance

Relative gaps in maternal health indicators
Antenatal care

The following table shows that the relative gaps in the use of ANC-IV services by the caste
and ethnicity is increased in 2001 from that of 1896 however it is in decreasing trend in
2006. In 2006, the relative gaps among the so-called upper caste women are almost two
times than Dalits women. The relative gaps by poverty quintiles is far more than that the
castefethnic disparity which is almost six times among the women from first and the fifth
guintilas respactively and it is in decreasing trend over the last five years.

Tobte 30- Relotive gaps in the ANC-IV status

Strolifiers 1996 ool 2006

Caste fEthnicity

Upper caste _ 158 0.7 40.3

Dalits 3.3 232 1a9.2

Z. value 0.7945 (P= 0.04) 2.8178 {P=0.01) 6.0041 {P=0.01)
Rotio {relative gap) ir 2.5 21
Wealth quintiles

First quintiles HA 43 10.5

Flith quintiles KA 443 : 603 .

2- value NA 9.9138 (P=0.01) 12,8272 {P=0.01)
Rotio [relotive gap) : 8.2 57

Source: NDHS 1996, 2001, and 2006, further onalysis by CHPRD
Skilled attendance at delivery

In the year 1986, it seems that there is na significant gaps in the use of skilled attendance
at delivery by caste/ethnic groups however in 2001, it reached to more than two times
and is statistically significant at {z = 2.566 at 99% confidence level). in comparison to
the gaps by caste/ethnic group, the relative gaps by poverty quintiles are higher. In 2006,
women in the fifth quintiles are 12 times more likely to have 5BA at delivery than their




counterparts in the first —quintiles at very high level of significance (¢ = 15.45 at 99.99
confidence level).

Table 31: Relative gaps in the SBA stotus

Stratifiers 1996 2001 2006

Caste fEthnicity

Upper casta 12.3 16 256

Dalits &4 6.6 124

- value 0.2621 [P=0.72} 2.5666 (P=0.01] 4.1498 {P=0.01]
Ruatio {relative gap) 13 2.4 2.1
Wealth quintiles

First quintiles MNA 2.5 1B

Fifth quintiles ik 425 57.8

Z- value MA 11.8213 (P=0.01) 15.4554 [P=0.01)
Ratlo frefotive gopl i16.3 12.0

Spurce: NDHE 1936, 2001, and 2006, further anofysis by CHPREO

Place of delivery

Regarding the institutional delivery, the disparities (relative gaps) are found to be
widened by large extent in between 1996 and 2001; however, in 2006 a small decrease
in both the caste/ethnic disparity and wealth index disparities is observed. The relative
gap by castefethnic groups is of almost two times whereas gap by the poverty quintiles
is almost 13 times.

Table 32 Relative gops in the Institution defivery stotus

Stratifiers 15495 200 2006

Caste fEthnicity

Upper caste 106 115 24

Dalits &5 4.6 11.1

Z- value 0.4976 [P=0.60)) 1.3451 {P=0.04} 40135 {P=0.01}
Ratly frelative gap) 16 25 2.2
Wealth quintiles

Frst guintiles NA 2 43

Fiith quintiles NA 32.7 55

Z- valua MNA 8.5996 (P=0.01] 14 5663 [P=0.01))
Ratlo (relative gap) 16.4 - 12.8

Spurce: NON5 1296, 2000, and 2006, further analysis by CHPRD

Relative gaps in child health indicators
Immunization status

in comparison to the other health indicators, the relative gaps among the differentr
stratifiers in the immunization indicators are low. It was 1.4 times, 1.5 times and 1.7
times in the years 1996, 2001 and 2006 respectively among the so-called upper caste
and Dalits children. One more interesting fact is the disparity by poverty guintiles is a




similar to that by the caste/ethnicity in all the years. it shows that the universal coverage
can he one important strategy to reduce the relative gaps (disparities) in health,

Table 33 : Relative gaps in the immunization status

Measles

Stratifiers

Caste /Ethnicity

Upper caste 66.7 801 ag

Balits 477 54.9 7.7
Z-valye 1.7572 (P=0.08) 45310 {P=0.01) 4.0473 (P=0.01)
Ratlo {refotive gap) 14 15 1.2
wealth quintiles

First quintiles NA 51.1 Fi.2

Fifth quintlles NA 83.2 94.4

2- valye A 4.9351 [P=0.01} 5.6420 {P=0.01
Ratio {relative gop) 1.4 13

DPT3 status

Caste fEthnicity

Upper caste 6l ¥9.5 319

Dalits 39.8 55.6 85.4

2- value 1.8617 (P=0.06) 4.4106 [P=D.01} 2.1656 (P=D.04}
Ratio {relotive gop) 1.5 14 11
wealth guint(les

First quintiles NA 62.1 75.2

Fifth quintiles NA 853 955

Z- value 5.3648 (P=0.01) 6.1712 {P=0.01}
Rotfo {relative gop) NA 1.4 13

Source: NDHS 1006, 2001, ond 2006, further analsis by CHPRD

Relative gaps in family planning indicators
The following table shows the positive status of family plan ning indicators in terms of

the relative gaps. Over the years, the relative gaps in both the caste/ethnic groups and
poverty quintiles are in decreasing trend with high statistical significance.

Tuble 34 - Refative gaps In the family plonning status {(Current Use of contraception)

Stratifigrs 1926 2001 2006

Caste fEthnicity

Upper caste 314 34,7 43.7
Rellglous minorities 10.1 13.6 16.7
Z-valve - 4.2654 (P=0.01) '6.8049 {P=0,01) 5.1573{P=0.01)
Ratié freirtive gap) 21 26 - 26

_ WEalth quintlles

17 24 30
... 498 51.3 53.9
™ 10:3665 {Puo.ml} 10.0644 [P-u.o:,: 8.8819 (P=0.01}
Rettép 8 21 - . - 18

Source: NDHS 1996, 001 nn:iE

e, fur?her analysis b],r CHPRD



Relative gaps in HIV/AIDS indicators

in the year 1996, the so called upper caste women where almast 5 times more likely
to be aware of the preventive measures of HIV/AIDS particularly by using condom
during sexual intercourse than those from the religious minorities. However, in the year
2001, it was reduced to 1. Similarly when we see the relative gaps in knowledge by the
poverty quintiles of the mother, it is two times in between the first quintile and the
fifth guintile which is further reduced to 1.2 times in between 2001 and 2006,

Table 35 : Refotive gaps in the knowledge of HIV/AIDS

Stratifiers 1996 2041 2006

Caste fEthnicity

Upper caste ' 33.7 ' 86 83 4
Rellglous minorlties 5.3 769 a7

Z- value ' 1.1217 (P= 0.26) 2.0813 [P=0.04), 5.8518 {P=0.01}
Ratio {relative gap) 53 1.1 11
Waealth quintlles

First quintiles 16.6 M9 70.2

Fifth quinilies 33.7 29.4 871

Z- value 1.9041 (P=0.01) 5.0861 {P=0.01] 9.5861 {F=0.01)
Rotlo {relotive gap) 20 1.2 1.2

Source: NDHS 1996, 2001, and 2008, further anatysis by CHPRD
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This study documents the effact of socioeconomic determinants on health and highlights
the extent and type of disparities. It examines health pclicies, strategies, and district
health system, access and utilization and highlights the needs for development of
eguitable heaith system regarding health cutcomes related to MDG 4, 5, HIV/AIDS and
nutrition. The analysis shows disparities by stratifiers such as caste, ecological lavel,
wealth guintiles, and educational ievel. The key findings and condusions are summarized
as follows:

Disparities in socioeconomic determinants affecting health

Much of the profound inequity in pecples’ heaith is influenced by socioeconomic
determinants. Factors such as education, access to ciean drinking water, sanitation,
and a good start to life are just some of the sacial determinants which affect health.
Hand washing especially with soap is considered as a simple and highly effective means
to avoid exposure to food and water borne diseases such as diarrhea. It was found that
even such basic neads are not fuifilled in Nepal and many poorer people are suffering
from diseases which are preventable as compared ta the richer ones . It was also found
that there were great disparities between disease prevalence, access, utilization and
health outcome by ievels of poverty and education

Palitical commitment of achieving Equity in Health hot operational zed
Study of existing policy and strategy documants of the Government of Nepal shows
that there is vision and high level of palitical commitment for praviding equitabie access
to health services within the spirit of "Basic health as human right " Government of
Nepal has taken major initiatives such as abolition of user fees in Health Posts (HPs)
and Sub health posts (SHPs), free treatment in low HDI districts s and implementing
Equity and Access program under the Safe motherhood program. However these
programs are not planned on the basis of evidence based data, which show the type,
and extent of disparities among various groups. These documents have not adopted
clear operational definition of "eguity in heaith” or "equitable access to health services”
in Nepal neither they have adopted equity based targeting, implementation and equity
monitoring. '

Inequitable distribution of health infrastructure

The size of the population in a geographic area is the primary indicator of needs for
health services and should be considered along with a range of other indicators of
relative need such as the demographic compasition of the population; amounts of
sickness; the ievel of deprivation and poverty, the communtties' ability pay for health
care costs; and their level of dependence on public sector heaith services, roads and
other factors which affect on health such as transportation infrastructures while
designing and allocation of health infrastructures.

It was found that health infrastructures were allocated according to the palitical divisions
of the country and did not take into account any of the above mentioned factors, Most -

of the secondary and tertiary care facilities were available in capitai and other cities, while -



primary heaith care infrastructure were available below the district level in rural areas
as shown by the hospital population ratio and other health facility population ratio.
There were extremely few private health infrastructures in lessar developed regions
and in rural areas.

Disparities in distribution in numbers and type of HRH

The human resources for haalth are the key actors who can provide eguitable access
of health services to the population. Analysis on the HR population ratio shows
imbalance across the districts. Doctor population ratio was best in Kathmandu and
worse in Midwest and Far western region.

Disparities in access and utilization

It was found that eighty percent of people in the richest quintile access health facility
within half an hour compared to 50 percent among the poorest quintite. Similarly,
majority of the poorest section of the community seek health services from community
leval health workers, SHP and HF whereas richer seek heaith services from hospitals
Only A0 percent of the people access health facility within half an hour in Mountain
comparag to 80 percent in Terai.. '

Public sector Health resource inadequate with disparities in distribution
Government of Nepal has been steadily allocating more resources to health still is only
12-13 dollar per capita, 60 percent is from" out of pocket "and it is stifl much less than
the recommendation of 24-34 dollar per capita from Commission on Macroeconomic
and Health (CMH WHO 2000).

Resources are more concentrated in capital and other larger centers. District health
system was grossly under funded. There were disparities in Per Capita Public Health
Expenditure (PPEH] among districts. Allocation seemed ad hot and incremental. Several
high HD! districts were getting more per capita PPEH compared to low HDI district
which did not indicate fairness in financing. Regarding out of pocket expenditure, it
was found that poor pecple spend less compared to richer ones implying unmet health
needs, and possibly resulting to poor quality health services.

Health information system not adequate for monitoring equity and quality
Though HMIS produces good quality data on service statistics for monitoring progress
against the targets set by the Ministry of Health, it doesn’t capture the inequity in
sarvice provision. There are high quality district level data which indicate disparities
between the districts but these data are not further analyzed to see the level of
disparities, type of disparities etc, Similarly, information on ethnicity, poverty status
etc are not captured by the existing system. Large scale surveys like DHS are analyzing
nationally representative sample but they do not have analysis on impertant stratifiers
like castefethnicity, There are as yet no systems put in place which looks into quality
of care, client satisfaction and other qualitative data which indicate the circumstances
and factors contributing to the disparities



Improving trend in MDG indicators, disparities and relative gaps in decreasing trend

Further analysis of MDG indicators 4, 5 and HIV/AIDS and nutrition showed significan
level of disparities within the context of significant improvement in past 10 years. Ir
the child health indicators, there was virtually no gender disparity. However, thera wer:
disparities by caste, ecological regicns, wealth guintiles, residence and ecclogica
regions. Amaong child health indicators, lowest disparities were found in immunizatior
and the highest in nutritional status. Among maternal health indicatars, ANC wa
affected most by the level of education. Among the caste groups, Dalits seem to be th
most disadvantaged and privileged Janajati seemad to be most advantaged. Low lave
of education seemed to be stronger barrier than the place of residence for ANC, 5B/
and HIV/AIDS awareness. However, place of residence was stronger barrier tha
education in case of FP and accessing health facilities 1t was found that the relativ
gaps between the most advantaged and the most disadvantaged were on decreasin
trend between 2001 and 2005. These ara very positive developments seen during las
five years indicating increasing access of preventive services to socially excluded ani
poor people



Chapter 8
Recommendations

Based on the results of the study, recommendations have been made, It is expected
that thase recommendations will be useful for developing long term and, medium term
plans for providing equitable access to health for all irrespective of caste ethnicity,
education, poverty level and for people of Nepal living in all parts of the country i.e.
Mountain, Hills and Terai realizing the constitutional provision of ‘Basic health as human
right’ for every citizen of Nepal.

The recommendations are as follows:

s Operationai definition of equity in health nead to be formulated for Nepal through
intersectoral consultations with involvement of several related sectors and adopted
so that all the stake holders in health have the same understanding and existing
political commitment for providing equitable access to health services can be
operationalzed and monitored.

*  As most of the inequities in pecople’s health are socially and econaomically
determined, multisectoral interventions like education, water and sanitation,
housing etc should be considered while designing health strategies especially
targeting the poor. Strategies for linking health with poverty alleviation programmes
should be developed for increasing access of poor particularly to curative services.

*  Environmental sanitation, hygiene promotion- and in particular hand washing-,
and water supply should receive higher pricrity within the heaith strategies as
they impact on MR, USMR and contribute significantly to disease burden in adults
and children.

»  Environmental disease burden should be assessed and appropriate strategies
should be designed to reduce the burden.

*  Recrienting of existing health policies and strategies in Nepal to pro equity policies
needs to be considered. Pro equity policies have to find right balance hetween
efforts to buifd or and expend existing institutions of health care, effectively
reducing the barriers, while identifying and targeting those groups that would
otherwise be excluded without special attention.

+  “Characteristic targeting”, "Direct targeting”, and, "Disease specific targeting”
should ke used in combination for achieving equitabie health outcome by addressing
the needs of the poor with specific attributes which can cause further deprivation

as well as by targeting to the specific needs of particular disease or condition .

*  Toremove disparities in access, utilization and health outcomes, as a component of
pro-equity policy demand side barrier such as cultural, social, distance etc need to be .

L




identified and corrective steps taken along with "Free Health care policy” which
tries to address the need of the poor fram supply side.

To remove disparities in access, ttilization and health cutcomes, as a compenent
of pro-equity policy demand side barrier such as cultural, social, distance etc nead
to be identified and corrective steps taken along with "Free Health care policy”
which tries to address the need of the poor from supply side.

As arcess to health service is determined by distance and communication
infrastructure, the present health care infrastructure which is compatible with
political divisions should be revisited and additional facilities should be added in
areas where they are inadequate hy population density and distance.

MNeed based formula should be developed for allocation of financial resources,
human resources and for development of health infrastructure based upaon level
of paverty, geographical terrain, road transport infrastructure and other parameters
so that people living in the remete disadvantaged districts can have access to
services which are comparable to their advantaged counterpart living in better
servad districts.

Steps should be taken for improving deployment and retention of docters, nurses
and other health forces to reduce existing imbalances in Human resource. The
compulsery posting of doctors who studied using scholarship should be
supplemented with incentive packages which might include career and skill
development, dependant educaticnal allowance, housing and improved
communication in isclated areas.

Equity related information should be collected by appropriate periodical survey to
supplement MI5 data,

Information on resources and services spent from private sectors, NGOs and INGO
sectors should be made available and considered while planning pro-equity policies
and appropriate public private mix of eguitable health system should be designed.

Qualitative studies need to be undertaken to understand circumstances causing
disparities as well as and demand and supply side barriers for certain social and
gthnic groups which prevent them from accessing the services

Socially inclusive health strategies should be developed designing health prometion
and BCC massage targeting disadvantaged greups, and through involving those
disadvantaged groups in planning and designing services delivery at local level,



Annexes

Annex 1 : Water supply, sanitation coverage and its relation with the health outcames

Population Toilet Incidence of Diarrhea

Region Name of Districts  ith Access  coverage  Among Under 571000 L
Water (%}* [%)* Fopulation@

National 72.1 357 236 63,40
Taplejung 90,30 471.50 247 63.50
Panchthar 69.10 56.90 256 51.40
illarm 72.80 71.40 161 50.90
Jhapa 86.10 55.50 299 E20.7Q
Sankhuwasabha 61.60 5740 231 55.400
Terathum . 7260 53.10 2BE 3740
Dhankuta 75.000 53.30 264 50.20
Morang 64.20 36.20 155 GE.10
sahukhumby 76,50 54,40 780 44.90
Bhojpur 57.40 48.70 235 " 5060
Sunsari 93.90 3930 251 64.10
Okhaldhunga 70.30 56.70 " 258 31.00
Khotang 64.30 36.20 185 66.10
Lidayapur 61.20 15.70 180 36.40
Skraha 28,100 9.00 395 56.40
Saptari 94.20 2980 315 57.70

COR _ g§2.08 40.52 218 7149
Calakha 81.00 61.10 220 55.70
Ramechhap 72,10 3440 230 48.40
Sindhuii 55.00 15.90 200 4470
Dhanusa 37.00 16.00 255 63.50
Singdhupaichok E1.50 44.70 278 73.20
Kabhrepalanchok 15.60 44,80 169 32.50
Kathmandu £9.00 9230 65 30.70
Bhaktapur 80.30 83.20 115 24.00
Lalitpur 8420 8140 154 40.10
Mahattari £5.60 13,50 322 58.00
Rasuwsa 24.80 31.50 345 101.0
Huwakot 8350 37.90 127 55.90
Sariahi 86.60 12.90 274 59.20
Chading 79.30 43.00 195 80.86
Makawanpur 71.00 3%.30 220 95.80
Rautahat 23.00 13.10 322 56.50
Chitwan 80.90 66.560 328 79.40
Bara 03.10 14.10 208 69.60
Parsa 56.20 2420 175 69.90

WDR B1.56 50.9% 205 583.25
Gorkha 71.30 45.40 264 70.30
Lamjung 88.50 82.40 105 | 2600
Tanahu 62.50 50,90 130 - - 3940
Nawalparasi 82.00 32.00 ' M6 . 5540
Manang 93.40 B 42 )

Kaski 88.50 B2.20 : 105
Syangla 76.40 58.10 158
Palpa - 7940 . 5a.140 211
Rupandehl =~ 9530 34.70 -




Bed Pep Upspitald Other

Reginns  Df:tricte ratis HR{ Py (s 100) Poaulations  HFface
Parbat 84.20 67.10 in 45 60
Gulmi 7830 59.10 LrE 30,50
Arghakhanchi 66.70 4550 201 0,70
Kapilbastu 80.20 13.00 233 60.70

MWDR 60.20 23.42 250 99.08
Dolpa 36.20 1370 524 114,80
Rubkurn £3.20 15.90 185 20.00
Ralpa 62.10 9.50 184 23.00
Pyuthan 67.50 21.20 239 64,50
Dang 49.50 23.30 88 113.50
Mugu 55.20 14.20 302 173,80
Jumla _ 74.00 5170 228 125.10
Jajarkot 4900 °  18.60 350 95 40
Salyan 65.40 28.80 185 8C.00

" Banke a8.60 - 24.10 127 71.20
Humia 64,20 18.10 " 583 21,40
"Kalikot 45.50 39.20 1Ba1 53.90
Dailekha 34.80 11.20 219 9540
Surkhet ' 53.680 35.50 201 £9.30
Bardiya 94.30 26.30 231 60,00

FPWDR _ 61.22 19.52 239 104,52
Bajura 64.80 15.80 297 161.20
Achham 4430 15.00 357 98,20
Bajhang 4 3.60 10.70 368 13330
Doti 46.90 20.30 281 8090
Kailali #26.50 2190 94 3130
Darchyla FL.20 14.30 162 2200
Baitadi 53.40 19.580 228 116.10

- Dadeldhura 56.70 1B.00 247 930,50
Kanchanpur 89.20 T 2620 113 86.66

Source: * and # District health prafile- 2004, WHO/ Dol 5/NEPHA; @ Anintp! Heplth Report, 200405



Annex 2: Hand washing practices

Time of hand washing (all the woren Interviewed)

£ ]
Classes Lovel None 1-3 times 3-6 times times Total
Eastern 7R 3250 1228 51.40 331 1390 54 230 2392

Central 1267 3570 1726 4860 471 1330 88 250 3553

Western 537 2590 i34 5870 283 1370 36 180 2000

Mid-western 552 4410 650 5200 45 1.60 4 0.30 1250

Far-western 745 4880 665 43530 112 740 & 0.40 1528
Residence

Urban 287 17.00 877 5200 4M 2570 90 530 1687
Rura 3502 39,50 4607 5060 809 R9D 98 110 9106

Wealth quintiles
Poorest 1221 6230 699 3570 40 0210, O 000 1951
Pocrer 992 4770 982 4720 102 490 3 010 2079
Middle £92 4030 1152 5210 156 70 14 060 2214
Richer 493 2210 1402 63.00 302 1360 29 130 2226
Richest 280 12.10 1248 5400 642 2180 143 b.20 7413

Educational status

Ne education 2978 "52.00 2445 42.7) 274 4.30 0.50 57218

a2

Primary Se2 2060 1123 5910 202 1060 14 0 19m

Secondary 326 1200 17208 6270 596 21830 94 350 2724

Higher 12 280 208 4730 172 3919 48 10.90 439.
Ecological zone

Maountain 337 3480 365 4850 46 . 610 4 0.50 753

Hill 1468 3100 2498 5430 539 1170 92 2.00 4598

Terai 2074 381Cc 2620 48.10 657 1210 92 1.70 5443
Caste/Ethniclty

Upper Caste 610 36460 736 4710 223 13.70 44 .60 1667

lanajati 828 4680 787 4450 136 T 17 0.90 1768

Dalit 96 5160 657 4260 a1 520 ) 0.60 1543

Relig.Minor 113 3930 152 S2.60 19 Ga.60 4 1.50 288

Prev.lanajati 42 23.30 87 4800 a5 2460 7 400 182

Others 23 23.90 63 6490 11 1120 q 0.00 96

Source: Further anolfysis of NOHS 2006 by CHPRD



Annei 3: District seclo economic profile: Socio- econtomic determinants in Health

Regions  Districts Literacy Rate (%} GEM

Female

National 42.8 0.29
N R RSB e o ARORE . 03

Bhojpur 44.40 0.41

Dhankuta 54.50 041

Niam E8.60 0.37

Ihapa 58.80 0.42

Khotang 38.80 03

Marang 38.80 0.30

Dkhaldhunga .48 £539.29 3l00 49.30 36.30 Q38

Panchthar Q.48 64.51 51.40 5E.40 45.60 036

Sankhuwasabha 048 6378 5500 5420 4510 .39

Saptari 0.45 £3.13 57.70 49.60 35.50 0.32

Siraha 0.47 6338 S8R0 4070 2710 D.32

Solukhumbu 0.48 65.94 44,90 4590 35,50 0.36

- Sunsari 0.50 51.86 64,10 60.50 50.30 0.38

Taplejung Q.47 61.94 63.50 52.60 42,80 042

Terathum 0.52 6778 3740 59.30 4820 0.38

Udayapur c45 68.03 36.40 5360 4250 035

CDR 0.47 6297 8021 5085 39.57 .27

Rara .47 60.72 69.50 42.70 29,10 0.332

Bhaktapur 0.80 7123 24.00 JO.E0 5960 0.44

Chitwan 0.52 ES.78 Fo.40 71.10 63.00 042

Dhading 041 58.55 5080 £3.70 24.00 036

Dhanusha {.45 G204 63.50 48.70 35.30 .32

Dalakha D45 G350 5570 5LA0 38,80 034

Kavrepalanchowk 0.54 6333 W50 64.00 52.80 0.42

Kathmandu Q.65 69.53 30.70 77.20 55,60 0.44

Lalitpur 0.59 67.10 40.10 F0.90 60.40 0.45%

Mahottari 041 6320 5800 3470 2200 030

Makawanpur 048 k575 o580 63.40 53.90 0.40

Nuwakat 046 6357 5590 5140 4070 0.37

Parsa D45 G071 6990 426D 28.20 0.35

Ramechhap 043 6516 4840 3940 26.60 0.31

Rasuwa 0.39 475 10100 34.30 24.80 0.38

Rautahat 0.41 63.51 56.50 3279 2170 0.33

Sarlahi 0.41 62.95 55.20 36.50 25.40 0.35

Sindhyli 047 BBAS 44.70 50.50 38.50 035

Sindhupalchowk 043 60.02 7320 4060 29.50 0.33

WDR D50 6397 53.25 5974 4981 0.41

' . Arghakhanchi o047 £2.50 &0.70 50.10 46.90 ' 0.356

. - Bagiung 049 &350 4220 670 5230 041

o Garkha 0.45 £0.50 70.30 54.30 45,70 0.35

G DA7 6480 5050 57.80  48.10 0.39

. DAd 52.56_ - 80.70 41,80 29.50 0.36

059 7F0.8¢ %00 7210 61.BO 0.43

0.5% 64.41 26.00 72.10 &1.80 0.43

0.50 57.00 88.50 &0.40) 5270 0.53
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Annex 4; Heolth System Performance ot District Level

Bed Fop Hospital/ Other
Reglons Districts ratin HES Pop {In 100) Papulations  HE/pop

EDR 11881 42 360 290 264588 2463
Bhojpur 11942 1 250 210 203018 2603
Dhankuta 045 33 2.10 1.90 166479 2370
llam 12296 47 430 340 282806 1928
Jhapa 7913 29 650 5.80 633042 2153
Khotang 15426 46 260 Z2.20 221485 2822
Morang 15426 46 260 2.20 231385 2515
Okhaldhunga 4897 72 240 .00 0 1384
Panchthar 0622 a0 37 280 202056 3207
Sankhuwasshha 7960 32 300 - 230 159203 2041
Saptari 7129 29 360 330 570282 1466
Siraha . 2045 63 430 3.40 284940 1838
Solukhumbu 5943 22 230 170 107686 2504
_Supsari 41709 70 800 610 625633 1599
Taplejung 8580 M 200 170, 134698 2010
Terathum 7541 28 250 190 113111 2407
Udayapur 19179 58 480 370 287680 3061

COR : 11144 47 390 310 343816 2039
Bara 22365 93 4,70 3.50 5E913s 2278
Rhaktapur 4508 10 370 3.00 225461 1148
Chitwan . 3065 15 540 5.00 472048 2844
Dhading 21166 68 510 370 338658 2822
Dhanusha 2514 20 430 360 671364 1598
Dolakha 11727 59 270 2.0 175912 596
Kavrepalanchowk 2410 9% 350 3.10 0 251 -
Kathmandy 574 4 180 260 . 180308 1156
Latitpur 891 24 390 . 350 168803 1689
Mahottan 22139 79 580 2.80 553481 1803
Makawanpur 7852 3G 530 280 3604 3739
Muwakot 11539 A8 340 2.80 JBBATR 2046
Parza 2486 12 .40 3.10 497219 1580
Ramechhap 14161 71 3.30 2.60 212408 2499
Rasuwa 2982 1% 1.70 1.140 Aq731 1657
Rautahat 21805 78 470 3.80 545132 1652
Sariahi 21190 Tl 5.00 4.00 635701 16E0
Sindhuli 18484 46 350 310 277259 2888
Singhupalchowk 19581 50 320 2.60 293719 2468

WDR 10134 ETo 3.30 2.70 2h247R 1676
Arghakhanchi 13863 42 380 290 208391 1362
Baglurig 10757 £ 130 1.70 268937 4137
Gurkha ie02 b 3.20 2.60 2858134 2287
Gulmi 19777 49 310 250 296654 1182
Kapilvastu 16066 21 5.00 390 ag1975 | 1975
Kaski 1503 7 280 280 190264 1369
Lamjung 1903 7280 280 190254 1369
Manang 13705 O.e0 0.an 9587 639
Mustang 999 5 .60 0.40 14981 749
Myapd| 7630 a0 310 270 113447 619

Nawalparasi 37525 §3 550 440 562870




Falpa 1711 45 3.0 270 268558 1790
Farbat 10522 i) 2.40 1.50 157826 1372
Rupandehi 4819 18 5.40 4,10 354210 1621

Time of hang wazhing (all the woamen interviewen}
1 el L] ] L}

MWDHR 7248 7 .89 2.20 152663 1720
Bane 2572 12 4.30 2.90 a 1811
Bardlya 25510 25 340 260 A82549 ana;y
Cailekh 11853 56 310 260 225201 2475
Dang 13495 42 6.20 480 462380 1887
Dolpa Q 22 0.80 050 ZHN 788
Humla 2706 14 1.20 0.BD 40595 828
lajarkat 8991 45 3.10 2.30 134BE8 3289
Jumla 4615 23 1.90 1.30 65226 2098
Kalikot . ] & 0.40 0.20 11510 - 320
Mugu o 32 1.00 .30 0 1015
Pyuthan 9658 42 3.40 2.50 212484 2043
Ralpa o 105 350 280 - 2100 2360
Rukum 12563 B3 360 280 138438 2048
Salyan 4043 15 1.00 0O.80 506431 446
Surkhet 7711 64 6.50  4.80 269870 1349

FWDR 9200 40 im 280 242575 2162
Accham 15419 77 2.50 2.20 231285 1629
Baitadi 15628 17 2.90 2.40 234418 1921
Bajhang 11135 42 2.80 2.10 167026 2531
Bajura 12578 34 2.90 1.90 100626 2096
Dadeldhura 2628 42 3.30 2.30 126152 2575
Darchula 8133 41 2.30 190 121996 2033
Dot ¢a02 as i 2.3 207066 2050
Kailaki 8223 28 700 490 516697 1503
Kanchanpur 7553 20 530 5.00 iTIR29 2719

Source: District health profile- 2008, WHOYDoHS/NEPHA



Annex 5; Health system financing at district ievel
Regions Districts

Lk

EOR 1116 116 2.00 0.48
' Bhojpur 1002 149 2.00 0.47
Dhankuta . 1102 133 .00 0.51

llfam 1215 - 57 1.00 .52

Jhapa 1302 51 1.00 0.49

Khotang 554 173 300 0.44

Morang 954 11t 2.00 0.44

Ck haldhunga o952 172 3.00 0.48

Panchthar 1072 125 200 .48
Sankhuwasabha 1257 130 .00 0.48

Saptan 939 as 1.00 0.45

Siraha . BEBO 40 1.00 oA7
Solukhumbu 1455 ~ 153 2.00 0.48

Sunsan 1381 36 100 0.5

Taplejung 1169 203 - 3,00 0.47

Terathum : 1246 191 3.00 0.52

Udayapur 975 20 1.00 0.45

LOR 1466.37 100 2.0 0.47
) . Bara 2156 87 1.0 0.47
Bhaktapur . 1862 67 1.00 0.5

Chitwan : 1715 40 1.00 0.52

Dhading 1075 5 1.00 041

Dhanusha 954 33 1.00 . 0.45

Dolakha 264 221 3.00 0.45%
Kavrepalanchawk 1572 107 2.00 0.59

Kathmaneu 3438 15 0.00 0.65

Lalitper 2059 51 1.00 0.59

Mahottari 789 44 150 0.41
Makawanpur 1836 - 89 1.00 0.48

Nuwakat 1237 106 2.00 0.46

 _Parsa | 1406 - B1 1.00 0.45

- Rdmechhap 1009 189 300 0.43

Rastwa 1802 22 5.00 039

_ Raytahat - E71 49 1.00 0.41
ST Sade L - B2 39 1.00 0.41
cn s Y Sedhud 0790 w8 . 200 0.47
oET D U Sindhupalehowk 1194 0 130 2.00 041




balpa -~ 0 1167 - 68 1,00 0.43

Pasbat. -~ =~ 1220 183 300 a 05
Rupardehi . 1358 27 0.00 0.55
Syangha 1333 108 2.00 .54
Tanahun 1134 45 1.00 052
MWDR 980.53 325 5.00 0-39
. Banke - 1370 45 1.00 0.48
Bardlya 969 50 1.00 0.43
Dailekh 679 148 2,00 038
Dang _ 062 56 ' 1.00 041
Dolps : 1279 78BS 12.0¢ 0,37
Huenla . 1m4 - 3sr ' 6.00 037
lajarkot . - 835 164 3.00 . 0.34
Jumila 4 . - 317 5.00 . -B35
Kallkot ' 775 1651

oMagu 0 . 0T 1108 510

- Pyuthan - 754 179

"Rolpa Y 141

- Rukuei -~ 1002 . 140

Salyan . 791, 219

: - Surkhet. C10B8 o
FWDR _ 1039.78 150

-Accham -

Sauru! PErmprm heaith Expendrture Perfarmanﬂe Evaiuatmn reporr, MUHP H.D.f NHDR 2004



Anrex G- DNstrict wise senvice utifization ond coverage of services for the FY 2005/200600stricts
Propertion of

Distneis fzasies mainourished ANC-I

Achham

Arghakhanchi 0.82 0.04 0.53 0.17 0.26
Baglung 0.75 004 068 0.24 .29
Bajtadi 077 .10 0.80 0.12 0.18
Bajhang 0.87 0.13 0.53 0.09 0.15
Bajura 0.78 0.21 0.37 0.08 0.17
Banke 0.39 0.10 .98 0.27 041
Bara .99 01z 0.86 0.16 Q.35
Bardiya 0.79 0.08 0.9l 0.12 0.50
Bhaiktapur 0.7z 0.09 0.32 0.16 G.67
Bhojpur .80 0.07 0.54 01z 033
Chitwan 0. 0.07 0.60 0.35 0.52
Dadeldhura 0.85 0.22 1.54 0.24 (=T )
Dailekha - 090 0.09 0.70 0.12 0.21
Dang 091 004 0.78 .25 043
Darchulz. .80 . 0.06 0.49 0.10 0.20
Dhading 0.87 0.10 0.65 0.16 031
Dhankuta 0.85 0.04 067 0.19 .50
Chanusa 1.03 0.10 1.05 0.41 0.58
Ciolakha 0.75 0.05 043 0.14 L
Dolpa 1.01 0.21 0.40 0.07 0.16
Dati 0.5 0.15 0.73 015 0.21
Garkha 0.72 .10 052 0.22 .35
Gulm 081 .08 0.6% 018 0.24
Humla 0.95 0.22 0.36 0.14 0.22
Hiarm 0.73 0.11 .55 0.15% 0.46
jajarkot 0.98 013 083 0.18 0.31
Jhapa 1.10 0.04 0.70 0.238 052
Jumla 1.04 0.20 103 012 Q.27
Kabhrepalanchok 0.78 0.06 0.60 0.14 0.52
Kantlal) ' 0.81 0.04 0.77 018 .44
Kalikot 0.85 0.37 049 013 .11
Kanchanpur _ 0.78 0.08 0.53 0.14 0.38
Kapilbasiu 088 0.0% 0.92 0.27 0.30
Kaski 0.82 0.03 Q.80 041 045
Kathmandu 0.99 0.02 0.52 0.53 052
Khotang 0.85 0.07 077 0.15 Q.25
Laiitpur 0.99 0.05 n.73 .55 0.72
Larnjung 0.83 0.07 0.81 0.26 .30
Mahottari 1.08 .06 095 43 0.52
Makawan pur 0.85 011 0.68 0.1z 0.57
Manang 053 0.03 .29 D.15 0.34
Morang 0.91 0.0& 0.74 0.21 0.6
MuEu 0.97 Q.38 065 009 020
Mustang 0.649 0.01 0.46 018 0.44
Myagdi 0.52 0.06 0.76 028 .30
Nawaiparasi 0.83 Q.08 0.7% Q.17 0.46
MNuwakot Q.70 0.07 0.56 013 0.40
Okhaldhunga 0.85 0.08 0.67 0.22 0.35
Palpa 0.81 0.05 0.78 0.24 043

Fanchthar 0.565 .15 Q70 0.16 0.30



Parbat

Parsa
Pyuthan
Ramechhap
Rasuwa
Rautahat
Roipa
Rukum
Rupandeh!
Salyan
Sankhuwasabha
Saptari
Sarlahi
sindhuli
sindhupalchok
Siraha
Solukhumbu
Sunsari
Surkhet
Syangja
Tanahy
Taplejung
Tarathum
Udayapur

Source; Anrual Health Reports, DoHS, MoHP 2005/2006

0.73
0.89
0.91
0.79
G.38
1.15
0.88
i1
0.82
D98
0.88
101
0.57
0.89
0.7%
102
D.59
0.87
0.89
0.69
0.79
0.85

087

0.76

a.02
.11
0.08
0.05
0.11
0.15
0.08
0.16
0.06
0.14
0.04
.09
0.12
0.14
0.c8
0.04
0.11
0.10
D.17
0.07
B.05
0.03
007
0.08

0.0
1.00
0.74
0.56
0.62
0.28
D38
0.57
0.81
C.51
Q.52

" 096

Q.55
052
0.44
0.99

0.55

0.86
1.14
0.51
0.56
0.65
0.72
0.58

0.1%
0.38
0.13
0.16
0.13
0.24
011
0.12
0.21
0.11
0.12
0.27
0.14
016
0.03
0.25
0.15
031
¢.36
0.13
011
0.21
0.24
0.12

0.24
0.64
0.33
D.25
042
0.37
0.22
0.26
0.31
0.28
0.26
0.57

NA
0.30
0.38
D49

. 035

0.53
0.48
0.31
0.30
0.30
D.38
0.30



Annex 7 : Caste/Ethnic group according to the National Foundation for Development of
Indigenous Nationalities {NFDIN)

Religious
Minoritias

Upper Caste

Janajatis

Bramhin [Hill},
Chhetri, Thakuri,
Saryasi,

Brahman, Rajput,
Kayastha, Baniya,
Marwadi, laine,
Murang, Bengali

MWewsar, Thakaly, Gurung, Magar,
Limbu, Tamang, Rai, Sherpa,
Bhote, Walung, Byansi,
Hyolomao, GhartifBhujel, Kumal,
Sunsar, Bararmu, Pzhari, Yakkah,
Dura, Chhantal, Jirel, Carai,
MWajhi, Danuwar, Thami, Lepcha
Chepang, Bote, Ra|l, Hayu,
Raute, Xusunda, Tharu, Dhanuk,
Rajbanshi, Tajpuriya, Gangan,
Dhirnarl, Meche, Kisan, Munda
Santhal/Satar,
Dhangad/Ihangad, Koche,
Pattarkatta/Kushadiay

List of Indigenous {janajati] Nationalities

Kisan Danuwar
Kumal Garai
Kushwadiya Dura
Kusunda Dhanuk (Rajbansi)
Gang Chimal
Gurung Mewar
Chepang Pahari
Chhantyal Free
Chhairotan Bankariya
Jirg| Baramg
Ihangad Bahra Gaunle
Dalpo Bote
Tanghe Bhujel
Tajpuriva Bhote
Tamang Magar
Tin Gaunle Thakali Majhi
Topkegola Marphali Thakali
Tharu Mugali
Thudarn Meche (bodo)
List of Tarai/ Madhesi
Kewat, Dhuniya,
Mallah, Yadav,
Lohar, Telk,
MHuniya, Koiri,
Kahar, Kusrni,
Ladha, Sanar,
Bing, Baniya,
Malli, Kalwar,
Kamar, ThakurfHazam,

Karmi, Damai, Sarki, Gaine,
Badi, Chamar, Mushar,
Dhusadh/Paswan, Tatma,
Khatway, Bantar, Dom,
Chidimar, Dhobi, Halkhaor,
Yaday, Teli, Kalwar, Sudhi,
Sonar, Lehar, Koin, Kusmi,
Kanu, Haluwai,
Hajam/Thakut, badhe,
Bahae, Rajbar, Kewat,
Mzllah, Wuniya, Kumhar,
Kahar, Lodhar,
Bing/Banda, Bhediyar,
Mali, Karmar, Chunia

Yakkha
Rai
Raute

Rajbansi [Koch)

Rajhi
Larke
Lirmbu
Lepcha
Lhopa

Muslims,
Churaute

Lhomi {Shingsawa)

Walung
Byasi
Sharpa
Satar
Siyar
SUnuwar
Hyolme
Hayu

Kanuy,
Sudhi,
Kumbhar,
Haluwai ,
Badhai,
Earai,

Bhediyarf Gade
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Ministry of Health and Population 12 M, Ssuzan Clapham

Health Advisor
3  Dr.Govinda Ofha DFID
Directar Genaraf Jawalakhel, Ekantakuna
Department of Health
Services 13 M Han Heijnen
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15 Dr. Steve Hedgins
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