








Poor maternal nutritional status, anaemia and other
micronutrient deficiencies, tobacco use among women
and passive smoking all contribute to poor maternal
health, obstetric problems and poor pregnancy outcomes.
The poor nutrition of women has an inter-generational
effect, with small women having small babies who are
likely to remain stunted as they grow up.

Improving the nutritional status of children and women
is crucial to attaining the primary education, maternal
health and child mortality MDGs, as undernourished
women and children are more vulnerable to ill-health
and such children underperform at school.

vi. Health Care Needs of Adolescents and
Young People

Ten to 25 year olds make up around a third of Nepal’s
population and the proportion is growing.’>> Although
they are vulnerable to many causes of ill health, few
have adequate access to, or know how to seek advice
and treatment. The many children and adolescents, who
marry early, become pregnant or engage in work, are
particularly vulnerable.

Young women in Nepal continue to have high fertility
rates. There has hardly been any reduction in the high
rate (10%) of 15—19 year olds giving birth in any year
between the 2001 and 2006 NDHS.** Girls who marry early
often become pregnant before they are physiologically,
anatomically, or emotionally ready for pregnancy and
childbirth. Too early pregnancy compounded with
the high prevalence of anaemia and limited access to
appropriate health care, accurate information about sex
and the lack of skilled care during delivery lead to many
pregnancy-related complications and deaths.”

Lack of information and access to health care puts
young people more at risk of contracting sexually
transmitted diseases, including HIV and AIDS.*® Most of
the populations at highest risk of contracting HIV (sex
workers, injecting drug users, labour migrants and men
who have sex with men) are young people.

There are only very limited adolescent and youth-friendly
health services, despite the fact that this group’s health
needs are great and the benefits to them and society from
better access to information and health services is high.
Only a few targeted donor-funded initiatives have been
taken. There has been little political will to improve the
situation, as shown by the weak implementation of the
National Adolescent Health and Development Strategy
(2000) and the lack of any standards or guidelines on
adolescent and youth-friendly health services.?

vii. Other General Challenges

Other important health challenges across all the health
MDGs are:

= the poor coordination between the government’s
health agencies and other government agencies on
health related issues; and

= the absence of integrated disease surveillance for
diseases that can be monitored and the surveillance
of risk factors for other diseases. Currently, disease
surveillance is carried out separately for the major
diseases with staff trained separately. Integrated
disease surveillance would be much more efficient
and cost effective.

9.2.3 Root Causes

The root causes that restrict access to adequate
preventative and curative services are:

= the reluctance of doctors and other trained health care
personnel to work in remote areas and their preference
to work in urban areas and run private practices;

2 the lack of motivation of many skilled primary health
care personnel linked to a lack of (continuing) medical
education facilities and insufficient wage levels;

2 delays in receiving care at health facilities due to the
lack or absence of trained staff, compounded by the
discriminatory behaviour of some health care providers
towards the poor and marginalised women;

= shortages of, and lack of timely delivery of, key health
commodities such as medicines, contraceptives and
reproductive health and birthing commodities;

2 social distance, with some of the mostly high caste
doctors not treating low status social groups (Dalits,
Muslims and ethnic groups) well, or in a language
that is understandable to patients;2®

= political instability, the frequent transfer of health
managers, poor accountability of providers and lack
of involvement of local people in the management of
health facilities;

= delays in operationalising the Nepal Health Sector
Program Implementation Plan;

2 poverty, with the poorest being too poor and too
busy to utilise health services;

2 lack of attention to the health care needs of women,
adolescents and young people; and

2 harmful socio-cultural practices and behaviour.

9.2.4 Future Priorities

The fundamental aim of Nepal’s health care system
must be to improve sustainable access to quality health
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services for all, including the poor, the excluded, people
affected by the conflict and internally displaced persons.
The two main overall needs are to:

= increase the number, the skills and the motivation of
health care providers; and

2 provide adequate health commodities on time and,
especially, to make drugs, contraceptives and other
health commodities available and affordable across
the country.

2 A key strategy must be to increase the accountability
of prevention and treatment providers by:

= empowering women, poor and marginalised people,
adolescents and young people and to demand adequate
disease prevention and treatment facilities;

2 publishing the results of regular morbidity and
mortality surveys that monitor diseases and their
causes to put pressure on policy makers and service
providers to improve health services;

= ensuring that health policies give a higher priority to
providing all Nepalis with adequate treatment and
prevention services; and

2 strengthening the capacity and role of local bodies
and health management committees for planning,
managing and monitoring the provision of health
care. This includes enabling the government health
agencies to efficiently carry out their regulatory role
to maintain the quality of health services, the fair
pricing of services and commodities, to improve the
accountability of public and private health service
providers and to coordinate the public and private
provision of these services.

Other necessary responses are to:

= expand the poor population’s access to and use of
essential health care services;

= maintain existing partnerships between the MoHP,
UN agencies and donors to provide the long-term
support needed to scale up health interventions;

2 encourage more healthy behaviours among
families, women, men, adolescents and socially
excluded groups;

2 operationalise the Nepal Health Sector Programme
Implementation Plan and joint annual planning
to strengthen partnerships for better health care
provision between the government and the private
sector, civil society and donors;

2 ensure that the sector does not only focus on
sector-wide approaches and funding modalities at
the expense of progress towards improved health
outcomes;

2 introduce the integrated surveillance of diseases
and disease risk factors to monitor the status of all
diseases in a cost effective way with all staff trained
in the same techniques;

201 UNICEF (2005¢) Tracking Progress in Child Survival: the 2005 Report.
202 MoH, New ERA and ORC Macro (2002)

203 MoH, New ERA and ORC Macro (2006)

204 UNICEF (2006d)

205 MoH, New ERA and ORC Macro (2002)

2 supplement MoHP’s technical and implementation
capacity by contracting NGOs and the private sector
to scale-up service delivery with technical assistance
by donors and the UN;

= encourage public-private partnerships to deliver
health care, health care commodities and treatment
in line with government standards;

= carry out a nationwide assessment of the private
health sector to give better insights into the nature
and extent of private health care provision;

= carry out the NDHS more often than every five years
to provide more information on progress against the
MDG health indicators; and

2 make special provisions for internally displaced
persons to avail themselves of health services in
their host communities.

Improve the health of adolescent and young people by:

2 increasing their access to quality information
and services on reproductive health (including
family planning and HIV and AIDS), education and
employment opportunities; and

2 increasing life skills education for in and out-of-
school children and young people including about
drug abuse, HIV and AIDS, and civic education to
improve their understanding of their roles and
responsibilities as citizen and to promote respect for
women and girls’ rights.

9.3 Child Health

9.3.1 Introduction

Nepal will realise MDG 4 if it reduces the under-5 mortality
rate by two thirds between 1990 and 2015. To meet this
goal, Nepal needs to reduce child mortality to less than
54 per 1,000 per live births by 2015, requiring an annual
4.1% rate of reduction between 2004 and 2015.2°* Despite
challenging conditions, Nepal has made great progress
in reducing under-5 mortality from 158 in 1991, to 91 in
2001%°2 and 65 in 2006.2°3 MDG 4 will be reached if the
current pace of reduction continues.

In spite of this, globally, Nepal still has a high rate of under-g
mortality, ranking in the bottom third of countries.>4
Also, gains have been uneven and rates remain very
high in parts of the country. NDHS 2001 reported under-5
mortality rates to be much higher in rural (112/1000) than
in urban (66) areas; in the mountains (157) compared
to the hills (94); and in the Far Western Development
Region (149) compared to the Western Development
Region (83).2 Also, almost twice as many under-5s die
in the poorest 20% of households, compared to in the
wealthiest 20%, with a ratio of 125:68.2%
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The rate of decline has been much smaller amongst
newborns (under-1 month old) with a decline from only 39
per 1000 in 2001, to 34 in 2006.27 It is during this period
when, proportionately, the most child deaths occur.2*®

Table 11 Child health indicators

removed the mortality disadvantage of girls relative
to boys; but it has not lowered the concentration of
mortality amongst the economically poor.2®® Vitamin A
supplementation alone reduces mortality by about 30%
and has been a major factor in the decrease in
child mortality since 1990.*° The programme is
estimated to prevent at least 12,000 deaths each
year?® and managed to maintain more than 90%

Under-5 mortality rate 162° 1182 91 coverage during the conflict. It is essential that

(probability of under- | (1987-91) | (1992-96) (2001) (2005/06) this programme continues.

5s dying per 1,000 live

births in a given year) In 2004, about 4 in 10 under-5s had debilitating

Infant  mortality  rate 108 79° 641 gie  worm infestations.?2 This rate is decreasing due to

(number of infants dying | (1987-1991) (1996) | (2001) | (2005/06)  the distribution of deworming medicine alongside

before reaching the age the Vitamin A supplementation. This reduction in

of one year, per 1,000 live debilitating worm infestations is probably a major

births in a given year) reason for the reduced rates of anaemia and
. stunting found in the NDHS 2006.

Proportion of one year 424 572 71° 85¢

old children immunised (1991) | (1996) |  (2001) | (2005/06)  The pationwide polio, measles and tetanus

LIS EEEES immunisation campaigns have also been

Sources: a MoH (1997); b MoH, New ERA and ORC Macro (2002); ¢ MoH, New ERA and ORC

Macro (2006); d MoH (1993)

9.3.2 Key Issues

The main causes of death among under-5 year olds are
diarrhoeal disease, acute respiratory infections and neonatal
conditions, with malnutrition as an underlying factor. Most
of these deaths could be averted by simple preventive and
curative interventions. The five key challenges in the area
of child mortality are maintaining and further increasing
the coverage of preventable interventions; the case
management of illnesses; newborns’ health; nutrition; and
equity and access.

There also needs to be a particular focus on reducing deaths
amongst newborns. The considerably lower rate of decline
in deaths among under-1 year olds, compared to unders
year olds, suggests that it is becoming more difficult to
reduce the death rate of infants as the ‘easier gains’, such
as administering Vitamin A supplements, have been made
and the ‘harder gains’ relating to underlying causes and
behavioural change remain. Also, some policies on essential
child survival interventions remain to be formulated.

i. Interventions to Prevent Diseases

The semi-annual distribution of Vitamin A to all children
in the 6-59 month age range has successfully reduced
gender and caste differentials in child deaths. The
nationwide coverage from 2002 has almost completely

207 MoH, New ERA and ORC Macro (2006)
208 Note that these figures are based on averages for the previous ten years.

successful, with coverage rates of above 98%, 95%
and 78% respectively. For routine immunisation,
four in five (83%) 12—23 month old children are fully
immunised against the major preventable childhood
illnesses, a great improvement from the 66% coverage
in 2001.23

The 2001 NDHS reported only small differences in the
coverage between boys and girls, but there were significant
disparities between caste and ethnic groups, although
the situation is improving across all groups. The DPT3
immunisation (the third shot of the diphtheria, whooping
cough, tetanus vaccine) reached only 40% of children
born into the poorest 20% of households, compared
to more than 90% of children from the best-off 20% of
households. Although immunisation is widely available,
accessible and free, it remains underutilised in some areas
with the lowest coverage in the Terai?> and amongst the
more disadvantaged groups.?® The main challenge is to
increase the coverage of poor children.

ii. Case Management of Illnesses

Not all illnesses can be prevented and children who are
severely sick need to be treated by trained health workers.

Pneumonia: It is estimated that between 17% and 35% of
all under-5 year old deaths are caused by pneumonia.?”
Nepal’s 48,000 female community health volunteers have
played a crucial role in the community-based early detection
and treatment of pneumonia, a major killer of children in
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Nepal. This programme, which is implemented in 33 mainly
Terai districts, covers 60% of all Nepal’s children, and is
estimated to avert 8,500 deaths per year. The challenge is
to increase programme coverage.

Although there is no disaggregated data, there is some
evidence that, as treatment is managed by local health
volunteers, children who might otherwise be excluded are
being reached. As funding problems have largely been
resolved, the programme plans to cover the entire country
by 2009 averting over 14,000 deaths per year. 2

Diarrhoea: Diarrhoea is another major child killer. Diarrhoeal
diseases, and to some extent acute respiratory infections,
are caused and aggravated by the contamination of water
sources by faeces, inadequate personal hygiene and lack of
access to safe drinking water. An estimated 13,000 under-5
year olds die each year due to diarrhoeal diseases. About
25% of these deaths could be averted through access to
safe drinking water and sanitation.?® See more on this in
Chapter 11 Water and Sanitation.

Only 35% of under-5 year olds were given oral rehydration
therapy. WHO and UNICEF estimate that the widespread
treatment of diarrhoea with zinc would significantly
reduce morbidity and avert 3,000 child deaths per year in
Nepal.2? This new treatment regime is being introduced
in Nepal, one of only six countries in the world with a
policy of using it.?>

Medicine: Shortages of antibiotics, other drugs and oral
rehydration salts are a serious problem.?22 The conflict
seriously disrupted supplies of medicines and other health
commodities to remote districts. There is an urgent need to
improve the drug supply system to make drugs available
and affordable at the community level through health
volunteers and in health facilities.

iii. Newborn Health

There is a moderate declining trend in deaths of under-
1 month olds (neonatal mortality), which dropped from
70 per 1,000 live births in 19911995, to 34 per 1,000 in
2001-2005. However, the proportion of under-s year old
deaths occurring in the first month is growing and now
stands at 52%, up from 43% in the 2001 NDHS.?>3 The
2006 NDHS records that more than half (34) of the 65
per thousand children who die before their fifth birthday,
die during the first month.2>* The 2001 NDHS recorded that

218 NHSP (2005)
219 UNICEF (2006a)

the great majority of these deaths (47 out of 91 per 1,000
pregnancies) occur in the first six days.

Progress on MDG 4, therefore, depends on saving the
lives of newborns and infants. Nearly 90% of all births in
Nepal occur at home. Key contributing factors to newborn
mortality are the lack of skilled attendance at delivery,
poor newborn care practices and staff shortages in rural
health facilities. The main causes of death in newborns are
asphyxia (suffocation) and sepsis (infections). Suffocation
is caused by inadequate birth practices and infections are
due to poor sanitary conditions.

A fifth of babies in Nepal are born with low birth weight.?*
The survival of newborns is closely linked to maternal
health and the care given to mothers during pregnancy,
delivery and the neonatal period.

The slow rate of improvement in newborn mortality suggests
that focus is needed on simple, proven interventions
(implemented in a culturally appropriate way) such as clean
delivery kits for home births, cord care, management of new
born infections and kangaroo mother care (where premature
babies are held on the mother’s chest with skin-to-skin
contact). The reduction in neonatal tetanus (previously a
leading cause of newborn mortality) and the large reduction
in the fertility rate (from 4.1 per mother in 1998-2000, to
3.1 in 2003-05) have contributed significantly to newborn
survival.?® A recent survey suggests that neonatal tetanus
is no longer a public health problem in Nepal.?*

iv. Access and Equity

There are sharp disparities in child mortality related to
economic status, geographical location, caste and ethnic
identity. This is illustrated by the NDHS 2001 under-5
mortality rate of 60 per thousand live births amongst the
richest 20%, compared to over twice as many (142 per
thousand) amongst the poorest 20%.%?® In the poorest
quintile, only 12% of children received at least six child
survival interventions, while the figure was 61% among
the best-off.» The mortality differential related to
economic status was wider than those related to gender,
caste and ethnic group, and geographical location.>°

The vast majority of the annual 46,000 child?* deaths occur
in rural areas. The mortality rate in rural areas is twice as
high as in urban areas.?? Also, mortality rates are higher in
the mountains than in the hills, and Terai and Dalit children
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are 2.3 times more likely to die before the age of 5 than
a Newari child, mirroring the ratio between the lowest and
highest wealth quintiles. While there is little variation in the
mortality rate by sex for under-1 year olds, the 2001 NDHS
found mortality among 1-5 year olds to be nearly one and
a half times higher for girls than for boys.?33

9.3.3 Root Causes

The specific root causes of why so many Nepali children
and babies die are:

= poor sanitation, hygiene and drinking water, which

leads to many child deaths from diarrhoeal and other

diseases;

widespread malnutrition amongst children;

lack of skilled attendance at delivery, poor newborn care

practices and staff shortages in rural health facilities;

2 delays in women in labour with pregnancy
complications seeking care, reaching services and
receiving services; and

= the poor health status of many mothers.

v ¥

9.3.4 Future Priorities

Future priorities to reduce child mortality are:

= give more attention to behavioural change at the
household level as many of the causes of the
high rates of infant mortality are rooted at the
household level;

2 introduce new interventions to care for neonates
(babies from birth to four weeks) including the
Essential Newborn Care package combined with
the Support to Safe Motherhood Programme, with
a system for referring mothers and babies to higher
levels of care and targeting the caste and ethnic
groups where most child deaths occur;

Table 12 Maternal health indicators

2 implement postnatal care as per the government’s
Essential Maternal and Neonatal Health Care and
Services Package;?34

2 expand child health programmes and pay more
attention to the needs of the poor and to providing
quality services; and

= reduce child malnutrition.

9.4 Reproductive and
Maternal Health

9.4.1 Introduction

Nepal has made good progress towards MDG 5 of reducing the
maternal mortality ratio by three-quarters between 1990 and
2015. The estimated number of maternal deaths per 100,000
live births stood at the very high level of 539/100,000 live
births in 1996.23> Reliable sources indicate that the equivalent
2006 figure has almost halved to 280/100,000 live births.?¢
This is probably due to improvements in other indicators such
as poverty, reduced fertility, more women delivering in health
facilities and more educated women. Considerable efforts are
still needed for Nepal to reach the MDG target of reducing the
number of maternal deaths to 134/100,000 by 2015.

Delays in seeking care, reaching services, and receiving
services are major causes of maternal mortality in Nepal.?s7
The evidence strongly links reducing maternal and neonatal
mortality with skilled attendance at delivery, emergency
obstetric care for women who develop complications, health
system strengthening and family planning. A number of
household-level factors prevent access to skilled attendance
and emergency care. Roughly three quarters of all maternal
deaths could be avoided if all pregnant women had access
to emergency obstetric care.?® However, currently only about
19% of deliveries are assisted by a skilled birth attendant
(doctor or nurse/midwife),? and in low economic quintiles

Maternal mortality ratio per 100,000 live births (the number 8507 (1988) 539° 4159 280°!
of women dying from any cause related to or aggravated by or (1990-96) (estimate) (2001-06)
pregnancy or its management) 515° (1986-91)

Proportion of births attended by skilled (trained) health 7° 10°¢ 11 19¢
personnel (excludes traditional birth attendants) (1989) (1996) (2001) (2005/6)
Contraceptive prevalence rate (percentage of 15-49 year 24° 29¢ 39f 44°
old married women practising any form of contraception) (1991) (1996) (2001) (2005/06)

1 The NDHS 2006 maternal mortality rate figure of 280 has yet to be officially released, although health statisticians consulted agree that this figure, as unofficially
released in Rijal (2006) is probably true and was worked out in the same way as the 1995 figure of 539.
Sources: a UNDP (1992); b MoH (1993); ¢ MoH (1997); d NPC (2002); e MoH, New ERA and ORC Macro (2006); f MoH, New ERA and ORC Macro (2002)
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it is only about 6.5%.24° The MDG target is for 60% of births
to be attended by skilled birth attendants.?* The numbers
of skilled birth attendants required to meet this goal in
Nepal is estimated at 4,573.24

The prevalence of early marriage remains a concern. Early
marriage puts women at risk as young bodies are less able
to cope with pregnancy. The median age for marriage in
Nepal was 16.6 years in 2001.43 It is, therefore, unlikely that
the maternal health MDG will be realised.

Anaemia and uterine prolapse are serious health concerns
for many Nepali women, including young women. Anaemia
is a major underlying cause of maternal mortality. Although
there has been a great decrease in the incidence of anaemia
in women (from 68% in 1998,%# to 36% in 2006*%), and
a huge reduction in severe anaemia (from 6% in 1998, to
only 0.4% in 2006), it is still a serious problem, especially
for pregnant women. Around 10% of all married women
of reproductive age suffer from prolapsed uteruses.?s® The
causes of this are further discussed in Chapter 8 Gender
Equality and Women’s Empowerment.

The inclusion in the interim constitution of women’s right
to “reproductive health and other reproductive matters” is
a promising development.?”

9.4.2 Key Issues

i. The Policy Framework

The importance of improving maternal and reproductive
health for poverty reduction is well recognised and is a
government priority.24® The government has formulated
policies and strategies on reproductive health, safe
motherhood, and newborn and adolescent health. While
safe motherhood is a key part of the Nepal Health
Sector Programme Implementation Plan (NHSP-IP), the
National Safe Motherhood Programme has only recently
(November 2006) updated their plan of action to fall in
line with the NHSP-IP framework. The delays in putting
this plan into action have hampered the achievement of
MDGs 3, 4 and 5.24

ii. Family Planning

Access to voluntary, safe, affordable and appropriate family
planning information and services is known to reduce
maternal mortality. If the unmet need for contraception
was met, and women had only the number of pregnancies
that they wanted, at the intervals they wanted, maternal
mortality would drop by an estimated 20 to 35%.%°

240 Chhetri, D (2005) Poverty and Reproductive Health, Linkages and Consequences.

Nepal’s contraceptive prevalence rate (the current use of
any modern method of contraception (is 44% — a 70%
increase from the 1996 level of 25%.%* The 2001 NDHS
recorded a high unmet demand for contraception of 28%
amongst married fertile women who did not want to become
pregnant in at least the next two years.?s? Note that these
figures are not straightforward as they do not account for
other factors, such as husbands working abroad, that cause
them not to use contraceptives.

The use of modern contraceptive methods has increased
markedly from 26% of currently married women in the
1996 DHS, to 44% percent in the preliminary findings of
the 2006 NDHS. The most commonly used method of
contraception is female sterilisation (18%), followed by
injectables (10%), male sterilisation (6%) and condoms
(5%). Contraceptive use varies markedly with 54% of
urban women using modern methods, compared to
43% of rural women. Also, almost one in two married
Terai women (48%) currently use a modern method of
contraception, compared to 36% of women living in
the mountain zones. The new NDHS data also shows
only 28% of 20-24 year olds using modern methods,
compared to 58% of 30-34 year olds.

Despite declining fertility rates, many women from poorer
families still have too early, too many and too frequent
pregnancies. The immediate causes of more than half of
all couples wanting, but not using, any modern method
of contraception are the limited availability and access
to contraceptives in many areas, the variable quality
of family planning services and the lack of youth-
friendly services. The underlying problems are women’s
low status and low levels of participation in decision-
making; the minimal involvement of men in family
planning and reproductive health issues in general;?3
poor participation by excluded population groups;®4
prevailing myths and misconceptions such as that using
contraception can later prevent conception; and lack of
awareness about safe sex behaviours. Also, government
programmes for reproductive health commodity security
are under-funded.

iii. Obstetric Care and Skilled Birth Attendance

The preliminary NDHS 2006 findings are that the
proportion of babies delivered by a health professional
over the previous five years has increased by 72% (from
11% in 2001, to 19% in 2006), while the proportion of
babies delivered in a health facility increased by 54%
(from 9% in 2001, to 14% in 2006).%5
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There is still a great unmet need for obstetric care and
skilled birth attendance with the immediate concern
being the unavailability of service providers and quality
services. It is the lack of human resources and facilities
and transport difficulties that make it difficult for women
in labour to access services. Other factors causing the
low utilisation of skilled birth attendants and emergency
obstetric care are traditional beliefs and practices;
women’s lack of involvement in decision making; the
lack of importance given to pregnancy and birth by
society; the generally poor awareness of the importance
of having skilled care at births; and the lack of education
of women and girls (see Section 9.4.3 Root causes
below for a comprehensive list). The new Support to
Safe Motherhood Program is just starting to implement
activities in its 19 districts, whilst GTZ is working in a
further nine districts, the USAID-supported Nepal Family
Health Program in three districts and several INGOs are
working elsewhere.

iv. Antenatal and Postnatal Care

Forty-four percent of women who gave birth in the five
years preceding the 2006 NDHS received antenatal
care at least once from a health professional (including
doctors and nurses/midwifes, but not auxiliary health
workers), compared to only 28% in 2001 — an increase
of 57%. Many more women in urban areas (85%)
received antenatal care at least once, compared to 38%
of rural women. Much fewer received the recommended
four visits.

However, as most complications in pregnancy are neither
predictable nor preventable, it is access to skilled
birth attendance, rather than to antenatal care, that is
most crucial to saving mothers’ lives. Antenatal care
is often an ineffective formality rather than a series
of useful interventions, although it can significantly
reduce morbidity.?®

Traditions that consider the birthing process to be a
ritually polluting event, harmful cultural practices and
a lack of health awareness put many new mothers and
babies at risk.s7 Although the majority of maternal
deaths occur soon after delivery, postnatal care is given
a low priority, with the 2001 NDHS reporting that 79% of
women received none whatsoever.?#

9.4.3 Root Causes

The many root causes of why women’s health concerns
are neglected, why many of them delay or do not seek
health care and why they suffer from ill health and
premature death are:

= women’s low social status, lack of education and lack
of decision-making power;

256 UNICEF (2006a)

2 socio-cultural beliefs and practices that prevent
women from using available services before, during
and after birth; that limit support from their husbands
and mothers-in-law around birth; and that prevent
proper maternal nutrition and care;

= the social expectation that women can bear pain in
pregnancy and childbirth and the widespread belief
that childbirth is a normal event needing no special
preparation or care either before or after birth;

2 pregnant women’s, and women’s and girls’ poor
nutritional status, anaemia, other micronutrient
deficiencies and tobacco use;

2 the heavy workloads of most rural women, which
strains their bodies and give them little time to seek
health care;

= the high cost of transportation and care for complications
related to pregnancy, delivery and abortion;

2 women feeling uncomfortable about expressing their
health concerns to male health providers and the
discriminatory behaviour of some service providers to
low caste, poor and marginalised women;

2 early marriage and low rates of contraceptive use
among younger women,?? resulting in many giving
birth before their bodies can cope. This is partly
due to their inability to access youth-friendly family
planning and other health services;

2 unmarried young women and some married women

with unwanted pregnancies resorting to unsafe

abortions that often lead to serious infections,
infertility and even death;

sexual and domestic violence;

social pressures for a women to deliver a son,

which can lead to too many and too closely spaced

pregnancies;

= many rural women giving birth at home in unhygienic
conditions and preferring traditional birth attendants
to attend to their deliveries when studies have shown
that the latter do not contribute to reducing maternal
deaths; and

2 delays in rural women reaching available health and
birthing services due to a lack of roads and transport.

L

9.4.4 Future Priorities

Future priorities to reduce maternal mortality and improve
women’s health are:

= give more attention to behavioural change at the
household level as many of the causes of the
high rates of maternal mortality are rooted at the
household level;

2 improve the quality of family planning services
and increase access to all kinds of family planning
methods. The specific needs are to promote safer
sex; ensure women’s access to and choice of
contraception; and promote male participation in

257 Manandhar, M (1999) Birthing Practices Study. Remote Areas Basic Needs Project-Bajura.

258 MoH, New ERA and ORC Macro (2002)
259 MoH, New ERA and ORC Macro (2006)



family planning and reproductive health services;

2 empowerwomen to gain more control over reproductive
health issues and mobilise families and communities
on birth preparedness. This involves the government
giving more priority to this issue;

2 improve the coverage and quality of antenatal care
to prepare all pregnant woman and their families for
the birth and possible complications;

2 make skilled birth attendance for all deliveries the
backbone of district health systems by improving the
government’s cost-sharing scheme for transport and for
other subsidies to reduce the cost of supervised births;2%°

2 make emergency obstetric care available to all women
who need it through a referral system to ensure timely
access to appropriate services for life threatening
complications, including safe transfusion
services;

2 publicise maternal death reviews to make policy
makers and service providers more accountable
and to identify research needs and information

who are driving the epidemic through their high risk
behaviours are crucial and should remain a key focus
of the response. At the same time, treatment and care
for the increasing number of people living with HIV and
AIDS need to be scaled-up.

Conventional sexually transmitted infections (STIs) cause
much morbidity in Nepal and are also known to put people
at more risk of contracting HIV. In Nepal, treatment for
STls and condom promotion are an integral part of HIV
prevention, especially among high risk groups. There is
evidence that syphilis rates have reduced in recent years
among at risk groups with, currently, an estimated 3-6%
of sex workers and 1.75% of truck drivers infected.?3

Table 13 HIV and AIDS indicators

HIV prevalence among
15—49 year olds (%)

0.55b
(2006)

0.29a
(1999)

gaps; and
2 increase awareness amongst young people
about their reproductive rights.

9.5 HIV and AIDS

9.5.1 Introduction

An estimated 70,253 adults (15—49 year olds) are living
with HIV in Nepal, corresponding to a prevalence rate of
0.55% in this population group.?®* Nepal’s epidemic has the
characteristic of a concentrated epidemic with prevalence
rates consistently exceeding 5% in the sub-populations
of injecting drug users and female sex workers. It is
estimated that 46% of HIV cases occur among the high
risk groups of seasonal labour migrants, 19% among sex
workers, 9% among injecting drug users and 3.5% among
men having sex with men.?*2 Women victims of trafficking
for prostitution and some women labour migrants are
also at high risk of contracting HIV. Following the gradual
increases among these groups, cases are now also being
seen among the wives and partners of migrant workers
and sex workers’ clients with 20% of cases being among
the wives or partners of HIV positive men.

Preventative measures targeting these groups have helped
reduce the spread of HIV. However, there is little chance that
the MDG 6 target of halting and beginning to reverse the
spread of HIV and AIDS by 2015 can be achieved, unless
prevention programmes are significantly scaled-up.

Vulnerability to HIV in Nepal is exacerbated by poverty,
inequalities, instability, conflict, internal displacement
and the country’s proximity to India and China, which
are both experiencing large HIV epidemics. Programmes
aimed at reducing transmission among the groups

Sources: a NCASC 1999 estimate; b UNAIDS 2006 estimate; ¢ MoH (1993); d MoH (1997);
e MoH, New ERA and ORC Macro (2002); f MoH, New ERA and ORC Macro (2006)

9.5.2 Key Issues

i. Increasing Levels of HIV Infection Among
Excluded and Vulnerable Groups

HIV infection continues to spread mainly amongst
populations that are socially excluded, that suffer
stigma and discrimination, and that have low access
to health care. It is the high risk groups listed in the
introduction to this chapter, plus the wives and partners
of HIV positive men, who are the most-at-risk; although
the vulnerability of women and young people should
not be underestimated. Between mid-2005 and the end
of 2006, the largest number of HIV positive cases was
reported among 30-39 and 15-24 year olds, with more
cases being reported in urban areas where there is more
migrant labour. Accurate estimates of the rural-urban
ratio are yet to be determined. The prevalence is higher
among men than women, with about 2.6 men infected
for every woman.?4 In Nepal, HIV is predominantly
transmitted through injecting drug use and unprotected
sexual contact, mainly heterosexual, but increasingly
also among men having sex with men. Transmissions
from mother to child and from blood transfusions are
not as common.

Migration and work in the transport sector is one of the
main factors exposing men to higher risks of transmission
as many of these men become clients of sex workers.
An estimated 600,000 to 1.3 million Nepali men migrate
to India each year for seasonal or long-time work, often
without their families.?6> Fragmented family ties and social
structures increase their vulnerability to HIV. Although

260 DoHS (2006) National Policy on Skilled Birth Attendants, Supplementary to Safe Motherhood Policy.

261 UNAIDS (2006) Fact Sheet - Status of HIV Epidemic in Nepal.
262 UNAIDS (2006)

263 New Era, FHI and NCASC (2006) Integrated Bio-Behavioral Survey among Female Sex Workers in 22 Terai Districts.
264 UNAIDS (2006); note there are mistakes in the primary source of this information, NCASC (2006).
265 NCASC (2006) Status of 2005 National Response to the UNGASS Declaration of Commitment on HIV/AIDS: Nepal.



more cases have been reported among men in Nepal,
women are biologically more vulnerable to HIV and
female sex workers are particularly vulnerable due to the
criminalisation of their work. Women who are trafficked
for prostitution and many women labour migrants who
go to work as domestic workers in the Gulf countries and
other countries are at high risk of contracting HIV as they
are forced into unprotected sexual acts.

The stigma and discrimination associated with HIV and
AIDS, women’s inadequate access to health information
and services, and their inability to demand safe sex make
them particularly vulnerable. Injecting drug users are most
at risk of contracting HIV from unsafe injecting practices.
The lack of social acceptance of men who have sex with
men means that they have to hide their sexual preferences
and so are vulnerable to exploitation and hard to reach
with preventative services. Young people, who make up
30% of Nepal’s population, are also prone to risk-taking
behaviours such as substance abuse and unprotected sex.
Prevention services need to target the most vulnerable
and at-risk groups to avoid the further spread of HIV.

ii. Low and Inequitable Coverage of HIV
Prevention and AIDS Services

The civil conflict, frequent changes in responsible high
level government personnel, resource constraints and
geographic inaccessibility are the main barriers restricting
access to HIV and AIDS services. Although Nepal’s HIV
and AIDS programming includes prevention, treatment,
and care and support components, the focus is mainly
on prevention programmes, which account for 75% of the
national HIV and AIDS budget. These programmes target
high risk groups and are almost entirely implemented
with support from external development partners and
NGOs. The wives and partners of HIV positive men are
increasingly being targeted through services provided
for migrants and injecting drug users. However, only a
fraction of these high risk populations have access to
preventative services and testing. As a consequence,
an estimated fewer than 10% of the people living with
HIV know that they are carrying the virus. Voluntary
counselling and testing services by private and public
health facilities expanded from ¢ to 65 delivery points in
30 districts between 2004 and 2006.2¢

Treatment, care and support services for AIDS are even
more limited. Anti-Retroviral Therapy was started in 2003
for 77 patients and now reaches 500 patients, covering
4.5% of the estimated 11,000 people with advanced HIV
infection who are in need of treatment. Care and support
services targeting vulnerable women, youth and children
need to be scaled-up. The trafficking and abuse of
vulnerable children such as street children and orphans
is widespread, and the vulnerability of these children to
HIV needs to be addressed. An estimated 13,000 children
have been orphaned by AIDS in Nepal.?” Children are not

a priority on the national HIV and AIDS agenda, although
progress has been made with paediatric AIDS strategies and
guidelines developed, and seven sites are now providing
prevention services for mother to child transmission.

iii. Insufficient Political Commitment and Lack
of Resources at the Grassrootszs

Although Nepal has developed policies and strategies to
scale-up its response to the epidemic, insufficient political
commitment, frequent changes in leadership and limited
absorptive capacity among civil society organisations
have delayed implementation. The political leadership
has not made HIV and AIDS a national priority or a part
of its development agenda. HIV and AIDS is treated as
just another health concern and little has been done
to extend preventative measures to the programmes of
non-health ministries.

Synergies have increased among major stakeholders who
now coordinate their programmes within the National
HIV/AIDS Action Plan. The new national HIV monitoring
and evaluation framework is benefiting from a strong
commitment from all partners. However, the national HIV
coordination mechanism is dysfunctional because it lacks
the government mandate required to be an effective
vehicle for ensuring related legal and policy reforms.
Another challenge is that multi-sectoral participation is
not yet broad enough from government, civil society and
the private sector with a number of vulnerable groups
under-represented.

This situation is mirrored at the district level where
most district AIDS coordinating committees are poorly
resourced, or inactive, or operating with little or no civil
society participation. These committees are not linked to
district development planning processes and are therefore
unable to access resources channelled through the DDCs.
Also, the many newly formed community organisations
have received few resources for HIV prevention and
treatment work. These groups can be very effective
because of their direct reach within their constituencies
and their grassroots knowledge of local needs. However,
most resources are going to central-level organisations
because of traditional donor reporting requirements and
resource flow mechanisms.

9.5.3 Root Causes

The specific root causes of the growing incidence of
HIV and AIDS and the inadequate treatment, care and
support for those living with HIV and AIDS are:

= insufficient knowledge about HIV and AIDS among
the hundreds of thousands of labour migrants;

2 risky behaviour among drug users (sharing infected
needles), labour migrants (becoming clients of sex

266 UNAIDS (2006); note there are mistakes in the primary source of this information, NCASC (2006).

267 UNICEF (2002) The Increasing Vulnerability of Children in Nepal.
268 NCASC (2006)



workers) and other groups. There are insufficient
programmes to change risky behaviours and to identify
and diagnose sexually transmitted infections;

2 discrimination practised against people living with
HIV and AIDS by society in general and by health
care providers in particular;

2 lack of political leadership on combating HIV and
AIDS and providing better care and support;

= HIV prevention and care services not being integrated
into other primary health care services such as
reproductive health, maternal and child health, or
into education and employment;

2 poverty and conflict causing many vulnerable men to
migrate to India leaving their families in Nepal and
women going to work in India as sex workers; and

2 the very limited coverage of treatment, care and
support services, particularly of voluntary counselling
and testing.

9.5.4 Future Priorities

Future priorities for HIV and AIDS prevention, care and
treatment are:

= pursue a dual approach to increase equitable access to
prevention, treatment and care by targeting the most
at risk populations while addressing and reducing the
vulnerability to HIV and AIDS of disadvantaged and
socially excluded groups;

2 integrate HIV and AIDS interventions into the
broader health system response and into sexual and
reproductive health, mother and child health, and
family planning services;

= increase the resources dedicated to fighting
discrimination, supported by policy and institutional
reforms to remove barriers to accessing services and
reduce the vulnerability of women and girls;

= support more coherent multi-sectoral
programming by the ministries of
home, women, labour, education and

= support civil society to press the government to make
AIDS a priority issue and involve affected communities
more in implementing the national programme;

= develop governmental and non-governmental capacity
to provide quality services and make these available to
all needy people while keeping up with the dynamics
of the epidemic. This will involve building the capacity
of health care providers and developing inclusive
institutional practices, systems and structures to
overcome the stigma and discrimination suffered by
people living with HIV and AIDS;

= support community initiatives to counteract
discrimination and violence against people living
with HIV and AIDS including by raising awareness
about HIV and AIDS through formal and non-formal
education; and

= create a policy environment supportive of early
interventions among young people to address their
inherent vulnerability to HIV.

9.6 Tuberculosis

9.6.1 Introduction

MDG Target 8 is to halt by 2015 and have begun to reverse
the incidence of malaria and other major diseases such
as tuberculosis (TB). Nepal will probably meet this target
for reducing TB cases.

Tuberculosis is a major public health problem in
Nepal with about 45% of the population infected and
around 20,000 people contracting infectious TB each
year. High cure rates (around 87% between 1998 and
2004) of detected cases have led to an almost halving
in prevalence of the disease between 1990 and 2005,
although the diagnosis of contagious TB cases stayed

Table 14 Tuberculosis indicators

local development. Also, reform the Prevalence of tuberculosis 5

coordination mechanisms, such as Gl aes o oues) e (2022)

the National AIDS Council, and build ;54 500 peoplea 2

better links between the central and

local levels; Death rates associated with 43 35 23 24°
9 improve the availability of credible  tuberculosis per 100,000 (2004)

strategic information at the national ~PeopPlea 2

level on the epidemic and the  proportion of tuberculosis NA 46 69 70

response to support sound decision- cases detected (%)

making and planning. This will ; )

include building up the government’s CP:S’E:rELOrZ doznt;:regiﬂeoci:; A bt &7 E5

survelllanFe system, 'stre'ngthenmg Observed Treatment Short-

the national monitoring and courses (DOTS) (%)

evaluation system, and carrying out
robust research into programme
effectiveness and contextual factors
such as trafficking and mobility;

1 Includes pulmonary positive and smear positive cases, pulmonary negative and smear negative cases,
extra pulmonary cases and retreatment cases.

2 WHO (2006a) gives higher prevalence and death rate figures for 1990; although the figures in the above
table better represent the likely trend.

Sources: a WHO (2006a); all other figures are from the National Tuberculosis Control Programme, Bhaktapur.



almost the same at 55/56 per 100,000 people between
1998 and 2004, probably due to improved detection.
Contagious cases make up about a half of all TB cases
in Nepal. If these trends continue, then the incidence will
decline by a further 20% by 2015.

The conflict has limited access to health care facilities in
remoter areas and has made it more difficult to supervise
the full courses of TB treatment. Some sources suggest
that the reduced access of district health staff to the field
due to the conflict may have caused a lesser proportion
of TB case to be detected.?”°

Data from 2001 to 2004 shows a striking difference in
detection rates between women and men. Men had a
constant detection rate of over 93%, but the estimated
detection rate for women was only half that figure. The
proportion of male TB patients is greater in most countries.
The situation in Nepal is probably exacerbated by women’s
lesser access to health care facilities.

9.6.2 Key Issues

Remarkable strides have been made in TB control since
the 1996 adoption by Nepal of the Directly Observed
Treatment Short-course (DOTS) for tuberculosis control.
Nepal is one of the few countries to have achieved the
global targets of 70% case detection and 85% treatment
success rates. The detection rate increased from 46% of
estimated cases in 1995/1996, to 70% in 2005/2006, due
to the successful nationwide programme, an achievement
that hardly any other developing country can match. This
has led to the halving of the prevalence of TB in the
population between 1990 and 2005.

Effective collaboration between the public and private
sectors, and with partners, including INGOs and donors,
is one of the great strengths of Nepal’s TB programme.
Community involvement is assured through the DOTS
committees in every district, which are made up of local
health workers, teachers and TB patients.

The major challenges faced by the TB control programme
to sustain the current achievements are the spread of multi
drug resistant forms of TB and the increasing incidence
of HIV and AIDS. Levels of drug resistance are already
high: a 2002 survey found that nearly 11% of new patients
were resistant to at least one anti-TB drug and 1.3% had
multi-drug resistant TB.?7* TB is the leading killer among
people living with HIV as they are 5o times more likely to
develop TB than the general population. HIV is spreading
amongst socially excluded groups who are also at high risk
of contracting TB.

9.6.3 Root Causes

The main challenge that could prevent the realisation of the
MDG target of reducing TB would be the spread of multi-

drug resistant TB and the spread of HIV and AIDS as infected
people are much more liable to develop contagious TB.

9.6.4 Future Priorities

Future priorities for reducing the incidence of tuberculosis
are:

2 continue expanding qualified DOTS services to all
health posts and sub-health posts to make services
more accessible to women and to people in remote
rural areas;

increase collaboration between the HIV and AIDS
and tuberculosis control programmes for early
identification and treatment of TB;

ensure that health providers adhere to treatment
standards; and

take measures to prevent the spread of multi-drug
resistant TB and of TB amongst people living with
HIV and AIDS (note the incidence of both of these
is still low).

9.7 Malaria

9.7.1 Introduction

MDG Target 8 is also to halt by 2015 and have begun
to reverse the incidence of malaria. For malaria, the
target can only be met with accelerated and extended
programme coverage.

Malaria is a serious problem in many parts of the Terai
and lower hills causing much absenteeism from work and
school, and out of pocket expenditure for the poor. It is
also a major cause of the widespread chronic anaemia in
children and women. Since 1990, there has been a more
than 60% increase in at-risk populations (people living in
the lower hills and the Terai). Around 18.7 million people
live in districts where malaria is endemic, of which 6.5
million live in ‘high risk’ areas.

Reported malaria prevalence in the 65 endemic districts
increased from 224 per 100,000 people in 2000, to 304
in 2005. However, these figures are questionable because
many of the suspected cases are reported by lower level
health personnel who are not properly trained to identify
the disease. The figures are also questionable because
the number of cases confirmed through laboratory tests
is continuing to decline; in 2005 accounting for only 10%
of all diagnosed cases (see Table 15). Also, the number of
actual cases is higher as the figures given here are only
those reported from public health facilities in the 17 high
risk districts and do not represent cases attended to in
private health facilities, in other districts or otherwise.
The actual number of cases could be twice as many. In
2005, only about 8.5% of the high risk population used
bed nets or lived in areas sprayed against the vector.

269 MoHP (1997/98 and 2003/04) TB Control Programme Annual Reports and Records.

270 OCHA unpublished finding based on field meetings with district health officers.
271 NTBCP (2005) National Tuberculosis Control Programme Annual Report 2061/62.



The prevalence of Plasmodium falciparum, the parasite
responsible for the more severe forms of malaria and
most malaria deaths, is increasing with the percentage
of all laboratory diagnosed malaria caused by this
parasite increasing from around 9% in the 1990s, to a
disturbing 24% of all cases in 2005, with many cases
being reported in the east.?2

Table 15 Malaria indicators

to introduce insecticide treated nets and simple
diagnostic tools.

The main challenge is to strengthen the control programme
to make good use of available resources based on sound
planning and to display national and local leadership to
build successful partnerships involving the private sector
and communities.

.7.3 Root Causes
mmmm 973

Clinically diagnosed malaria
cases (in public health
facilities in 17 highest
risk districts per 100,000
people at risk)

The specific root causes of challenges
related to malaria are:

= the conflict, which led many people
from non-endemic regions to move

Laboratory-confirmed NA NA
malaria cases per 100,000
people at risk (using
population from all 65
endemic districts)

to endemic parts of the Terai and
more people seeking seasonal
work in highly malaria endemic
parts of India. The conflict has also
limited the outreach of the malaria

523 3ob c

Population in  high risk 483,198 | 908,3004% | 145,552°' | 552,625¢2

areas using effective malaria
prevention measures

programme and, particularly, the
delivery of household spraying;

2 the increasing incidence and drug
resistance of the severe P. falciparum

1 The year 2000 drop is due to reduction of vector spraying programme.

2 The increase in the 2005 figures is due to counting of bed net users in this figure for the first time.

Sources: a DoHS (2001); b EDCD (2006); ¢ EDCD (2001); d EDCD (annual a)

9.7.2 Key Issues

The incidence of malaria may be increasing as many
people have moved to malaria-endemic parts of the Terai
due to the conflict. In addition, conflict-related poverty
is forcing more people to seek seasonal work in highly
malaria endemic parts of India. About one million Nepalis
cross the border to India each year for seasonal work
and many return infected. The malaria death toll in Nepal
is not known as the number of deaths and the causes
of death are not systematically registered. Although only
around 15% of malaria cases are from the severe form
of malaria infection caused by the P. falciparum parasite,
in eastern and far-western border areas this severe form
of malaria is increasing and may now represent up to
30% of all cases in these areas. Paired with this, drug
resistant falciparum has led the government to change its
drug policy for P. falciparum malaria. However, the new
Artemisin Combination Therapy (ACT) drugs, which will be
introduced in 2007, are more expensive and require close
follow-up of patients to ensure proper rational treatment.

The 2004 to 2008 additional resources from the Global
Fund for AIDS, Tuberculosis and Malaria are going
to malaria control in the 12 most affected districts

form of malaria infection; and

= the malaria control programme’s
limited capacity to monitor the
disease and its determinants in a
timely and comprehensive manner
undermining the planning of malaria
control.

9.7.4 Future Priorities
Future priorities for malaria are:

= ensure the full implementation of the Malaria
Management Information System;

= empower local malaria managers to take a leading role
in malaria control, based on accurate information;

= improve and extend the diagnostic and treatment
network by building up the capacity of local public-
private partnerships building on national guidelines;

2 extend capabilities at the primary health care level to
diagnose malaria;

= mobilise communities to prevent and control malaria
through environmental, household and personal
actions;

= carry out more research and give more attention to
controlling falciparum malaria; and

2 implement strategies for the early identification and
treatment of imported malaria cases.

272 EDCD (annual b) DoH Epidemiology and Disease Control Division Annual Reports.



9.8 Other Diseases

Other important public health problems in Nepal related
to poverty include Japanese encephalitis (causing an
estimated 200-400 deaths per year), kalazar (a type
of leishmaniasis), lymphatic filariasis (elephantiasis)
and leprosy.?”3 The incidence of leprosy has greatly
decreased since the 1960s although it still affects an
estimated 2 in every 10,000 people.?” The growing

273 DoHS (2005) Department of Health Services Annual Report: 2061/62 (2004/05).
274 DoHS (2005)

number of well-off Nepalis means that the chronic
diseases, usually associated with urbanisation (diabetes
and heart disease), are becoming more of a threat to
certain sectors of society.

Due to Nepal’s geographical location, high proportion of
farmers, farming and poultry market conditions and the poor
living conditions of many of its people, Nepal is vulnerable
to the introduction or appearance of avian influenza. As of
November 2006 the disease has not being detected.






ENVIRONMENTAL SUSTAINABILITY

10.1 Introduction

Nepal is making mixed progress towards reaching MDG
Target 9 of integrating the principles of sustainable
development into its policies and programmes and
reversing the loss of environmental resources. Nepal’s
forest area declined from around 37% in 1985-86, to
25% in 2005,%> whilst the large area under shrubland
increased. Areas of shrubland and degraded forest play a
similar role to forests in protecting the environment. The
protected area for biodiversity has more than doubled
since 1990. Most of Nepal’s energy is still provided by
firewood and there has only been a slight increase in
energy use per unit of GDP in recent years.

In relation to data quality on this MDG target, a recent
comprehensive review said: “Environmental data is still
a new and incomplete area in Nepal. ..[It] can be difficult
both to discover what data are available and to obtain
access to them. Relevant data are scattered among many
institutions, and are often unpublished. There are many
gaps and inconsistencies, problems in data quality, lack
of clear information about methods and definitions used,
lack of time series, and lack of comparability between
different data sets.”?7

Table 16 Environmental sustainability indicators

10.2 Key Issues

10.2.1 Forest and Water Management

Nepal’s farms, forests and fisheries contribute around
39% of the country’s GDP.?7 The area of Nepal’s forests
declined at an average rate of 2.1% per year between
1990 and 2000, and 1.4% per year between 2000 and
2005,%78 as forests were converted into farmlands and cut
for fuelwood and timber. Most of the 80% of Nepal’s rural
population who depend on subsistence agriculture live in
the mountainous and hilly areas. Their reliance on forests
for fuelwood, fodder and timber, and, in some cases,
for farmland, puts considerable pressure on the forests
and especially on forests not handed over for community
management. Most forest loss, however, occurs in the Terai
where timber smuggling and encroachment is causing the
loss of large areas of forests.

The National Water Strategy 2001 and the National Water
Plan 2006 are the main government policies on water.?7
These and related legislation vest ownership of water
resources in local communities. However, integrated water
management, with the participation of local communities
and incentives for hill communities to conserve water
sources, has yet to happen. The main
concerns are the conservation of water
sources and the ever-growing competing

Area under forest (%) 3701 demanqs for .wa.ter for hydrgpoyver
(1985-86) (1994) generation, drinking and sanitation,
— irrigation, industrial and municipal use,
A‘rea. pr.otected to maintain 11 18 18 20¢ transport and recreation.
biodiversity (% of total land) (2004)
Proportion of people relying on 75¢ NA 68¢ 69f H
wood as their main fuel (%) 10.2.2 Communlty
Energy consumption (tonnes of oil 34.8 29 28.4 29.6 Resource
equivalent — ToE) per unit (million (2004)
rupees — mNR) of gross domestic Management
g
LT (UL R G ED) including thousands of

1 Afurthers5% ofthe land area was under shrubland in 1985—-86 and in 2005 an estimated further 13% was

under ‘other wooded land’.

2 A figure of 37% is available for 2000 (JAFTA 2001). However, this result, which does not continue the
decreasing trend, is probably the result of the different forest survey methods used, rather than reflecting

a real change (ADB and ICIMOD 2006).

Sources: a MoFSC (1988), based on 197879 aerial survey adjusted to give expected 1985-86 situation
according to known land use changes; b DFRS (1999); ¢ FAO (2005); d DNPWC (2005); e CBS

(1996); f CBS (2004a); g MoF (2004); WECS (2004)

User groups,
irrigation groups and the more than
14,000 community  forestry  users
groups, play an important role in
managing Nepal’s irrigation systems,
forests, protected areas and the buffer
zones around them. These groups have

275 Note that these figures do not include the substantial areas under shrublands, degraded forest and plantations.
276 ADB and ICIMOD (2006) Environment Assessment of Nepal-Emerging Issues and Challenges.

277 CBS (2004b) National Accounts of Nepal 2003/04.

278 FAO (2005) Global Forest Resources Assessment 2005: Progress Towards Sustainable Forest Management. Note: figures derived from 1994 field survey and remote

sensing and 2005 expert estimates.

279 WECS (2002) Water Resource Strategy Nepal; WECS (2005) The National Water Plan 2005.
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been working to control land degradation and assure
the productivity of the resources under their care. The
decreasing levels of forest loss in recent years are largely
due to their efforts. The continued losses are occurring
in natural forest areas that are not under community
management. Irrigation user groups play a similar role
based on the recognition that people will sustainably
manage local natural resources if they have the incentive
of long term rights over such resources.?°

However, some of the developments in community
management have restricted the traditional access of
poor and marginalised users. A major problem has been
that Dalits, women and other disadvantaged people
usually play only a minimal role in decision making?®
and often receive much fewer benefits than the dominant
population groups. They are often denied usage rights
and, where they are granted usage rights, they are often
unaware of these rights.

Although the community management of forests has
greatly improved the condition of many areas of hill forest,
the emphasis on forest protection has led to many poor
people — including distant, seasonal and indigenous ethnic
users — being cut off from their sources of livelihood.??
In the high mountains the livelihoods of many livestock
herders have been undermined as the forests they have
traditionally relied on for seasonal feed have been closed
to grazing. Ethnic groups in the Terai have traditionally
depended on forests for their livelihood but are mostly
absent from Terai forest user groups, which are mostly
dominated by migrants from the hills.

New systems for the community management of irrigation
systems have, in some cases, increased women’s
workloads and excluded the poor and marginalised from
access because of their lack of capital, their lack of access
to information, the lack of pro-poor policies and their lack
of free time to become involved in new schemes.?®

The conflict has negatively impacted upon these
community groups as they have had to pay taxes to the
CPN (Maoist). This, and moves by the royal government
to take a large share of the revenue of these groups, has
decreased incomes from the management of community
resources and led to a decline in interest in protecting
their resources. Advocacy groups, such as the Federation
of Community Forestry Users of Nepal, are making
determined efforts to protect the rights of these groups.

10.2.3 Biodiversity Protection

Nepal has made laudable efforts to conserve its great
biodiversity, which ranges from sub-tropical to alpine
ecosystems. The network of protected areas, which
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covers over 19% of the country’s total area, is made
up of nine national parks and three wildlife reserves
(including their buffer zones), three conservation areas
and one hunting reserve. However, substantial funding
and capacity gaps inhibit the effective management of
these areas to conserve biodiversity. Also, many of Nepal’s
biodiversity hot spots remain unprotected. For example,
the conservation of wetlands, which cover 5% of Nepal’s
territory, is neglected, even though these wetlands harbour
42 globally threatened species and are an important
source of livelihood for many ethnic groups.

As many of Nepal’s tourists are attracted by the country’s
natural beauty; hence, biodiversity is a major factor in
generating foreign income. However, much of the revenue
generated from protected areas goes to the central
exchequer and is not channelled back into managing
these areas. Also, local communities, who depend on
natural resources for their livelihoods, have only limited
access to national park natural resources and, therefore,
have little incentive to help protect these areas, unless
alternative livelihoods are provided.

The management of protected areas has been difficult
during the conflict. Some of the parks’ infrastructures
have been destroyed and many of the army outposts,
which played a crucial role in preventing poaching, were
withdrawn. This has led to the increased poaching of
endangered wildlife and fewer visitors, as the parks are
now less safe.

10.2.4 Waste Management and
Pollution in Urban Areas

Nepal’s rapidly growing towns and cities are finding
it very difficult to deal with their solid waste. Nepal’s
municipalities generate over 1,350 tons of solid waste
every day, with the Kathmandu municipality alone
generating almost a third of this.?® Air and water
pollution due to vehicular and industrial emissions is
also growing; problems with levels of smoke (PM1o)
and suspended particles frequently exceeding WHO
thresholds in the Kathmandu Valley.?® The municipalities
and the various responsible government agencies lack
the capacity to manage the urban solid waste and to
effectively enforce regulations and standards.

10.2.5 Alternative Energy for Rural
Areas

Nepal’s annual overall consumption of energy increased by
3.5% during the 1990s, 2.5% in 2000—2002 and by 1.4% in
2004—2005.2%¢ The high rates of population growth mean
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that there has been hardly any increase in per capita energy
consumption. Nepal’s per capita energy consumption is low
and electric power consumption per capita is very low at
only 61 kWh per capita, compared to 360 kWh per capita in
India.?®” In 2005, the use of all types of energy stood at 29.6
tonnes of oil equivalent (ToE) per million Nepali rupees of
GDP, of which only 3.63 ToE came from commercial energy
sources such as electricity, gasoline and coal.?® This reflects
the continuing heavy reliance on firewood and the low level
of development, especially in rural areas.?®

Nepal’s energy needs will continue to increase as the
population increases. Providing for these needs, without
adversely affecting the environment, is a great challenge
and will require an emphasis on renewable and clean
sources of energy. This involves reducing the dependence
on firewood and oil.

Only 27% of Nepalis living in rural areas have access
to electricity, compared to 87% living in urban areas.?®
This proportion is slowly increasing in rural areas as
the government expands a successful scheme for rural
electrification and other alternative energy solutions
through the involvement of community user groups.

However, most of Nepal’s rural population rely heavily
on the traditional biomass-based energy sources of
wood, cow dung and agricultural residues, with these
accounting for more than 85% of Nepal’s total energy
consumption. Almost all households in the mountains
and 77% in the hills rely on wood fires for cooking.
The nationwide use of firewood increased by an average
of 4.7% per year between 1995/96 and 2003/04.2%* The
dependence on wood as a primary fuel source causes
deforestation and leads to health problems from smoky
indoor stoves, particularly in the hills. Nepal produces no
oil of its own and imports all of its oil needs from India
at great cost.

Across all points of energy use (residential, industrial,
commercial, transport and agriculture), 86% comes from
firewood, agricultural residues and dung; 9% from fossil
fuels; 1.7% from grid electricity; and only 0.53% from
alternative sources such as biogas, micro-hydro and solar.2?
Nepal is, therefore, way behind its Tenth Plan target of
providing 12% of the rural population with electricity from
alternative sources by the end of 2007.

Hydropower holds out the greatest potential for increasing
the supply of electricity throughout the nation. However,
so far, only 0.2% of Nepal’s potential 42,000 MW of
hydropower is being generated.

The main alternative non-grid sources of energy come
from biogas, micro-hydro, solar power and wind power.
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They provide energy locally and have great potential to
generate energy in remoter rural areas. The production of
energy from the 123,000 household biogas plants installed
so faraccounts for almost all the alternative energy supplies
at present. Most of these plants have been installed in
better-off households. Amongst the alternative energy
sources, solar power has a great unrealised potential for
lighting, water heating and other uses.

The government is beginning to explore the possibility
of injecting funds into the development of alternative
energy via the Kyoto Protocol’s Clean Development
Mechanism (CDM).>»3 A May 2006 agreement for carbon
credits, between the Alternative Energy Promotion Centre
(APEC) and the World Bank, valued each biogas unit at
reducing 5 tonnes of CO2 per year. The government’s
November 2006 Comprehensive Rural Energy Policy,?%
which highlights the role of the private sector in
expanding energy solutions and replacing biomass
energy with cleaner energy sources.

10.3 Root Causes

The root causes of environmental degradation in Nepal
are the rapidly increasing population, the lack of readily
available and affordable alternatives for energy and other
basic needs, the lack of awareness and education about
sustainable resource management, and shortcomings
in the implementation of government policies. These
factors are putting increasing pressure on the country’s
natural resources.

The needs of the vulnerable populations, who tend to
rely the most on natural resources for their livelihoods,
have been largely ignored in national policies, leaving
the poor with no choice but to illegally exploit natural
resources in an unmanaged and unsustainable way.

10.4 Future Priorities

Future priorities towards environmental sustainability
should take a more human rights-based approach to the
management of Nepal’s natural resources by supporting
and legislating to:

= increase the participation of poor women and other
vulnerable people in decision making to increase
their sustainable access to natural resources and
clean energy;

= recognise all rural people’s rights to have reasonable
access to national forests, water sources and other
non-privately owned natural resources; and

= recognise traditionalaccessrights to natural resources,
especially of distant, seasonal and indigenous
ethnic users.
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Improve the governance of Nepal’s natural resources by:

>

>

improving coordination between agencies with
environmental responsibilities;

developing and promoting national standards for
sustainable forest management;

fostering decentralised natural resource governance
at local level;

encouraging user groups to use their funds to provide
credit to poor and marginalised people; and
enforcing environmental standards for air and water
quality, enforcing ground water extraction codes and
implementing the recommendations of environmental
impact assessments.

Improve the economics of environmental conservation by:

>

identifying sustainable sources of financing including
taxation, royalties from the private sector and
downstream users paying for upstream communities’

watershed conservation efforts;

involving the private sector in biodiversity conservation
and natural resource management; and

promoting the accounting for environmental services
by the government to counterbalance the current
stress on linear economic growth, regardless of
environmental impact.

Reduce reliance on firewood, oil and natural resources
in general by:

>

>

increasing access to modern energy resources and
services to rural and remote areas;

developing alternative energies including through
the Clean Development Mechanism;

promoting organic farming and off-farm income
generation; and

promoting environment-friendly manufacturing and
agriculture through fiscal and other incentives.



WATER AND SANITATION

Introduction

One of the main strategies for reaching the MDG on
environmental sustainability is to improve the Nepali
people’s sustainable access to safe drinking water and
basic sanitation (MDG Target 10).

111

Whilst the installation of improved water supply facilities
has progressed rapidly in Nepal, with coverage increasing
from 46% in 1990 to 81% in 2003/04,%5 the population
having sustainable access to these facilities has not reached
the same level, as many facilities are not functioning
properly. A 2001 survey found that 50% of schemes
needed rehabilitating and 11% were not functioning at
all.»*® Trends show a steady increase in rural coverage, but
no improvement in urban coverage?’ due to rapid urban
growth, rising demand and limited sources of fresh water.

The percentage of the population that have
access to consistently safe water is not
known as a comprehensive water quality
survey has not been carried out and there
is no regular surveillance and testing.
The widespread microbiological (faecal)
contamination of water sources and the
few ineffective treatment systems mean
that most of the population are exposed

unlikely that the provision of ‘safe’ water will reach the
same level of coverage. The major challenge is to ensure
that services reach the poor, marginalised and internally
displaced people living on the urban fringes and in
remote villages.

The coverage of toilets is far behind the achievements in
water supply as only an estimated 39% of the population
have access.>** Estimates of coverage over the last fifteen
years vary greatly, but figures from three studies show a
gradual increase in coverage and seem to reflect the most
likely situation.>*2 The current coverage figures stand at 81%
of urban and 30% of rural households. Recently adopted
strategies support an optimistic view that coverage rates
can be greatly increased in rural areas. Nepal’s progress
towards achieving the water and sanitation MDG are given
in Annex 1, although, as already mentioned, figures are not
available for access to safe drinking water.

Table 17 Water and sanitation indicators

2000° 2005¢
(2001) | (2003/04)

to health risks from contaminated drinking
water. Arsenic contamination has also been
found in groundwater sources. Fourteen
percent of shallow tubewell water sources in
the Terai are above the WHO recommended

Proportion  of  population | Rural
with sustainable access to an
improved water source Urban 90° 96 86 93
Total 462 70 73 81
Proportion of population with | Rural 3¢ 18 25 30
access to improved sanitation
Urban 34° 67 80 81
Total 6° 22 30 39

L —
limits of o0.01 mg/l** and 11% above 7

the Nepal standard of o.05 mg/l.> This
contamination was also found in 72% of 137 deep wells
tested in the Kathmandu Valley.>* Distributing filters and
providing alternative sources are options being offered to
begin addressing this problem.

Assuming that a lasting peace will lead to a reinstatement
of funding commitments by donors and the government,
the proportion of the population with sustainable access
to improved drinking water facilities could well meet
or surpass the MDG target by 2015. However, it is very

295 CBS (2004a)
296 NEWAH, WaterAid and RWSSFDB (2002) Looking Back Study.

a MoH (1993); b CBS (1996); ¢ MoH, New ERA and ORC Macro (2002); d CBS (2004a); e
NSASC (2000)

11.2 Key Issues

11.2.1 Lack of Access to Safe
Drinking Water and Poor
Sanitary and Hygiene Habits

Lack of access to adequate quantities of safe drinking
water and poor sanitary and hygiene habits are the main

297 WHO and UNICEF (2004b) Meeting the MDG Drinking Water and Sanitation Target: A Mid-Term Assessment.
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causes of many diseases that result in the unnecessary
death and debilitation of hundreds of thousands of
Nepalis. Worldwide, itis estimated that poorenvironmental
quality is directly responsible for 25% of all preventable
ill-health and 7% of all deaths, with two-thirds of such
illness occurring among children.3°3 The low coverage of
safe water and toilet facilities and poor hygiene practices
in Nepal expose all people and, particularly, children, the
elderly, the sick and the disadvantaged to waterborne
and sanitation-related diseases. An estimated 13,000
under-5 year old children die from diarrhoea each year
and 40% are infested with worms. In 2003/04, 215,000
cases of typhoid were reported.3*4

Significant differences exist in access to improved
water supply both regionally and among the various
population groups. Analysis of 2001 census data showed
that Terai ‘upper’ caste households had the most access
to improved water facilities (95%), while hill Dalits had
the least (67%).3%

Women, particularly Dalit women, suffer the most from
lack of access to safe water supplies. Typically, Dalit
households are the furthest away from water sources
and the ‘upper’ caste households the closest, resulting
in increased work pressure for Dalit women. With no
time to rest and high rates of malnutrition, Dalit women
are more vulnerable to infections.3°® Women and girls in
general become more vulnerable to sexual abuse and
violence the further they have to travel to fetch water
and to go to the toilet. Women are acutely affected by
the lack of sanitation.3*7

Some 18% of the Kathmandu Valley’s 1.5 million people
are not connected to any drinking water supply scheme
and, of those that are connected, many suffer from chronic
shortages and poor quality water.3® In the Valley’s urban
areas, the tapping of almost all economically-feasible water
sources, the falling water table and source discharges, and
increasing population and water use mean that the current
water supply is meeting well below 50% of demand in the
February to June dry season. An estimated 37% of water is
lost through leakage in the Valley’s ageing pipes.>® Poor
design and construction and lack of effective maintenance
are causes of inadequate service in rural and small town
water supplies. Nepal’s national water plan is not yet
operational and laws are inadequate to control misuse
and over-exploitation. In addition, there are hardly any
incentives to encourage water conservation.

11.2.2 Poor Water Quality

Poor water quality is a long-standing problem in Nepal and
leads to diarrhoea, gastroenteritis, parasitic infections,

303 UNICEF (1998) Children and the Environment.
304 UNICEF (2006a)

typhoid, cholera and other waterborne diseases. Some
arsenicosis cases have been identified in the Terai and
have been linked to arsenic-contaminated tubewell water.
The microbiological contamination of drinking water is a
widespread health threat caused by the influx of faecal
matter into sources, leaking and poorly maintained pipe
networks, improper water storage and handling, and
unhygienic practices.

Water that is safe at the source often becomes
contaminated before it is consumed. In the Terai,
untapped groundwater is usually free of microbiological
contamination, but samples taken from hand pumps
showed 55% contamination.3® Even with the best
treatment facilities, piped water in the Kathmandu
Valley is not consistently safe at the tap. In all urban
areas, the lack of institutional regulation and the proper
operation and maintenance of water supply systems
often undermines water quality.

To date, arsenic has been the only mineral or chemical
contaminant found in drinking water that poses a serious
threat to health. Although arsenic is yet to threaten
large populations in Nepal, given its common presence
in Nepal’s geological formations it has the potential to
contaminate large reserves of groundwater.

With centralised treatment facilities viable only in
urban water systems, access to safe water for most of
the population depends on these populations treating
their own water. Families with better education and
higher incomes, usually residing in urban areas, treat
their water by boiling or filtering. The poorer and less
educated, and particularly rural marginalised groups,
lack the knowledge or the resources to do this and so
are at greater risk from waterborne diseases.

11.2.3 Low Coverage and Use of
Latrines

The low coverage and use of latrines and widespread
open defecation expose large numbers of people to
pathogenic organisms found in human waste. This
increases their vulnerability to debilitating and fatal
diseases. In urban areas, inadequately designed,
operated and maintained sewage disposal systems
increase, rather than decrease, the risk of disease
and add to environmental contamination. Although
sewerage coverage is low and limited to urban centres
in the Kathmandu Valley, the direct discharge of sewage
into water courses and the lack of proper treatment at
dysfunctional sewage treatment plants is a major source
of river pollution.
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Without latrines, women and girls are vulnerable to gender-
based violence and health disorders as a consequence of
having to wait to relieve themselves in the privacy of the
early morning or late evening darkness or in places far
away from their homes. Access to latrines varies by region,
ethnicity and economic status. The Terai has the lowest
coverage of toilets and 73% of Terai Dalit and Janajati
households have no toilet facilities.>*

11.2.4 Lack of Adequate Facilities
at Schools and Health Posts

Most schools and health posts lack adequate water
supply, toilets and waste disposal facilities. Of the 41%
of schools that reported having a toilet, only two-thirds
said that it was ‘sufficient’ or ‘adequate’.3> That means
that only 28% of schools have adequate toilets. In
addition, only 26% of schools reported a separate toilet
for girls. If it is assumed that two-thirds of these are
adequate, then only 17% of schools have adequate toilet
facilities for girls. The issue of menstrual management is
a major concern for adolescent girls, but has never been
addressed. Improvements in this area will contribute
to reaching universal primary education (Goal 2) and
eliminating gender disparities in education (Target 4).

11.2.5 The Conflict

The conflict has adversely affected the social fabric of
communities in rural areas and has diminished their
capacity to organise themselves and mobilise local
resources to manage their own schemes. The conflict has
placed greater stress on families, increasing their risk of
illness, and has made access to health services more
difficult, particularly for women, children and vulnerable
groups, and people in remote areas. Those displaced
by the conflict have settled in district centres and urban
fringes, which often lack adequate water supply and
sanitation facilities.

11.3 Root Causes

The root causes of many poor and vulnerable Nepali
people having inadequate access to improved drinking
water and basic sanitation facilities lie in social practices
and customs that restrict certain groups from accessing
these facilities. Caste and gender discrimination, lack of
awareness and education, marginalised people’s lack of
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influence in local governance and insufficient resources
lead to their much lower levels of access to clean water
and toilets.

Structural causes include low priority and inadequate
funding given by the government; inadequate
enforcement of design and construction standards;
poor monitoring and supervision; lack of accountability;
unaffordable level of mandatory contribution towards the
cost of installation; and inadequate efforts to support
and empower the community to plan and manage the
installation, operation and maintenance of their own
facilities.

11.4 Future Priorities

Access to an adequate supply of clean water and a
healthy environment are basic human rights. The
following responses will help give many more Nepalese
access to sustainable, safe drinking water supplies and
improved sanitation:

2 enhance the capacity of communities and support
them to plan and manage the installation, operation,
maintenance and future upgrading of their water
and sanitation facilities and to use and protect their
environment and water resources;

= ensure that Dalits, disadvantaged Janajatis and,
particularly, women and children from these groups
benefit from, and have a voice in, planning and
managing improved facilities;

2 institute effective mechanisms that support the
enhancement of community capacity and provide a
larger forum for mutual support and representation
at district and national levels;

= institute inclusive mechanisms at the national and
district levels to plan, monitor and regulate the

equitable distribution, quality and sustainable
protection of water resources and sanitation
facilities;

= support government agencies to broaden participation
in planning and policy discussions and to align their
role as facilitators and regulating agencies in the
work of the sector and for the equitable distribution
and sustainable use of resources; and

2 enhance the knowledge and skills of children to
enable them to participate in their communities’
affairs and to encourage the adoption and promotion
of improved hygiene.






NATURAL DISASTER RISK REDUCTION

12.1 Introduction

The vulnerability of most of Nepal’s poor to natural
disasters is a major impediment to the realisation of
the MDGs. Most poor and marginalised people in Nepal
depend on agriculture to sustain their livelihoods and
many of them live on land that is prone to natural
hazards. These people are the most exposed to the
damaging effects of natural disasters.

Nepal is ranked the eleventh most at-risk country to
earthquakes, the thirtieth to floods,3 and one of twenty
of the most multi-hazard prone countries.3* It has been
estimated that, on average, one disaster event leading
to two deaths occurred every day in Nepal between
1971 and 2003.3 Among the major hazards, floods and
landslides are the most recurrent and have claimed an
more than 200 lives annually over the past ten years.3
Landslides threaten the safety of many hill communities
and disrupt economic activities by blocking roads.

The need for improved disaster preparedness and risk
mitigation was demonstrated when heavy monsoon rains
at the end of August 2006 led to extensive flooding and
many landslides. More than 80,000 people were directly
affected and, in remote areas, the adverse weather and
difficult terrain greatly impeded initial relief work.

Frequent droughts and floods undermine the agricultural
productivity of hundreds of thousands of poor farmers.
In most monsoon seasons, dozens of Nepalis lose their
lives, hundreds are displaced and thousands lose their
livelihoods due to landslides and floods across the
western parts of the country; while at the same time
farmers in the east of the country might be suffering
from drought.

Almost the whole of Nepal is in a high seismic risk zone.
It is estimated that a strong earthquake in the Kathmandu
Valley would cause the deaths of 40,000 people and
injuries to 90,000 more.

Natural disasters tend to lead to more deaths in Nepal
than in most South Asian countries. It is reported that
0.4% of all people affected by natural disasters in Nepal
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die — a figure four times higher than the average for
South Asia.3 This high proportion reflects Nepal’s limited
institutional capacity for search, rescue and relief; the
difficult terrain; and the conflict’s undermining of disaster
response capabilities.

Among all the natural hazards, epidemics such as cholera
and diarrhoea take the largest human toll in Nepal every
year. These usually occur due to a lack of health care facilities
and medicines, the widespread poverty, contaminated
drinking water and the common lack of hygiene awareness.
These same factors make Nepal very vulnerable to an avian
and human influenza pandemic.

Nepal has made some progress towards reducing the
risks to its population. It has responded well to its global
disaster reduction commitments under the Yokohama
Strategy and Plan of Action and the Hyogo Framework of
Action (2005-2015). The National Action Plan on Disaster
Management was produced in 19963 and a new national
strategy on disaster management, based on the Hyogo
Framework, is under preparation.

Although the Red Cross’s trained volunteers and members
play an important role in disaster preparedness and
relief, there is still an inadequate number of trained
disaster managers at the central and field levels.
Trained government officials are frequently transferred to
other sectors.

The disruptions caused by the decade long conflict have
increased many communities’ vulnerability to natural
disasters. The conflict inhibited search and rescue
capacity and relief work in the rural hinterlands. The
overall vulnerability of so many Nepalis means that extra
stresses can make Nepal susceptible to a humanitarian
crisis.3®

12.2 Key Issues

12.2.1 Legal and Policy Interventions

The national legal framework for disaster management
is based on the Natural Calamity Relief Act 1982, which
is mainly oriented towards relief and rehabilitation. The
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Local Self-governance Act 1999 covers these issues at the
district and local levels. The Tenth Plan gives inadequate
attention to disaster management, and Nepal’s land use
policies have failed to prevent encroachment on flood
plains in rural areas and unsystematic town planning,
which put populations more at risk from natural hazards.
Also, so far, there has been a predominantly reactive
approach to disaster management in Nepal, with too little
attention given to preparedness and risk mitigation.

Lack ofresourcesand coordinationhinderthe government’s
responses to disasters. The main government body
(the disaster management cell in the Ministry of Home
Affairs) supporting the work of the Central Disaster Relief
Committee is very under-resourced. Also, although there
is some coordination between government ministries and
departments, mainly through the Central Disaster Relief
Committee, the District Disaster Relief Committee and in
preparing the National Strategy on Disaster Reduction,
this coordination is mainly in response to disasters and
there is inadequate regular coordination in relation to
disaster preparedness.

The United Nations set up an inter-agency standing
committee at the country level in 2006 to coordinate
donor and INGO humanitarian responses. The committee
includes all the UN agencies, the Red Cross and concerned
INGOs. It was formed in response to recommendations
made in Nepal’s first common humanitarian action
plan,3? which gives considerable attention to natural
disaster risk management.

12.2.2 Vulnerability

Although no disaggregated data is available, it is highly
likely that Nepal’s Dalits, disadvantaged Janajatis, and
other marginalised and economically poor sections of the
population suffer more from natural disasters because
they have fewer resources, less knowledge and less
influence to withstand the negative effects of disasters,
compared to better-off people. Another reason is that
the poor often occupy land, such as floodplains and
unstable steep slopes, that is most vulnerable to floods
and landslides and live in structurally unsafe houses that
are most at risk to earthquake damage.

Disaster impacts on men and women differently due. In
rural areas, women tend to be more vulnerable to natural
hazards as few of them can swim to safety in floods and
they spend more time at home where landslides and
earthquakes cause the largest losses of life. On the other
hand, Nepali women often represent a crucial resource
for dealing with the negative effects of natural disasters,
as they tend to be strong, resourceful and better able to
care for victims.

320 OCHA (2005)

12.2.3 Vulnerability Reduction and
Risk Management

The main challenge facing Nepal is how to reduce the
massive vulnerability of the country and communities
to natural hazards. A few initiatives have been taken
to make buildings better able to withstand earthquakes
and some municipalities have introduced provisions in
their building codes that require earthquake-resistant
construction. However, in many places these provisions
are insufficient and are often not adhered to because of
corruption. Environmental assessments are also carried
out for infrastructure projects, but only for those with
high levels of investment.

Nepal has disaster relief funds at the national and regional
levels, although these only provide limited compensation
for the loss of life and property. Inadequate storage,
improper handling and difficulties in transporting relief
supplies often prevent support from reaching victims in
time. The government has only directed limited resources
towards disaster preparedness and mitigation.

12.3 Root Causes

Nepal’s fragile geo-climatic system with heavy monsoon
rains, steep slopes, fragile geology and other factors
make much of Nepal prone to natural disasters. Poverty
and disempowerment are the major root causes of the
particularly damaging effects these disasters have on
poor and marginalised people. These people are more
vulnerable to natural disasters and less able to cope with
the after-effects as they have fewer alternative livelihood
options. They are also less likely to benefit from relief
and rehabilitation as they often live in less accessible
areas and have less influence to attract support.

12.4 Future Priorities

The following responses are needed to improve disaster
preparedness and mitigation in Nepal and to put fewer
Nepalis at risk of the adverse impacts of natural disasters.

Overall there is a need to:

2 encourage all sectors of society and Nepal’s donors
to invest in measures that reduce vulnerability to
natural disasters;

= improve coordination between government agencies
and between donor agencies and INGOs for the more
efficient use of resources in disaster preparedness
and mitigation;

= improve coordination between government ministries
and departments, especially on disaster
preparedness; and



>

promote improved cooperation between the scientific
community and disaster management practitioners.

The main recommended planning-related responses
are to:

>

collect more disaggregated data by gender, caste
and ethnic group on the effects of natural disasters
to gauge the relative impact and for planning
purposes;

undertake mainstream disaster risk management in
periodic planning at all administrative levels;

either strengthen the Ministry of Home Affairs’ disaster
management cell, or create a new well-resourced
permanent unit to coordinate preparedness, response
capacity building and relief operations;

study the effect of climate change and global warming
on disaster vulnerability including increased glacial
melting and shifts in rainfall patterns;

gather more information on hazard risks across
Nepal’s districts;

adapt the international Sphere minimum standards
for disaster response to Nepali conditions and then
ensure that these standards are adopted by the
agencies who respond to natural disasters in Nepal
to provide minimum standards of relief;

produce disaster management strategies that focus

on preparedness and mitigation, as much as relief
and rehabilitation support, to the most vulnerable
and the poorest communities;

ensure that disaster preparedness strategies are
gender sensitive, including by stressing the valuable
role women can play in reconstruction and long term
rehabilitation work; and

strengthen preparedness measures for an avian and
human influenza pandemic.

Improve disaster preparedness by the above planning
initiatives and by:

installing early warning systems for floods and
landslides in vulnerable communities;

building the capacity and awareness of technical
stakeholders, local bodies and communities about
disaster preparedness and mitigation; and
encouraging businesses, individuals and government
agencies to take out insurance to cover disaster
losses.

Improve rescue, relief and rehabilitation support by:
= strengthening medical first aid responses and search

and rescue capabilities; and

= enablingallthe service sectors, including health, education

and drinking water agencies, to be better prepared to
provide post-disaster rehabilitation services.






GLOBAL PARTNERSHIP
FOR DEVELOPMENT

13.1 Introduction

MDG 8 calls for a global partnership for development that
promotes sound policies, good governance and shared
responsibility for development across the world. This MDG
recognises that developing countries such as Nepal need
external assistance and need to work in partnership with
other countries, donors, the private sector and international
organisations to achieve the MDGs.3**

The MDG 8 targets promote trade, generous aid, debt
relief and the mobilisation of international organisations
and the private sector (internationally) to find global
solutions to common problems and to apply them locally.
Although all seven targets are very important for Nepal’s
development, this analysis focuses mainly on overseas
development assistance (the latter part of Target 13)
as it is of particular importance to Nepal achieving
the MDGs.

13.2 More Generous
Development Assistance

MDG Target 13 calls for addressing the special needs of
least-developed countries — of which Nepal is one —
through more generous overseas development assistance
for countries committed to poverty reduction.

The public investment needed for Nepal to meet MDGs
1 to 7, provide rural electrification and to build rural
roads is estimated to be US $12.6 billion at 2004/05
prices (NR 88,494 crore). Of this $4.8 billion (NR 33,289
crore) is to be met by the Government of Nepal from
domestic resources (revenue and borrowing). Nepal has
to rely on its external development partners to make up
the gap of $7.9 billion (NR 55,205 crore).3? This entails
almost doubling the present level of financial support
from external partners.

Nepal already relies heavily on official development
assistance to implement its development programmes.
In 2005/06, approximately 90% of overall development
expenditure came from foreign grants and loans. Sixty
percent of the national budget is planned to come from
the same source for 2006/07 (mostly from multilateral
and bilateral donors and INGOs).3% Although this greatly

321 HMGN and UN (2005)
322 NPC and UNDP (2006)
323 Minister of Finance’s budget speech, 12 July 2006.

assists Nepal to progress towards MDGs 1-7, great
care is needed to ensure that these funds, which could
significantly increase with the resolution of the conflict,
are well-managed and appropriately delivered to provide
sustainable benefits.

In Nepal, many government institutions lack the required
capacity to manage aid effectively and the fiduciary risk
of providing aid to government bodies is perceived to be
rather high by donors. Nepal has experienced ten years of
violent conflict and witnessed a progressive dismantling
of democratic institutions. Against this background, most
development partners have reduced their development
cooperation and channelled the remaining part of their
assistance mainly through a series of parallel mechanisms
outside of government systems and procedures. This
has resulted in a situation where, for every $1 going
through government processes, more than that $1 flows
entirely outside of these processes, creating a series of
organisations that compete with government organisations
for the determination and delivery of policy in the same
space. Development cooperation activities are, therefore,
mainly donor-driven and come with very high transaction
costs. This also leads to government institutions having
to complete a huge diversity of implementation and
reporting procedures, and to abide by more than one set
of financial rules.

Despite frequent changes in political power during the
past years, the current absence of a democratically
elected government and the general lack of agreement on
a developmental vision, the bureaucracy has undertaken
several initiatives to improve the effectiveness of foreign
aid, including formulating a new procurement act, revising
budgeting procedures, and preparing a foreign aid policy,
a donor harmonisation action plan, and a Medium-Term
Expenditure Framework. Furthermore, the ministries
responsible for education and health are making serious
efforts and progress to shift from project to sector-wide
approaches.

13.3 Other MDG 8 Targets

Progress towards the other MDG 8 targets will go a long
way to reducing Nepal’s reliance on external assistance by
strengthening Nepal’s economy and enabling it to better
provide for the needs of its citizens.32

324 For more details see the source of this summary information: HMGN and UN (2005).
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Target 12 calls for a business- and trade-friendly environment
and financial systems, alongside an international
commitment for good governance, development and
poverty reduction. Wide ranging economic and trade
related reforms over the last two decades have opened
up the economy in Nepal and improved the terms of trade
for exporters and importers. However, this has led to
only limited increases in trade, financial flows and foreign
direct investment.

Nepal passed an important milestone in April 2004 when it
joined the World Trade Organization. Nepal now faces the
challenges of implementing related agreements, such as
complying with international standards, and preventing the
implementation of agreements from undermining national
development interests and the livelihoods of subsistence
farmers. Another challenge is posed by Nepal’s vulnerability
to changes in international markets, as highlighted when
the end of US textile quotas in December 2004 led to the
loss of a major market for Nepali textiles and the resultant
laying off of thousands of workers.

Target 13 also calls for addressing least-developed
countries’ special needs including debt relief and tariff-
and quota-free access for their exports. The main issue
here is Nepal’s vulnerability to global economic volatility
due to its export trade being highly concentrated (both
product- and destination-wise). The main challenges
are, therefore, to diversify exports and improve the
performance of small and medium sized enterprises.
However, tariff and non-tariff barriers, regionally, with
other South Asian countries and internationally, are a
great hindrance to Nepalese trade.

Target 14 calls for addressing the special needs of
landlocked states. Nepal’s landlocked situation restrains
its international trade, the great majority of which
passes either to India or to third countries via India and
Bangladesh. Cumbersome transit and documentation
procedures and inadequate transport links and facilities
at the seaports make for large transit overhead costs.
The reduction of these costs is a major challenge for
Nepal. Also, areas within Nepal are effectively landlocked
because of the poor internal transport network, which
restricts business, trade and development activities.
Fifteen of Nepal’s 75 district headquarters are yet to
be connected to road networks. Improvements to rural
transport and infrastructure are very important to realise
all the MDGs.3%

Target 15 concerns sustainable debt management.
Although Nepal has quite a good record for paying its
public debt, Nepal’s growing public debt means that it
needs to engage in a sound debt management strategy
to protect its economy. The main challenge here is to
develop the domestic Nepali debt market, including

325 NPC and UNDP (2006)

by increasing domestic savings. The large amounts of
revenue that go to external debt repayments mean that
less money is available to invest in development.

Target 16 deals with developing decent and productive
work for youth, which is very important for Nepal. Every
year the labour force in Nepal grows by more than 300,000.
Nepal has quite a poor record for ensuring decent and
productive work for its young people, as not enough
attention has been given to enterprise development,
social protection, and sustained and balanced growth
in the agricultural and non-agricultural sectors. The main
issues are the poor regulation of companies that organise
overseas work and the predominance of unskilled labour
in the workforce.

Target 17 deals with improving access to medicines,
which is important for Nepal as, in 2004, the Nepal
pharmaceutical market provided for only a quarter
of domestic needs. Most of the rest is supplied by
Indian companies. The main challenge is the risk of
some pharmaceutical products becoming significantly
more expensive.

Target 18 is to make available the benefits of information
and communication technologies in cooperation with the
private sector. Nepal lags behind in meeting this target.
The extension of these technologies has a wide range of
benefits including for education and for the profitability
of businesses. Nepal’s main challenge is to increase the
very low availability of phone lines in rural areas.

Nepal’s participation in the Brussels Plan of Action for the
Least Developed Countries (LDCs) for 20012010 has great
potential to help Nepal address the MDG targets. The plan
and its programme of action spell out the complementary
actions needed by LDCs and their development partners
in relation to good governance, building human and
institutional capacities, making globalisation work
for LDCs, enhancing the role of trade in development,
mobilising financial resources and other areas.

13.4 Future Priorities

Assuming that improvements in the political situation
result in an increase in aid inflows, it is essential to
strengthen Nepal’s foundation for effective, transparent
and accountable, country-led aid management.
Future development assistance should increasingly be
implemented using government systems and procedures
(rather than donor systems and procedures) in order to
strengthen the government’s capacity and change the
currently predominant scenario where the government
is mainly accountable to its partners, instead of its
citizens. Attention also needs to go to improving donor
coordination and harmonisation in the support they



provide and the ways they operate and to increasing
‘Aid for Trade’ so that Nepal can earn more revenue from
exports. One overall key strategy is for Nepal to step up
its participation in, and more proactively implement, the
Brussels Plan of Action.

Future priorities in the other target areas are as follows:

= Towards Target 12: Provide technical assistance to
the government and private sector to meet WTO
requirements and lobby for more international action
for a more open, rule-based, predictable and non-
discriminatory trade and financial system.

2 Other Target 13 intervention areas: Remove trade
restrictions on Nepali exports in the international and
regional markets and provide technical assistance to
improve the competitiveness of Nepali products.

= Towards Target 14: The Organisation for Economic
Cooperation and Development (OECD), the United
Nations Conference on Trade and Development
(UNCTAD) and the World Customs Organisation
(WCO) should give more attention to helping
Nepal to improve its trade transit rights through
neighbouring countries and to lowering its high costs
of transportation.

2 Towards Target 15: Lobby for Nepal to be included

as a Heavily Indebted Poor Country (HIPC) to qualify
for debt relief and for development partners to also
consider providing debt relief on loans.

Towards Target 16: Nepal needs to secure more
bilateral agreements to ensure better protection for
the many Nepali youths working abroad and more
attention should go to developing and implementing
international policies that support decent work for all
and that allow the freer movement of job seekers.
Towards Target 17: Nepal should invest more in
research and development, especially in medicines
and other health products based on its wealth of
medicinal plants; international programmes should be
strengthened to scale up the access of the world’s poor
to essential health services; and lobbying is needed
for exemptions and safeguards to be provided under
the WTO’s Trade-Related Intellectual Property Rights
(TRIPs) agreement to avoid it adversely affecting poor
people’s access to essential health services.

Towards Target 18: Nepal should work to attract more
foreign direct investment in communications and WTO
members should give more priority to transfer and
diffuse new technologies to countries such as Nepal.






PRIORITY AREAS FOR COOPERATION

The conflict has brought about a strong political will to
address many of the long-standing causes of poverty
and marginalisation. The current peace building process
and the formulation of a new constitution provide
a positive environment for working to end the caste,
ethnic, gender, religious, region-based and other types
of exclusion that adversely affect so many Nepalis. This
promise is reflected in recent government moves to
provide citizenship to many disenfranchised Nepalis and
to guarantee all citizens their rights to education, health
care and employment.

So far, the analysis in this document has been largely
based on the progress towards achieving the MDGs. The
preceding chapters have described how the MDG targets
for poverty, under-5 mortality, tuberculosis and drinking
water are likely to be reached. The hunger, maternal
health, malaria and environmental sustainability MDGs,
plus the primary and secondary education indicators for
gender equality, can also be achieved with sustained
efforts and a positive environment. The universal primary
education, gender equality, and HIV/AIDS goals, and the
sanitation part of Target 10 are unlikely to be met.

Overall, the UN system in Nepal will continue to focus on
supporting Nepal to achieve the MDGs, including through
reconstruction and reconciliation efforts, as the MDGs
cover multiple aspects of development, are rights-based,
time-bound and can be monitored. The analysis in this
Common Country Assessment points to the following four
priority areas of cooperation for the UN system in Nepal.

1. Strengthen human rights, rule of law and good
governance for Nepal to benefit from the peace and
recovery process.

2. Improve access to and the quality of education and
health services.

3. Provide opportunities to the population in Nepal to
build sustainable livelihoods.

4. Protect Nepal’s natural and cultural wealth for future
generations.

14.1 Human Rights, Rule of
Law and Governance

A lack of respect for human rights constrains the
achievement of all the MDGs and has been a major
concern during the conflict and in its aftermath. The
analysis in this assessment highlights the fundamental

importance of overcoming the discriminatory practices
and vulnerabilities that have prevented so many people in
Nepal from benefiting from the development gains made
over the last two decades. The recommendation here is
that future UN support mainstreams gender equality and
social inclusion across all four of the priority areas of
cooperation. A key strategy for this is to enable national
and local government, civil society and the private sector
to implement and monitor socially inclusive policies and
programmes, especially in the rural areas.

The UN should direct much of its support to reconstruction,
reconciliation and peace building to consolidate the on-
going peace process and to prevent future damaging
conflict. The other three priority areas should also be
given support through peace-building measures. The
main needs here are to strengthen respect for human
rights, increase the rule of law and provide support
to good governance. This will include supporting the
government on the constituent assembly process, security
sector reform and the monitoring of the ceasefire and of
human rights. It is crucial that the various UN agencies
take an integrated approach to providing this support
in agreement with the parties to the ceasefire. Attention
also needs to go to expanding the operational space
for development work in line with the UN’s Basic
Operating Guidelines.

14.2 Education and Health

Extending the provision of good quality appropriate health
care and schooling and making them accessible to all are
fundamental needs for Nepal’s development. A crucial
need here is to improve the systems’ responsiveness
to people’s needs, to make service providers more
accountable and to empower people to demand quality
services. Well-educated and healthy citizens are much
better placed to contribute to the development process
than uneducated and unhealthy citizens. Such citizens
are also needed to fill the large demand for skilled
workers; a precondition for Nepal’s economic growth.

14.3 Sustainable Livelihoods

Considerable UN support should also go to providing
more opportunities to the population in Nepal
to build sustainable livelihoods. The problems of
underemployment, low incomes and a lack of secure jobs
can only be overcome by economic growth that benefits
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the poor and by improved employment opportunities,
especially for vulnerable groups. Secure and good quality
jobs are needed to fulfil the aspirations of the hundreds
of thousands of new job seekers who will enter the
labour market each year over the next two decades. It
is also important that development gains and people’s
livelihoods are protected from natural hazards, as natural
disasters have the potential to set back the development
clock of a vulnerable region by years.

14.4 Nepal’s Natural and
Cultural Wealth

The UN will promote the protection of Nepal’s cultural
diversity and its rich biodiversity, which are amongst the

country’s most valuable assets. The protection of these
resources is crucial for the growth of the national economy,
especially for improving the employment prospects of
future generations, and to sustain the livelihoods of the
many Nepalis who rely on subsistence agriculture. The
spectacular natural and cultural landscapes are the main
draw for tourists who are a major contributor to Nepal’s
economy; whilst the rich biodiversity, including the great
variety of medicinal herbs, is also an important source
of revenue. The protection of the culture and languages
of the more than 60 ethnic groups is crucial to maintain
cultural diversity and respect the rights of Janajati people.
The sustainable management of the forests, pastures,
mountain sides and rivers is needed for these resources
to continue providing many of the basic needs of Nepal’s
rural poor.



MDG INDICATOR FRAMEWORK — NEPAL

Explanatory Notes on Indicator Framework and Main Sources of Information

The selected indicators in the tables below focus on the MDG indicators. The data for each indicator is provided in
five yearly bands with the data’s actual dates being given in brackets below the figures. This enables the reader to
follow the trends over the last 15 years. In some cases the information is not available (NA).

This indicator framework and the text are based on a wide range of reliable sources.

2 Much of the information on poverty, incomes, hunger and access to basic services comes from the second
National Living Standards Survey (NLSS 2)3%¢ carried out in 2003 and 2004. The NLSS 2 surveyed a representative
sample of over 5,000 households and provides disaggregated data according to gender, caste, ethnicity, region,
rural/urban, economic rank and other categories. It also allows for the situation in 2003-04 to be compared with
the situation when the first NLSS was carried out in 1995-96.3%

2 Other reliable information on hunger is provided in the WFP’s household food security survey carried out in September
2005, which interviewed 1,676 households in 168 communities across 43 rural districts,3?® and in the Central Bureau of
Statistics (CBS), WFP and World Bank’s ‘Small Area Estimates of Poverty, Caloric Intake and Malnutrition’.3

2 The Technical Review of School Education in Nepal is carried out every year and provides disaggregated information
on school enrolment and attendance and educational achievements. The 2005 review was based on a survey of
1,000 schools in 20 districts. Regular flash reports with updates on the statistics also provided figures for this
assessment.

2 Much of the information on health comes from the Nepal Demographic and Health Survey (NDHS) carried out in
2001 across more than 8,602 households.?>® Preliminary reliable figures from the 2006 NDHS have been used
where available.33* The full 2006 report is due in 2007.

2 The 2006 ‘Environment Assessment of Nepal’332 by ADB and ICIMOD provided a valuable source of information
on the scattered and mixed-quality information on the environmental indicators.

2 The UNHCHR’s February and September 2006 reports333 provided a major source of reference on the human
rights situation in Nepal, whilst the DFID and World Bank ‘Gender and Social Exclusion Assessment’ provides
comprehensive coverage of gender inequalities and social exclusion.33 The ‘Millennium Development Goals:
Progress Report 2005’33 for Nepal was also extensively consulted.?3® The annually updated Nepallnfo database
gave easy access to figures on all the MDG and PRSP indicators.33

The indicators given in this framework are mostly the global MDG indicators. Suggestions for localising MDG targets
and indicators to reflect issues of particular concern for Nepal are given in the latest MDG progress report.33®
Important indicators not covered in this report are the rural infrastructure ones on road connectivity, density of all-
weather roads and trail bridges, and the number of households with access to electricity.33

326 CBS (2004a)

327 CBS (1996) Nepal Living Standards Survey. Also see: CBS (2005) Poverty Trends in Nepal (1995-96 and 2003-04).
328 WFP (2005)

329 CBS, WFP and World Bank (2006)
330 MoH, New ERA and ORC Macro (2002)
331 MoH, New ERA and ORC Macro (2006)
332 ADB and ICIMOD (2006)

333 UNHCHR (2006a)

334 DFID and World Bank (2006)

335 HMGN and UN (2005)

336 DFID and World Bank (2006)

337 CBS (2006a) Nepalinfo Version 5.o.
338 HMGN and UN (2005)

339 NPC and UNDP (2006), p. 52
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Goal 1: Eradicate Extreme Poverty and Hunger

Target 1: Halve, between 1990 and 2015, the proportion of people whose income is less than one dollar a day
Poverty indicators (Table 2 in Chapter 5)

Percentage of people below $1 per day (purchasing power parity
[PPP] value) (1995/96) (2003/04)
Percentage of population below national poverty line 42° 38¢ 31°
(1995/96) (extrapolated) (2003/04)
Poverty gap ratio? 11.8¢ NA 7.6%
(1995/96) (2003/04)
Share of poorest 20% in national consumption (the income that 7.6° NA 6.2¢
accrues to the poorest fifth of the population) (1995/96) (2003/04)
Unemployment rate amongst 15-24 year olds 7.3° NA 6.0¢
(1995/96) (2003/04)

1 No equivalent figures are available for the usual MDG baseline year of 1990. Therefore, 1995 and 1996 figures have been taken to measure progress of the MDG
indicators against.
2 The poverty gap ratio estimates how far below the poverty line the poor are, on average, as a proportion of that line.

Sources: a CBS and World Bank (2005); b CBS (1996); ¢ NPC (2002); d CBS (2004a)

Target 2: Halve, between 1990 and 2015, the proportion of people who suffer from hunger
Hunger indicators (Table 5 in Chapter 6)

mmm

Percentage of population below minimum level of 40P (2003/04) or
dietary energy consumption (calorific intake) (1992 estlmate) (1997) 35 (2006)
Percentage of underweight children 572 47° 53¢3 493
(aged between 6-59 months of age) (1998) (2001) (2005/06)
Percentage of stunted children (aged between 602 544 55¢3 463
6-59 months) (1998) (2001) (2005/06)
Per capita food production (kg/year) 2778 2768 312" NA

1 Note that the 35% (35.2%) figure for 2006 is derived from NLSS 2 data — see section 6.1 of CBS, WFP and World Bank (2006). The 40% figure (39.8%) in the same cell
is the official NLSS 2 estimate.

2 The 1990 underweight and stunted figures are extrapolations based on the trend between 1975 and 2000. Note that the 1995’ figures are the actual 1998 figures from
MoH (1999) and are not extrapolations.

3 The ‘2000’ and ‘2005’ underweight and stunted figures have been adjusted from the o-59 month figures reported in MoH, New ERA and ORC Macro (2002 and 2006)
to give the rate for 6-59 month olds.

Sources: a HMGN and UN (2002) estimated rate. (Note that primary sources are not given); b CBS (2004a) ¢ CBS, WFP and World Bank (2006); d MoH (1999); e MoH, New
ERA and ORC Macro (2002); f MoH, New ERA and ORC Macro (2006); g APROSC and JMA (1995); g DoA (2005)

Goal 2:  Achieve Universal Primary Education
Target 3: Ensure that, by 2015, children everywhere, boys and girls alike, will be able to compete primary schooling

Universal primary education indicators (Table 6 in Chapter 7)

““““

Net enrolment rate in primary education
(% of 5—9 year olds) (2001) (2005)
Proportion of pupils starting grade 1 who reach NA 38¢ 63° 79¢
grade 5 (1994) (2004)
Literacy rate of 15—24 year olds 49.6 56.2¢ 70.1" 73.0'
(1991) (1995/96) (2001) (2003/04)
Incident rate of child labour for 5—14 years old NA 41.7 NA 31.4
children (1995) (2003/04)

Sources: a MoES (1990-1999); b MoES (2000-2004); ¢ MoES (2005); d NPC (2001); e MoES (2002a); f CBS (1991); g CBS (1996); h CBS (2001); i CBS (2004a);
j Suwal et al. (1997)
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Goal 3:

Promote Gender Equality and Empower Women

Target 4: Eliminate gender disparity in primary and secondary education, preferably by 2005, and at all levels of education no later than 2015

Gender equality indicators (Table 10 in Chapter 8)

““““

Ratio of boys to girls in primary education? 0.86
(2004)
Ratio of boys to girls in secondary education 0.43 0.56 0.70 0.82
(1991) (2004)
Ratio of literate women to men 0.48° 0.56¢ NA 0.73°
(15-24 year olds) (1991
Share of women in wage employment in the non- 19¢ NA 17¢ NA
agricultural sector (%) (1991)
Proportion of seats held by women in national 3.4° 3.4° 5.9° NA?
parliament (%) (1991) (1994-99) (1999-2002)

1 There was no lower house of parliament in 2005

Sources: a MoES (2004); b UNESCO (2005); ¢ CBS (2003b); d CBS (1996); e CBS (2006b))

Goal 4:

Child health indicators (Table 11 in Chapter 9)

Reduce Child Mortality

Target 5: Reduce by two-thirds, between 1990 and 2015, the under-5 mortality rate

“mmm

Infant mortality rate (number of infants dying 1082 51°
before reaching the age of one year, per 1,000 (1987-1991) (1996) (2001) (2005/06)
live births in a given year)

Under-5 mortality rate (probability of under-ss 1622 1187 91° 65°¢
dying per 1,000 live births in a given year) (1987-91) (1992—96) (2001) (2005/06)
Proportion of one year old children immunised 424 57° 7l 85°¢
against measles (1991) (1996) (2001) (2005/06)

Sources: a MoH (1997); b MoH, New ERA and ORC Macro (2002); ¢ MoH, New ERA and ORC Macro (2006); d MoH (1993)

Goal 5:

Improve Maternal Health

Target 6: Reduce by two-thirds, between 1990 and 2015, the maternal mortality ratio (per 100,000 live births)

Maternal health indicators (Table 12 in Chapter 9)

I S " ™ N

Maternal mortality ratio per 100,000 live births 850° (1988) 539°¢ 415¢ 280°!
(the number of women dying from any cause or (1990—96) (estimate) (2001-06)
related to or aggravated by pregnancy or its 515° (1986-91)

management)

Proportion of births attended by skilled (trained) 7° 10° 11 19¢
health personnel (excludes traditional birth (1989) (1996) (2001) (2005/6)
attendants)

Contraceptive prevalence rate (percentage of 15— 24° 29° 39 44°
49 year old married women practising any form (1991) (1996) (2001) (2005/06)

of contraception)

1 The NDHS 2006 maternal mortality rate figure of 280 has yet to be officially released, although health statisticians consulted agree that this figure, as unofficially
released in Rijal (2006) is probably true and was worked out in the same way as the 1995 figure of 539.

Sources: a UNDP (1992); b MoH (1993); ¢ MoH (1997); d NPC (2002); e MoH, New ERA and ORC Macro (2006); f MoH, New ERA and ORC Macro (2002)
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Goal 6: Combat HIV and AIDS, Malaria and Other Diseases

Target 7: Have halted by 2015, and begun to reverse, the spread of HIV and AIDS
HIV and AIDS indicators (Table 13 in Chapter 9)

L oo ] e [ oo | e | o |

HIV prevalenc e among 15—49 year olds (%) 0.29° 0.55°
(1999) (2006)

Sources: a NCASC 1999 estimate; b UNAIDS 2006 estimate; ¢ MoH (1993); d MoH (1997); e MoH, New ERA and ORC Macro (2002); f MoH, New ERA and
ORC Macro (2006)

Target 8: Have halted by 2015, and begun to reverse, the incidence of malaria and other major diseases

Tuberculosis indicators (Table 14 in Chapter 9)

mmm

Prevalence of tuberculosis (all types of cases1) 2572
per 100,000 people?? (2004)
Death rates associated with tuberculosis per 43 35 23 24°
100,000 people?? (2004)
Proportion of tuberculosis cases detected (%) NA 46 69 70
Proportion of tuberculosis cases cured under NA NA 87 88
Directly Observed Treatment Short-courses (DOTS)

(%)

1 Includes pulmonary positive and smear positive cases, pulmonary negative and smear negative cases, extra pulmonary cases and retreatment cases.
2 WHO (2006a) gives higher prevalence and death rate figures for 1990; although the figures in the above table better represent the likely trend.

Sources: a WHO (2006a); all other figures are from the National Tuberculosis Control Programme, Bhaktapur

Malaria indicators (Table 15 in Chapter 9)

“mmm

Clinically diagnosed malaria cases (in public
health facilities in 17 highest risk districts per
100,000 people at risk)

Laboratory-confirmed malaria cases per 100,000 NA NA 52° 30°¢
people at risk (using population from all 65
endemic districts)

Population in high risk areas using effective 483,198¢ 908,3004¢ 145,552¢1 552,6252
malaria prevention measures

1 The year 2000 drop is due to reduction of vector spraying programme.
2 Theincrease in the 2005 figures is due to counting of bed net users in this figure for the first time.

Sources: a DoHS (2001); b EDCD (2006); ¢ EDCD (2001); d EDCD (annual a)
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Goal 7:  Ensure Environmental Sustainability

Target 9: Integrate the principles of sustainable development into country policies and programmes and reverse the loss of environmental
resources

Environmental sustainability indicators (Table 16 in Chapter 10)

““““

Area under forest (%) 3791
(1985-86) (1994)

Area protected to maintain biodiversity (% of 11 18 18 20¢
total land) (2004)
Proportion of people relying on wood as their 75 ¢ NA 68 © 69
main fuel (%)

Energy consumption (tonnes of oil equivalent 34.8 29 28.4 29.6
— ToE) per unit (million rupees — mNR) of gross (2004)

domestic product (ToE/mNR of GDP)s

1 Afurther 5% of the land area was under shrubland in 1985-86 and in 2005 an estimated further 13% was under ‘other wooded land’.
2 Afigure of 37% is available for 2000 (JAFTA 2001). However, this result, which does not continue the decreasing trend, is probably the result of the different forest survey
methods used, rather than reflecting a real change (ADB and ICIMOD 2006).

Sources: a MoFSC (1988), based on 1978-79 aerial survey adjusted to give expected 1985-86 situation according to known land use changes; b DFRS (1999); ¢ FAO
(2005); d DNPWC (2005); e CBS (1996); f CBS (2004a); g MoF (2004); WECS (2004)

Target 10: Halve, by 2015, the proportion of people without sustainable access to safe drinking water

Water and sanitation indicators (Table 17 in Chapter 12)

Indicators 1990 2000° 2005¢
(2001) (2003/04)

Area under forest (%) Rural
Urban 90? 96 86 93
Total 462 70 73 81
Area protected to maintain Rural 3¢ 18 25 30
biodiversity (% of total land)
Urban 34° 67 80 81
Total 6° 22 30 39

Sources: a MoH (1993); b CBS (1996); ¢ MoH, New ERA and ORC Macro (2002); d CBS (2004a); e NSASC (2000)
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STATUS OF INTERNATIONAL HUMAN RIGHTS

AND OTHER INSTRUMENTS

Nepal is in the process of adopting the Rome Statute on the International Criminal Court and the ILO Convention Concerning Indigenous and Tribal

Peoples in Independent Countries (169).

Title and year came into force Date of accession or ratification by Nepal

1. Major international human rights instruments

Convention on Elimination of Racial Discrimination (CERD), 1966
Individual Complaints: State declaration under article 14 accepting competence of
the Committee, 2001

30 Jan 1971 (R)

Convention on the Rights of the Child (CRC), 1989

14 Sep 1990 (R)

Convention on the Elimination of all Forms of Discrimination against Women
(CEDAW), 1979

22 Apr 1991 (R)

Convention against Torture and Other Cruel, Inhuman or Degrading Treatment and
Punishment (CAT), 1984

Individual complaints: State declaration lodged under article 22 recognising
competence of the Committee, 1992

14 May 1991 (R)

International Covenant on Civil and Political Rights (ICCPR), 1966

14 May 1991 (R)

International Covenant on Economic, Social and Cultural Rights (ICESCR), 1966

14 May 1991 (R)

Covenant on Civil and Political Rights — Optional Protocol 1 (Individual Complaint),
1966

14 May 1991 (R)

Covenant on Civil and Political Rights — Second Optional Protocol aimed at the
abolition of the death penalty, 1989

4 Mar 1998 (R)

Rome Statute of the International Criminal Court

Aug 2006 (A and in process of ratification)

Convention on the Rights of the Child — Optional Protocol on the Involvement of
Children in Armed Conflict, 2000

25 Sep 2006 (R)

Convention on the Rights of the Child — Optional Protocol on the Sale of Children,
Child Prostitution and Child Pornography, 2000

25 Sep 2006 (R)

Convention on the Elimination of all Forms of Discrimination against Women —
Optional Protocol (Individual Complaint), 1999

18 Dec 2006 (R)

2. Other international human rights conventions

Slavery Convention, 1926 (amended by Protocol for Signature or Acceptance, 1953)

7 Jan 1963 (A)

Supplementary Convention on the Abolition of Slavery, the Slave Trade, and
Institution and Practices Similar to Slavery, 1956

7 Jan 1963 (A)

Geneva Convention Relating to the Protection of Civilian Persons in Time of War, 1949

7 Feb 1964 (A)

Geneva Convention Relative to the Treatment of Prisoners of War, 1949

7 Feb 1964 (A)

Geneva Convention for the Amelioration of the Condition of the Wounded and Sick
in Armed Forces in the Field, 1949 accession

7 Feb 1964 (A)

Geneva Convention for the Amelioration of the Condition of the Wounded, Sick
and Shipwrecked Members of Armed Forces at Sea, 1949

7 Feb 1964 (A)

Convention on the Political Rights of Women, 1953

26 Apr 1965 with reservation (A)

Convention on the Prevention and Punishment of the Crime of Genocide, 1948

17 Jan 1969 (A)

International Convention on the Suppression and Punishment of the Crime of
Apartheid, 1973

12 Jul 1977 (A)

International Convention Against Apartheid in Sports, 1973

1 Mar 1989 (R)
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Title and year came into force Date of accession or ratification by Nepal

Convention of the Safety of UN and its associated Personnel, 1994 8 Sep 2000 (A)

Convention on the Suppression of Immoral Trafficking and Final Protocol, 1950 10 Dec 2002 (A)

3. Status of international labour conventions

Minimum Wage Fixing Convention, 1970 (no. 131) 1974 (R)
Discrimination (Employment and Occupation) Convention, 1958 (no. 111) 1974 (R)
Equal Remuneration Convention, 1951 (no. 100) 1976 (R)
Weekly Rest (Industry) Convention, 1921 (no. 14) 1986 (R)
Tripartite Consultation (International Labour Standards), 1976 (no. 144) 1995 (R)
Right to Organise and Collective Bargaining Convention, 1949 (no. 98) 1996 (R)
Minimum Age for Admission to Employment Convention, 1973 (no. 138) 1997 (R)
Forced Labour Convention, 1930 (no. 29) 2002 (R)
Worst Forms of Child Labour Convention, 1999 (no. 182) 2002 (R)

Rights and Interests of Indigenous and Tribal Peoples Convention, 1989 (no. 169) | Aug 2006 (A and in process of ratification)

4. Status of main international environmental instruments

Convention on International Trade in Endangered Species of Wild Flora and Fauna | 16 Sep 1975 (A)
(CITES), 1975

Convention concerning the Protection of the World Cultural and Natural Heritage, 1972 | 20 Sep 1978 (A)

Ramsar Convention on Wetlands of International Importance, 1971 7 Apr 1988 (A)
Convention on Biological Diversity, 1992 21 Feb 1994 (R)
Vienna Convention for the Protection of the Ozone Layer, 1985 6 Jul 1994 (A)
The UN Framework Convention on Climate Change, 1994 31 Jul 1994 (R)

Basel Convention on the Control of Transboundary Movement of Hazardous Wastes | 15 Aug 1996 (A)
and their Disposal, 1989

UN Convention to Combat Desertification, 1994 13 Jan 1997 (R)

United Nations Convention on the Law of the Sea, 1982 2 Nov 1998 (R)

The Kyoto Protocol to the United Nations Framework Convention on Climate | Sep 2005 (A)
Change, 1997

5. Major international conventions not acceded to by Nepal

ILO’s Freedom of Association and Protection of the Right to Organise Convention,
1948

Convention Relating to the Status of Refugees, 1951 and its 1967 protocol

Convention Relating to the Status of Stateless Persons, 1954

Convention on the Reduction of Statelessness, 1961

ILO’s Abolition of Forced Labour Convention, 1957

International Convention on the Protection of the Rights of All Migrant Workers
and Members of Their Families, 1990

Convention on the Prohibition of the Use, Stockpiling, Production and Transfer of
Anti-Personnel Mines and on their Destruction (1997) — the Ottawa Treaty.

United Nations Convention against Corruption, 2003

Stockholm Convention on Persistent Organic Pollutants (POPs), 2004




RECENT UN REPORTS ON

HUMAN RIGHTS IN NEPAL

T T S T N T

UNCHR, 28 Jan 2005 | Report of the Working Group | Visit date: 614 December 2004 | E/CN.4/2005/65/Add.1
61°t session on Enforced or Involuntary

Disappearances Representatives: Stephen ] Toope

- Mission to Nepal and Saied Rajaie Khorasani
UNCHR, 9 Jan 2006 | Report of the Special | Visit date: 10-16 September 2005 | E/CN.4/2006/6/Add.5
62" session Rapporteur on torture and

other cruel, inhuman or | Manfred Nowak Special Rapporteur

degrading treatment or|on torture and other cruel,

punishment. Manfred Nowak | inhuman or degrading treatment

— Mission to Nepal or punishment
UNCHR, 7 Jan 2006 | Report of the Representative | Visit date: 13—22 April 2005 E/CN.4/2006/71/Add.2
62" session of the Secretary-General

on the human rights of | Walter Kilin, Representative of the

internally displaced persons. | Secretary General on the human

Walter Kélin rights of internally displaced

- Mission to Nepal persons
UNCHR, 16 Feb 2006 | Report on the United | Report period: E/CN/2006/107
62" session Nations High Commissioner | September-January 2006

for Human Rights on the

Situation of Human Rights

and the Activities of her

Office, including Technical

Cooperation, in Nepal
UNGA 61° session 15 Sep 2006 | Report of the United | Report period: A/61/374

Nations High Commissioner
for Human Rights on the
Human Rights Situation
and the Activities of her
Office, including Technical
Cooperation, in Nepal

April-September 2006

Note:

UNGA is the United Nations General Assembly and UNCHR is the United Nations Commission on Human Rights
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CHRONOLOGY OF IMPORTANT EVENTS
SINCE 1990

1990 In April, pro-democracy protests led to the introduction of a multiparty democratic system to replace
the Pancha yat system. In November a new democratic constitution is promulgated.

1991 Girija Prasad Koirala becomes Prime Minister after the Nepali Congress Party wins parliamentary
elections.
1994 Divisions in the Nepali Congress lead to a second general election after which the Communist Party

of Nepal (United Marxist-Leninist) forms a minority government.

1995 The UML-led government is replaced by a coalition government under Congress leader
Sher Bahadur Deuba.

1996 On 1 February the Communist Party of Nepal (Maoist) begins its ‘people’s war’.

1997 Prime Minister Deuba is replaced by Lokendra Bahadur Chand and six months later Chand resigns
and is replaced by Surya Bahadur Thapa.

1998 Thapa stands down and GP Koirala returns as Prime Minister heading a coalition government.

1999 In May the Nepali Congress Party wins a majority in the third parliamentary elections. KP Bhattarai
becomes Prime Minister and is replaced by Girija Prasad Koirala in 2000.

2001

June: Ten members of the royal family are killed in the Narayanhiti Palace royal massacre, following which
Gyanendra is crowned King.

July: Sher Bahadur Deuba becomes Prime Minister heading the 11th government in 11 years. A day later

the government and the Maoists declare a ceasefire for the first time.

November: Peace talks between the government and the CPN (Maoist) break down in November when the CPN
(Maoists) walk out and launch major attacks on army and police posts. A state of emergency is
declared and the Royal Nepal Army is mobilised against the rebels.

2002

May: Parliament is dissolved and political in-fighting leads to Sher Bahadur Deuba founding the Nepali
Congress (Democratic) party. He heads an interim government and renews the state of emergency.

July: The terms of elected and appointed local government officials are not renewed.

October: King Gyanendra dismisses Deuba and puts off elections that were due for November.

2003

January: The CPN (Maoist) and the government call a ceasefire for the second time and in April the second

round of peace talks start.

May-June: Lokendra Bahadur Chand resigns as PM and the King appoints Surya Bahadur Thapa.

August: The CPN (Maoist) pull out of peace talks and end the seven-month truce.
2004
May: PM Thapa resigns and Sher Bahadur Deuba is reappointed as Prime Minister.
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2005

February:

March:

September:

November:

2006

6—24 April:

3 May:
18 May:

26 May:

16 June:

2 July:

27 July:

9 August:

25 August:

8 November:

21 November:

28 November:

1 December:

16 December:
2007

15 January:
16 January:

23 January:

King Gyanendra dismisses Deuba’s government, declares a state of emergency and assumes direct
executive powers. Restrictions are imposed on the media and civil society. This lasts until March 2006.

After the UN Commission on Human Rights deliberates on the deteriorating human rights situation
in Nepal, the Nepali government agrees to the Office of the High Commission for Human Rights
(OHCHR) setting up an office in Nepal, which it does in May 2005.

Rebels announce a three-month, unilateral ceasefire, which is later extended and ends in January 2006.

The CPN (Maoist) and the Seven Party Alliance of the main political parties agree on 12 points aimed
at resurrecting democracy and paving the way for lasting peace.

Huge protests against King Gyanendra’s direct rule lead to him agreeing (on 24 April) to reinstate
parliament. Over the next few days the CPN (Maoist) call a three-month ceasefire, Girija Prasad Koirala
is appointed Prime Minister, the House of Representatives holds its first meeting in four years.

The new government announces an indefinite ceasefire.
Parliament votes unanimously to curtail the King’s political powers.

Talks between the government and the CPN (Maoist) begin and a 25-point code of conduct is
agreed on to monitor the ceasefire.

Rebel leader Prachanda and the SPA leaders hold talks and agree on 8 points including that the
Maoists should be brought into an interim government.

The government and the CPN (Maoist) send separate identical letters to the United Nations
requesting help with arms management.

CPN (Maoist) extend their ceasefire for three months.

The government and the CPN (Maoist) write to the UN again to help them in four specified areas
including the management of arms and armies, elections, human rights and the monitoring of the
ceasefire code of conduct.

The UN Secretary-General appoints a personal representative to facilitate the peace process.

Top leaders of the Seven Party Alliance and CPN (Maoist) reach a landmark deal on arms management
and political issues including aspects of the constituent assembly, interim government and interim
parliament.

PM Koirala, on behalf of the government, and Prachanda, on behalf of the CPN (Maoist), sign a
comprehensive peace agreement declaring an end to the decade-long conflict.

A tripartite agreement is reached between the government, the CPN (Maoist) and the UN on
‘Monitoring the Management of Arms and Armies’. The UN signed this agreement as a witness on 8
December 2006.

UN Security Council welcomes the peace agreement, approves initial deployment of monitors and
sends full assessment mission.

The government and the CPN (Maoist) agree on the interim constitution.

Interim constitution promulgated and first session of interim legislature (parliament) held
UN begins monitoring the CPN (Maoist) and Nepal Army arms, ammunition and armed personnel.

United Nations Security Council unanimously adopts resolution 1740 to establish UNMIN to monitor
arms and armed personnel, assist the implementation of the peace agreement, assist in ceasefire
monitoring and provide technical assistance and monitors for the constituent assembly elections.
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