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I. Background
 

A. From the first AZD presence in Nepa. until acu.970, esse --z y al the health sectorwas prograrjngfor malari contr!, which was 
a tremendously
S'uccessful efcr-. 
in -he early '70s -qsu~por-ied i-
 modest way the cf aestab.-I shz:.zen_amilv lanning program. Then in the late '70s, as
malaria in ziss... decreasine, t--zeCC- en trated Cn n -- S C :- -.
~olicdev lo ~ -r eas',ncr ov r -'ent, and cn organizati nal andmmanaceentirovement in the ' (inec a--cn c: se'"'es and manee'--. -n :.
~~~~~~--- -- - -..--------.--- "--- "--"*  ------....~SC__
develcpmen-. (esneci=.2' Y healzh cs-s an-


.e .. . - S_ ,ccrzi-et 
a s - S 

tc ;ezal (becgu in 19,.), the -RIFZ 

r -, - .. .... . .. - ;I- rZ
19rk Azzt-:..es 


that now wouid be cIased = ' "CS-tv." a
pro ject, w o a prominen t ar.in facz, oF-.ner of t-nothan a small in~u: for coldchain ecquipmen: for EP and he inclusion of
DaCkaced -.

OPT i.nt-o -he product :i;- -; --. im-rket~ina sub-Droiect, there were oircpoet
 

....., "" '-T, orThe FP innuts into Vitain A programns.MOE programs were moncpolized byVSC camp prograris, 
with relatively minor aztention
to spacing and basic MCR services.
 

-n respcnse to this situation, the Mission in March
1985 committed itself to putting additional focus on
issues of child survival 
(with or without the
label), reduction of 
severe Childhood morbidity, and
reestablishment of the balance in public sector 

OP'IONALFORM NO. 10
(REV. I-) 

2 (* U.SM-.. (4t CinR)OM-: 
o'U.5., t ry'JU* pRflT2Br O1',T. :13r32 0 - 36:-525 (7210) 



--- 

-2 

services among birthcntracer~ioC:'e 
MCE, spacinc and permanentcom .i:-_ -o do tothis -_he 

dearee possible with :-, ex-isting Project. 0135commizmenzs and obligations (but remaining fundsalready are heavily mortgaged, so little flexibilityremains) and with any supplemental CS funds we could
obtan.
 

Thus, we recuested S1 ' 1.:n suple..enaI CS ..funSC=:e anted n=_i--ed toinitiatives newin EP7, ORT and AR?-. Wi-hout enoughfunds -osuppert new rorams in spacing,resolved to we 
use Project 0135 leverage to the degree
possible to bolster the GON's poor perforrmance
temporary contracept'ion and general MCH outreach

*n
 
services. 
 The CS funds were of enommois help to us;
they permitted 
us to become seriously involved for

the first time in EP: and ORT progras and.they
allowed us 
to mls-
poneer in ART work in Nepal. 
 Now,
one year later, all of 
our planned CS activities
have been started in the 
--e 
 and USAD has becCme
an active partner in these important GON programs.On the FP side, the GO now agrees that -s spacinaand MCE services were being neglected in its cassicn:or VSC and it is szruczlinc with -.he ir. catic4 
of =hi3 real..ati.on.
 

... 
 oe h;...ad :onscious decisi. 
.~~........e ..... '.n. V ' 
n 
 "e
 

childhood morbid -vimor-al"] 
 '
The_situ o• .._e.
-" cure Ptat no dae 
- .. . . .-. . S a c:
. .  " : e
 

is~~....
hdiincv a emaj-r .Za--- th- "'-Scpal" ar-z -: 

prba' -"wen'z ze prcqiarz:-ng itn. zihe area -'iodine 
deficiency a Major problem in the mountains, again
because t"N'-c and th -ndianGcvt. hv--e majorsupport ........ ViAmin A is an 
 area c creatinterest to us, 
as will be lescribed below. 
Weforesee no 
separate proarams for iron deficiency,
but certainlv wiLl advocate proper attention to ironin all MCH and nutrition programs. 

B. O'ther Donors
 

In brief, 
this is what other donors are doing in 
CS-type activities: 

1. UNICEF - historically the ma~or donor in
support of EPI (vaccines, equipment, IZE&C 

http:real..ati.on


rmaterials, traininc, 
 .rans - cn); icdine
deficiency (mass campains with iodized oil,surveys-); diarrheal-disease control (ORTpackets, trainina). Join, support with WE
vijage-based nutrition proram. 
of
 

2. WO -
 TA, advocacy and small financial
 ccn-ionibu for --D C and -

3. UNFA - Alonu with USAID, a na1cr donor for
FP. Recently increasing support for basic MCH
services, but such !areiy limited to about districts 
tcut of 75 in Nea!). 

4. No other bilaterals or multilaterals
 
substantially involved.
 

3. Many active NGOs in Nepal, some 
of which
(SC-'-US; SCF-UR; Nepal Red Cross; 
and others)
do CS-tvne work, but these groups provide
cverate to only sal. segmenzs cf the 
Populati on.
 

C. GON
 

At the policy level the GON is cuite proaressive.

-hases are cn c--unty-o . sei ,
 

---- :r-'i_-a--- : '.n-.-rdu---- -------.- t o -
e 4 There are coor natino ccttees -

inzecra-ed services. o Ht lans are 

S. . - - - --.. s 

But t*- . ~4C =tagnn a i-",domestically for I.FP are not growing. Sectoral
technical leadershJp is dominated by informal cower
 .......
c a c-_pce levels. Ci--2service performance is weak. 
 Overambitious and
unrealistic program.ing has been the rule. 

There is 
a 10-year history of GON commitment toreplacing the nrevailina vertical programs 
(FP/MCI.,malaria, EPI, TB and leprosy) with an integrated
management/service structure. 
This conversion has
stagnated with only 6 of 
75 districts "fulJvintegrated" and 19 
"partially intearated" (read:
"confused"). 
 Modest levels of coverage attained by
vertical programs pre-integratiorL have tended todeteriorate post-integration due to a variety of
factors. Added to this is 
a GON policy to
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regionalize in 5 administrative regions (just-....-.. but Wwith no impact yet) and todecentralize sic,_ifitant authority to the 75districts (just beginning). 
 Add again :he harshreality that even the modest RFP coverage thus far
is highly donor dependent for financing (perhaps 70%
donor inanced) and that the prcgra-s r-jst ceratein Nepal's famous miiieu of difficlt terrain, poorseasona. cc. MUica-ins, nervasive poverty, BU-9C%........ -eand 
 nabili . tf vast Majorit of the population to purchase most modern health

serzvices. 

All of the above lead to the conclusion that we must
be realistic in our programming objectives. 
 The
"Health for All by the Year 2000" rhetoric is absurd
for Nepal, and while we 
should applaua its good
intentions, we should not let it 
cause us to proaram

over-ambitious iv. 

Based on the USAID sectoral experience thus far, we
can 
see several other important lessons learned:
 

We, and other dcnors, have limited abil tovtochange the way GON decisions are made and
management is 
actually done, as 
opposed topower to change thinas on paper. 
our 

- - - - -- . . _ --_ --  " ' " " " 

r-,e in vtz2.La-ton ccveraze w-mn basic

con-raceczion and 
 O fRT) ofor tne next coumledecades.-- " se---'iCes,'--So if neom,e e are to have even the MOSbear mcsz of the load.
 

-2GN .;i_- service ca-aci--.t (and buoet) isrelativey fixed, and an over-commitment to anirone service will, unfcrtunately, mean acoicomizant reduction in capability to deliver
othier basic services.
 

- The system will "drift" to fixed-facility, low
coverage, relatively capital intense services
(and to a VSC-dominated approach to FP), 
if

permitted by the donors.
 

- USAID is t'.e best able of the major donors tc
help GON provide better 
(not great, but better)
coverage of the population with EPI, ORT, ARI and
balanced ?P 
 services.
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II. EP: 

Incidence cf major Vaccine Preventable Diseases of 
Childhood
 

Since we sent Ref. B one yea= ago (see Ref B Para 3
and 43;, we have had an 
e=iderioocica! review cZ
 
all ot~~-~ 
 ~Cn many 4-pcrtanthealth problems in Nemal, including he ,,IEPdiseases" (see Epidemicloaic Review of Data onPrimary Health Problems in Nemal, N..H. Wright, Feb.1986 - attached). As expected, the available data
are neither comprehensive nor conclusive. 
Based on
what data exist, however, and on what might be
expected to be the disease incidence in Nepal based
on comparative data from other countries, thefollowing conclusions seem reasonable (and makingsome programming decisions based on them also is
 

reasonable):
 

- Neonatal tetanus ;s a (or the) major cause cf
neonatal mortality, at least in the 
rai (4A of
the population), with estimated incidence of
20-30 per 1000 live births. Incidence in the

nills/mountains 
is less clear.
 

- Measles is a major childhcod killer and
contributCr tc various morbidity ccnsecuences.
 

reach 2-31 overall.
 

- Pertussis is a severe, hidden problem that causes 
. d . _ caUses ma-.:r cri di4t . 

- The impacz of diphtheria and childhood TB(especially pulmonary and meninaeal) are unclear. 

- Polio Is a problem (especially morbiedity), and itmight be e"pected to worsen 
in the future.
 

3. GON EPI
 

The vertical Expanded imnization Program (zI2) has
immunization activities in 52 districts, the
integrated services program (ICESDP) in about 20
(there is 
some overlap in "partially integrateQd"
districts). The integrated program is supposed to
replace EIP in all districts over time, but this is
stalled. 
 Where ICHSDP has supplanted EIP, usually
immunization coverage has deteriorated. It is
planned that within 4 years all 75 districts will
have some immunization services, but coveraae levels
 
are not predicted clearly.
 



16P 
has dyna=ic nw !eadershi, ilinc to wcrk to
 overcome organizational 
stacnation and ricid::v.

Personnel are on contract, thus easier to manage
than poorly performing IC!TSDP civil servan:s. Onthe other hand, phase out of vertical roarars toi.teration Sti-' is national policy, but issues ofhow to improve ICHSDP performance are not resolved.
 
zew -reunizationS 
r_ cffered az s~azia-. -I , _ . 

~neatn osts and 
 szal,bureaucratic territoria!izy an4 cold chain probles. 

Coverage statistics are notoriously unreliable and
usually cver-stated. 
 Based on reported statistics,

observation by us 
and others and anecdotal
inforation, we estimate .overage of the nationwide

cohort of about 600,000 0-1 yr. olds in 1984-85

Nepali Fiscal Year to be the following:
 

DPT -II - 20% 

BCG - 45%
 
Measles  20%
 
and coverage of married women of reproductive age

(r'v.R
A) :

- 20%
 

.. - . .  - -..-- - - -U TT A n
 

U-.D. Some c: 
the reasons 
 r
 

-::--,I ..D an-
 the Dent. of eal Serices
 

- low Public awareness/interest; 

- low population density, difficult travel, cold
chain logistical niahtmares; 

- seasonality (cannot do outreach and logistics
work during and soon after monsoon season);
 
- human porterage required to/from majority of
 

districts;
 

- public suspicion (confusion with Depo-provera);
 

- usurpation of manpower for VSC camp campaigns. 
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C. USAID's role
 

We-as an orghnization-are technically, financially,Phi cally and : anaerially able tocomplement/supplement GON and other donor resources
in a conszructive way. 
Our objectives are in terms
of both increasing coverage and quality of services
 
thro"ugh he JEoIl cWing: 

Ccverace 
 Quality

varying the static' .. greatly increased
cutreach tarcet -roup 
 training;
strategies accord.ing to

terrain, epidemiology, 
 - greatly improvedavailable manpower, 
 supervision;

season;
 

TT campaign in Terai 
 -program monitoringfor all married women of techn4ques forreproductive age (MWRA); supervison;
urban program; 

- more productive use - ormation systems
of manpower; 
 (with necessary
 

hardware).
 

-A O 

c- .-- Is. 

SZDs Com-ezi-AzVe advanzage is
-~~~~, in io-M 
 - biizu
su.. ..
ical costs for widespread field programs, 
_ c - -~ chni c" r - se r-= -".er
- nl yerr -or~u~n
 

UNICEF's advantage normally is in vaccine and
ccmmodi:y support. 
 I: is likely that they also may
be receiving substantial Italian funding for
immunization, which would enable them also to
support local costs, but probably they cannot
sustain this level of support beyond 2-3 years.
 

W.H.O. will continue to provide observation tours
and TA, whether or not they are useful 
(fortunately,
current WHO EPI LTC is 
excellent). Intermittently

WHO may also provide relatively small f.unding for
 
training.

UNFPA may provide funding for immunization in a few
 
districts.
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E. Majr U.nkn.ws 

GCN's pace and procedures for integration ofservices (and abolition of vertical Programs) 
.... s el Of fundinc over medi= and 

77T. C-T long-term. 

A. Magnitude of Problem
 

The only decent national incidence data come from a
1985 3 0-cluster survey sampling 92% 
of Nepal's
population. Estimates from this survey are:
 
- Average under 5 year old child has 6.1 episodes
 

of diarrhea per year.
 

-
 Under 5 diarrhea-associated death rate is 
16/1000.
 

- 44% of all urier 5 year old deaths are
 
diarrhea-associated[
 

An~ual.v under 5 vear olds experie.ce 17 millonepisodes of diarrhea and 45,000 deaths. 
.... Z 2 -.. z------ - e 

..... 1 aes a- e -t= e 
-

zreaed w: ncme salt-sugar solutin. 

A.z least 98% of all episodes of childho d 
--a__.-_ 
 are never seen in t.h-- - health 

cf sur-eyed mothers had heard -f ZRT. 
There is pitifully little data available On the
contributicn of various eticlc=ies of diarrhea in
Nepal, nor is there much comtprehensive data on 
the
epidemiology, other than incidence data from the
suz-vey noted above. 
As with APR (discussed later),
in the absence of better laboratcry facilities we
must draw conclusions based on anecdotes and 
on data
from cther countries with similar environments.
 

B. GON Program
 

There is 
a national diarrheal disease control
pzogram (CDD) coordinating committee, but it is
quite new and as 
yet ineffective. (Almost by
default) the ICHSDP has had the major responsibility
for the field program because the FP/MCH vertical
 

http:experie.ce


project has nearly totally neglected diarrheal
diseases, and onlV one hospital has 
estabisheda
....... - d and
maintained a functioning-ORT unit. 
 Unfortunately, 
.
IC.SDP is active in only ' minority of districts
and has serious coverage deficiencies in those
districts, 
so national coverage is weak. 
 Resistance
of the medical cc.munity to ORT is 
not as strona 4-
Nepal as in some other cc':ntries, yet the overuse of
Us, antibiotics and useless drugs and dietaryrecinens is still a ma-cr probemr. CT 4 
produced
by the GC"arastatal Rcval Drug CompanV, but
productior 
Is only a small fraction of calculated
need, and somewhat below 'demand. GON Dolicy
promotes the 
use of both packaged ORT and home-made
salt-sugar solution. 
There has been 
some pilot
Project experimentation with rice-based solutions.
 

Several years aco, packaged OR salts were added at
subsidized prices to the product line of the
Contraceptive- Reta4l Sales 
(CRs) program.ra DesM..eePro . 
competition from :ndian brands and the availabilitv

of the same product free through GON health
programs, CRS already has 
a 50% market share.
this vehicle has good potential, at 

So
 
least in the
population in freauent contact with large bazaars
where the l0,COO "=tai.ers sell CRS products. 
A
major impediment, though, is that the majority of
 _ as.. L._=- - be e d re u a
 

-
 h= 
 e ... -i.. ,
purchase OR sa-t from -ne retailers.
 

Training in ORT for health service perscnnel at thedistrict level has begun at 39 diszrictz of 75; 
at
 

Curre4n:i t-er_ is no 1c-ive research progra on 
diarrheal diseases in Nepal.
 

C. Other Donors
 

WHO has provided TA, advocacy and opportunities for
 
some officials to attend CDD management courses.
 
UNICEF has been the most active, providing
production equipment and ingredients for packaged OR

salts; packaged OR salts to CRS Company; training;

and educational materials.
 

Smal.L NGOs 
(like the SCFs; misionary health units,etc.) have been introducing ORT, even rice-floirORT, into their programs. No other major donors are
 
involved.
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USAID's Program
 

One year ago we entered-the ORT field in Nepal (see
Ref B) with CS funds. 
 Because of limited funds we
couldn't try to be too comprehensive or grandiose,
sc we elected to 
limit those inputs to the fo2lowing
activities:
 

-send 2 ehvsician-nurse Mairs from around the
country to the !CDDR,B clinical ORT course;
 

train 200 health personnel in 
the national
Pediatric hospitai's CRT unit 
(probably the only%
functioning unit in a gcverrment institution in
Nepal);
 

contract the Nepal Pediatric Society to help
establish um to 15 
new ORT units in hospitals;
 
establish a small grants program to 
encourace
local reseazch in diarrheal disease con 
Zrcl;
 
sponsor a pre-Congress Workshc- on 
ORT at the
National Pediatrics Congress;
 

establish in two dis-rcts an ORT traininoutreach program with high coverage usinccontract women trainers. 

surrounding nrcoer packagelnc i.in size.C - forrczu _ Tsalts;= =-r aa-s; stzrong,%e7g ..

the large F?/MCH program to stress ORT in 4-s
4n 52 4
 a ,r-aran-Z ccnd, , _ .-


Retail Sales Company.
 

Future Plans
 

if the contracted outreach training program indistricts proves successful, we will encourage majore-pansion cf this program. 
 f not, we will go back
to the drawing board to seek other coverage
methcds. Simultaneously we will seek technical,
management and supervisory tools for assuring
greater attention of government health workers,
especially at health posts and the various outreachworkers, to promotion and support of ORT at fargreater coverage levels. 

Based on the experience from the Pediatric Society
contract to establish new hospital ORT units, we
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will seek MOH commitment to expand this effort, and
to modify the ORT unit concept to 
health centers and
health mosts.
 

Researchers who prove themselves through the small
grants research program will be encouraged to
organiZ
...
 arter scope research efforts for AIDIdin-. This research could be rela=2 todiarrheal disease control in many ways 
-
ecidemioloay, etiology, socio- anthrooooay,

economics, nutrition, etc.
 

IV. AR.:
 

A. Magnitude of Problem
 

There have been only a very few competent and
limited studies of ARI childhood mortality inNepal. They suggest that ARI may be the largest
cause of 
infant and childhood mortality in high h!"
populaticns. 
Anecdotal information supports this,and 
it is Probably reasonable to assume that ARIs
are major killers in both the high and mid-hills.
The degree of the problem in the Terai is less
clear; 
t-hee are no decent data, but daa from
comparab7.e environments in other countries sugcestthat chi-....o pneumonias will be significant
Ctutrs~fto ~ d - crtalitvI i-4he 

•-
 cure
 
c  c 
 ne C.n.Ias caused
v..uses. ,.
Bacterial pneumoniz.s, 
on the other hand,
often can be cured if the -rciper the_-a isadministered in time. 
And sone severe ARIs can beprevented by immunization in 
,hildren; this is
S- ia-- tru fo- the seric.ts ARTs consequentmeasles and pertussis infection. 

to 
So there really
are three intervention options (aside from nutritionimprovement, domestic smoke pollution reduction,

etc.):
 

I. passive case detection/treatment (PCD) - e, 
waiting for cases to appear for treatment at
routine treatment points;
 

2. active case detection/treatment 
- ie, actively
searching for 
cases and providing treatment;
 

http:seric.ts


C. 


D. 


E. 


F. 


3. 	 immunizaion to prevent AJ (generally in LDC's
limited to measles and 
 Zertussis,
but new
vaccines for pneumnococcus and H. influen-a ra
change this picture in the near future).
 

GON Program
 

GON has no 
special ARI progran. ARI cases are
 
zreaed as he sen-
 - oe-	 ..
- • 
 .. .~-s'.e Peier
ercentace of 
cases
presenting to 
health facilities 
are in fact mild
AR.s, only a tiny percentage of iife-threazenin
ARIs 	are ever treamed, and even then they are 
often
seen too laze in the course of the disease and/or
appropriate therapy is not available/provided.
 

NGO Programs
 

Only 	one very small, 
local NGO has any experience
with 	active case de-ecticn 
(ACD) systems for AR:
mortalitv reduction. 
 ts field intervention site is
a small hill a: 'a
near 	Ka-hmandu. Accordina to
preliminary results, the ACD system is reducing

mortality significant 
.
 

USAI: Program
 

a" 	 S3p r I,
-.a 	 e-= an 

:=wif e :- - " '- - .	 
a a.) 

.. ..-- . = . . . .
 

area nth"e wesz ? - 5ara This is =n3 -7)

lrs-
arge-scale 
 _n_-e.-in.zr
 

Nepal. 
 t is 	toc early for any conclusions. Alsoplannec :or marts of 
 -eh=CrinC_ remo 
 ::.
 
. ---C_---.'.4r nc; nc 	 ------ rin , ... =_.

- Z..zS 
measles and D_--: izum~un zation program (re.r-

-Asnars 
 --.r onment,
ienn lv a small Scale isisS.I.Z.n.. 	 " weo"a--i in
ro whche--	

.fn__n hoLpe zcge:t
some 	 inforation on reduction of ARI deaths fromthat 	intervention alone. 

Program Plans
 

1. 
 Jumla ACD Field Trial 
- we 	nian to fullyimplement stage I of this trial as planned,
through March 
'88. 
 Then, based on evaluationfindings, we plan to refine the interventions
if it appears that doing so will increase 
program -f'iencv, and perhaps move on 
to a
Stage I-"maintenance phase, in which we would
expect the problems to be somewhat different
than during the start-up phase.
 

http:n_-e.-in.zr
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2. Cther field trials through NGO's 
- we would be
 more comfortable about drawing policy
conclusions about ARI program feasibility in
Nepal if we had information from other than the
one field trial in Jumla. Therefore, we hope to
i&zi-ate another hill/mountain area fieid trial
throuah another NGO within the next two years.
:f another could be found for the Teraa a-so,
we would be pleased. 

3. Field trials though GON 
- we hope to interest
GON in 
examJinin its RI mcrtalltv reduction
 
. andcab hel them work through thepractical issues of how best to deal with ARTs
through their existing static and mobile
systems. 
 We would expect this would be
well-served by field trials in several
 

locations around the country, each of modest
enough scale to be manageable by the frail
 
government service capacities.
 

4. 
 Small grants and -progras through

medical societies - if our current program of
this tve for ORT through the Nepal Pediatric
Society proves successful, we anticipate tryingto ini:iate a similar trogram for APJ casedetection and management.
 

an fiin" =we 
orzanization, we wculd 
 like to address thequestion of hcw severe is the AR: zbemthe Terai. 

- sr' u-'s -
 4on-

- reult .f...lare-a intervention tri__s; 

MOR interest in systematically addressing its ARI
 
through its service systems;
 
whether etiologies of severe ARIs in Nepal are
significantly different from other LDCs for which
data are available (especially Papua New
Guinea). We judge, unfortunately, that given
current technologies, truly reliable etiology
studies are not now feasible in Nepal, 
so we are
proceeding on 
certain assumptions based on the
world literature on the subject;
 

extent to which the severity of the ARI problemvaries in the different ecologic zones in Nepal(Terai vs hills vs mountains vs urban); 



concern over HT~O's future role in -.If theyinduce the GON to make premature and restrictive
national.ARI policy decisions in the absenre offurther aDnronriate f-ield data and intervention 
exoDerience, i could be difficult to approach the
probjlems systeza-icaily. 

. Ozher Donors 

WHO thus far inactive (but our concern as not-e 
above). 

- _-CZ support limited to f4nancial backing ofthe small i'nterventicn trial near Kathmandu. 

V. V amin A 

Magnitude of Problem 

An excellert eye morbidity survey in 1980-81 clearlYdemonstra-ed xerophthalmia to be a "sign.Lfcant
problem" (by WHO criteria) in severa! locaticns inthe Terai. Data on J.nciden&e/prevalence in thehills are less clear (see Wight's report). Thereare almost no dr.ta on ser'u- Vitamin A levels orasscciations o' xeromh.halmia wizh other illnesses. 
Th-ere are few data on seasonalitv of xercphzhalmia
(ct-her than some hcspizal data) or on pctentia 

G.GCN ?roar-== 
i+oint "I.. 

rig..."Nu.rition 

7 Z - ,,, - c aes 

'+-=- - +, 
Pr..gram 
n c f 

sponsored 
ee''-r-s 

by 
n , 

interventions, bur this program has as yet liz-le 

obstacles. GON has no other Vitamin A programs. 

NG0 Prograis 

Several NGOs provie curative and clinical
ophthalmologic services, but there are no community
based Vitamin A intervention programs. 

D. USAID's Current Program 

In light of the encouraging findings in Indonesia onthe statistical association between Vitamin Aintervention and mortality reduction, and in lightof the demonstrated xerophthalmia problem in atleast some parts of Nepal, the Mission has been 



Eeein4c capable imtlementing agencies for a Vita:iinA.interventici 
program in several Terai districts of
proven hiqh prevalence. -We have judged that onlYNGOs are appropriate at this point in time.
Recently we have agreed with a small PVO on the
submIssion cf 
a propcsal fcr a cor.unity-based
capsule distribution program tor the reduction of
xerochthalmia. 
We cannot find any organization yet
capable of im-lementing a full mortal ty-rE 
uc-on
ield tr.al., but of course we are hopeful that
through a xerophthalmia prevention/treatment 
program
there might be additional, even if unmeasurable,
benefits to children's overall health status.
 

E. Program Plans
 

initiate capsule distribution program in at least 
two Terai districts (as above); 
i- association with that field prcgram (or 

r 
separately, if necessary), study the issues of
the severity of the Vitamin A deficiency oroblem
in the hills; seasonalitv of Vitamin A
deficiency; and potential vehicles for
fortificati on;
 

Sbased n - above, dra;; "z andr- z- f z - a~ c Zv rzncze
-n _. _ d. 

cvernmenz services around Nepal.
 
?v•. Childhood ?alari 

Due to a variety of factors, malaria is 
lV>mane a major resurgence in Neal's Terai. 
Vo 

(Fortunately, transmission is unlikely to be a
si rificant problem at altitudes above 1000
meters.). 
 Data are not currently available on the
mortality impact of malaria on children in the Terai
(see Wright's report). We suspect it has been ioby
over the past 20 years when malaria has been under

quite good control.
 

We are aware, howevar, of how severely children cpn
be affected in an epidemic Situation, especially
with high tranIsmission of P. falciDaum, and
especially .n relatively non-immune populations
(such as 
the Terai where transmission has been
primarily P.vivax and at low levels since the
1960's). Therefore, if the epidemic occurs in large
areas of the Terai we would expect iignificant
direct and indirect mortality in children related to
the malaria.
 



B. GON Program
 

USAID has informed GON 
(-and other donors) of our
 
concern about the deteriorating malaria situation,

the health risks (as well as economic risks), the

options we see available for GON action, the
 
problems in current malaria program operation, and
the unlikalihood that USAID will be able to respond

in the zure (as in the past) wi-h greaty 
increased resources 
to manage the problem. 

C. USAID Program
 

USAID has 
over the past decade been phasing out its

inputs into the Nepalese malaria control program

(after more than 30 years cf being the major

donor). Currently we provide only 300 metric tons

of malathion per year. 
We will supplement this in

the coming fiscal year with small local cost

assistance to strengthen a volunteer case detection
 
and treatment system, help gather 
some basic
 
entomoloic data, and help upgrade the malaria

control capabilities in the integrated services
 
districts. 
in view of the limited resources likely to be
 

available frcm AID for malaria program.support in
we w;ill.. -
"::-al, have t- ma!e difficul choce 
a-- t .r., e 

concentrate on uDgrading zhe inadeauate m- rza 
ra n=n an: roseare system (wi-h research emphasis
on 
obtaininc basic enzomologic information and on
methods to minimize the risk to children from 
malaria) an- str1n,:!ninc thc v 
 nase
deLeczicn and treatment system. whe _-h we i beable to provide any insecticides beyond 1988 is 
troblematic. 

ViI. Birth Spacing
 

A. Scope of the Problem
 

Contraceptive prevalence in Nepal is low. 
A 1981
Contraceptive Prevalence Survey (CSP) carried out by
Westinghouse found that only 6.8% 
of married couples

of reproductive age were currently using modern

contraception methods. 
 Of these 6.8%, 76% were
 
protected by pe_-manent voluntary surgical

contraception (VSC). 
 Of the remaining 24% using

temporary methods, most reported wanting no further
 
children. 
In other words, family planning is

adopted primarily to limit family size, not to space
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births. 
 Although data are not yet available from a
recently completed GON/UNFPA fe-tilitv/CPS it isunlikely tba- overall contraceptive prevalence willshow more than a modest -crease (perhaps to 15%) ofwhich most will be accounted for by increased
reliance on VSC. 
iC is not likely that use of
ccntraceptcn for birth s~acinc urposes will haveincreased much, excep: perhaps among the small urzan
 

Data suggest that in Nepal probably 25% of all
children bc-, are "shcrt-intez-a! births", ie thechild i born less than 2 years after a previousbirth, and many more 
less than 3 years after the
previous birth. 
Given that shorter birth intervals
 
are associated with higher ;rates of childhoodmortality/morbidity, and that there are other

profound social/economic consequences of short birth
intervals, better birth spacing should be a high
priority in any child surviVal/welfare program here.
 

B. Current GON Policies and Programs
 

As mentioned earlier and as the 1981 CPS data
indicate, GON family planning programs are 
largely
supportive of VSC, thus sacrificing oppoztunities to
reduce inf ant/' child mortality (and maternal 
- / " -h"-"= q-.._ . _ _ 

- a: - - 

~~wcrkea: _=e here:4.Ca::;'-sdt
V!CH services. mc-:ivate couples to use familplann~ng, oszribute pills and condoms, and re__e 
coupes, where az ropriate, for 7u= inserti, 

- -. *- - - --.... ., -. '- ,--,T v . ......, ;:e ,~:nw -h- these .urreaoh .cr:ers seen!the ove_-qhelmincr majori-v of thi- t-e motivatinc 
co Ies fo VS.. 

It is only in the past year, ar a result of
considerable donor (largely USAD dnd UNzPA)dialogue,-hat the MOE has begun to seriously discuss
improving the mix of temporary and permanent familyplanning methods. 
 But this will be a st%-uggle;
although many MOE of;icials uiderstand the conceptof birth spacing, there is 
as yet too litzlecommitment to making the systems changes necessary
to support successful birth spacing programs 
(other
than contraceptive retail sales, which is viewed as
"extra-over-ental").
 



C. USAID's Role
 

USAID is the only supplier of pills, condoms andUDs to the GON family panning progzam and to theprivate sector CRS program. The Mission alsoprovides considerable local cos-
 support to MOH
activ-ties Drmarilv centered around outreach
woker-s and 
:-4Y pannqng mozivat on. 
it iS only
within the past two yearL that USAID has placed
considerable emphasis on 
the potential
child/maternal health.benefits to be derived from
temporary familv planning methods, in addition to
the demographic advantages.
 

D. Other Donors' Role
 

UNFPA is the other major donor in this area.
date their assistance has focused on 
To
 

improving
family planning IEC services and on training
outreach workers and mid-level multiPu-pose health
workers. They are 
also the supplier of injectable
contraceptives. 
 In the past: several years they have
significantly i:creased their emphasis on MCH and
temporary family pla-ning.
 

in add-tion several local PVOs, including Nepal R'ed
Cross, Mothers' Clubs, Ex-Servicemer's "Organization,
 
-

- - -* 

covezace IS 
 zten ccnfn. t several panchavazs Ln
cIv one or -wc d -s-ricts,t-heir c__continuazon 1'se andcrates o- =ills "nd condoms are farbetter than those achieved by GON tro:rams. 

ug -"
T h r F- U S Z ' .
i l 


hzough 77- 'USA:B wil c.ntin..e to assist the GCCNto identify and implement, activities which increase
not only the use of temporary family plazining
methods but also the concept of birth spacing.
Within the current IRf/FPS Project, that wi'.l likely
be limited tc more targetted training for outreach
workers. Mission is also workina with the MOH to
identify ways and means for recruiting more female
outreach workers under the assumption that females
will more provide better services, including birth
spacing and MCH. 
 it is likely that in the next
several years the MOH will carry out 
several small
studies 
or research activities in this area with
USATD assistance. 
 (We will not neqlect VSC;
consider it an we
important component of any healthy FP
system. 
However we will concentrate on quality
assurance rather than the pursuit of excessive
 
targets.)
 



-- 

The new project wil 

assisti-n identify strategies for
.71s,GON procrams, n' and privateorganizations in excandin 
 aa
outreach and follcw-up oftemporary contraceptive services, improving client
continuation rates and disseminating information on
the concept of birth spacing.
 

--: Overall 

AID has 
a lona history and majr investens in various
 
aspects of the health/pP/pooulation 


policies and programs
Nepal. 
 ee 
 povided a Jignificant portion of the
 
GON sectcral budget, and any alteratiors in our support
must be careful to protect the positive achievements and
not too severely disrupt MOH programs. In addition, our
major sectoral project commitment (Project 0135)
continues until March 1988,
are and the remaining resources
heavily mortgaged to.ward existing Commitments for
nalaria commodities, healthpost construction, MOE general
Dperating expenses, VSC, contraceptives, etc.
 

What the above imply is that we cannot shirt gears
precipitously to become a "pure" CS program. 
However,
based on our assessment of program experience in Neaal
and 
on our own interest and A-D/W....... new interest i
c begin shiftin CS, ve
direction mi .ssion prioritiesof in the"*CS-like" activities, specifically 

, PI O,s'thS.t-vaMSaS=,7 r[-:az 
z4b' Vimii A, an tebe7..-nCess=Zary ':0 z-=a---Se
 

services.
 
c the decree possibe we have been t:rying to
l-ilt rema use:_ 0135 to address these new
- -1 ............. 
 . . .. --7 : rI; ': e-ed exe.-e.
million CS funds 

- r=lu 

*nou-
-. ., . 

one year ago, 
- the arrival-cmm 

C_ .0.ee would have had to wait
iti had 
ne Drc-cz41e fundsemphasis. afze- 2archHowever, the '88 to shiftCS program begun during this9 months has gien us past
permitting a 2 1/2 year "running start".as 
to become involved for the firstEPI, ORT t-ie inand ARZ work, and to learn some lesscns which
can be built into any new project.
 
During the next 1 1/2 years the mission will work with
GON (and other donors) to develop our new assistance
procram to begin in mid-'88. 
 As part of this process we
will be refining preliminary overall objectives and
taraets cited herein and establishing within the new
project a system to monitor and measure progress on a
regular basis. 
 There will be greater orientation toward
achieving higher coverage with a few basic, higher
quality services, especially in EPI, ORT, birth spacing
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and AR:, and relatively less emphasis on
 

macro-orcanizational, general budget support and
broad-brushstroke management activities that have
proved less rewarding in "hhe past. 
 We aim for a
pragmatic, field-oriented, coverage-oriented ozogram
that accepts -the unchangeable reaii-ies 0 
 "
 manaaement and administration in the Nepal context,
yet doesn't sacrifice ale.rtness to opportunties tc
im-reve bas:: 
 ..cies and svszems should they
 
appear.
 

Although our PVO co-financinq pcrtfolio is small, 
we arehoping to 
expand NGO activities in support of Cs.
Specifically, we 
are developing with SCF-US a proposal
for greatly increased immunization coverage in all of
Gorkha District, and with SEVA a Vitamin A capsule
distribuion program !both of these will require AID/W
funding because we did not get CS PVO funds for this
year). 
 In addition we will continue, and hope to expand,
current efforts with NGCs for ORT and ?RI. 
 The AID/w
funded FP "inte-ediaries" we work with in Nepal are
being encouraged to work monre with local organizations on
re-establishing a -roper mix of spacinq-VSC-MCz, whichshould be strongly beneficial for a:ld survival and
overall family welfare. 

With regard to the Mission's overall program,:--conne tc be health andan important
 
Componnt. , .AS.--= 
 - MA.C- e-;an fe ..e . >a .: r rwill be allocated to health/family rlanning activities 

:rom F"7 . urin FY 86 and FY 87, CS activii'es W,.be constrained to 
activities which can 
be carried out
 
w.tinheu current :?R='FS - ass- n ..- - . c: z' .... c
available tc the .Mission on t mae
an additionalitv basis, these
act-- ie- ic. be 
exaended somewhat erir 
 te . e'
follow-on project which will target selective CS
activities. 
USDE staff level should remain constant at
zhree throughout the new follow-on project.
 

Clearances: 
 PRM
 
DD 

Drafted: Je!lder 


