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I. Backaoround

AL From th2 firs% ATD vresence in Nepal ua*il abeu-=
1970, essentially all the he lth sector programming
was Zor malaria contral, which was a «» merdouslyw
suctcessiul elffcrs. In =he ea*’j '70s UEAT:
Supberted in 2 modaese wav h“e establishment c? 2
family clanning program. fThen in the late '70s, as
malaria inpusz wers dec:eas;: the migsion
ccncertrated cn increasing IT ”"ve:ege, cerulaticn
policy develooment, and cn crganiza+ticnal and
IanZcement Improvement in the MOE (¢lannine, .
integration of services and managemen=, finzncial
ATAC3menT ant gcme whRvrzisal inirzzoraoeore
development (asmecizlly Nealzh zosts ans
WAI2NCUSeS . The curvan« Talcr HTE sacseorzl
Commitment tc hesal (begun in 15%60), the -zz/=c
Froiact f0133), iz alans These lines 2nF in Ta=a
734 a3 suzendad frasm oo S22 oI SezT. 181% -z tmvan
1588¢& Drve e = d g U R .3 s b- laced S99 a8 =
=78C. Activities that now would be classifiied zs
“CS~tvne" ware nor a prominent mart of +hig
project. In fact, cvher Than a small input Zor cold
chain eguipment for =PI and the iInclusion of
packacad C0PT inmo =he product line of 2 speizi
mrriketing sub-proiject, there were ro direct project
inputs “owars ZPZ, CRT, ARI or Vitamin A programs.
The F? inpuis into MOE programs vere moncpolized by
VSC camp programs, with *e-au¢ve4y minor asitention
hod

O spacing and basic MCH services,

In respence <o +hisg situation, the M.551on in March
%385 zommitted itself to putting additionzl “ocus on
issues of child survival (with or without the
lzbel), reduction of severe childhood morbidity, and
Teestablishment ¢f “he balance in public sector
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Cther Donors

In brief, this is wha<+
CS~type activities:

1. UNICEF -~ historica
suppert of ZPI (va

Frams 1n spacing, we
e age to tie degr
GON's poor performance in
and general MCE outreach
were of enormoas help to

nd ORT programs and. they

n ARI work in Nepal. Now,
our planned CS activities
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materials, training, transportaticn); icdine
deficiencv (mass campaicns with iodized o:il,
surveys); diarrheal- disease control (ORT
tackets, training).- Jo.n= SUrport with WEC of
village-based nutri+ion program.

2. WEC - Ta, advocacyv ané small financial
c¢enTributions fcr IPI, DD and nuTricicn
Trcgram.

3. UNFPA - Alonyg with USAID, a majer donor for
FP. Recently increasing suppor< for bhasic MCH
gexvices, bu+ such largely limited o Zout =
districts {cut o 75 in Nepal).

4, No other bilaterals or multilaterals
substantially involved.

S. Many ac%ive NGOs in Nepal, some ¢f which
(SC*-US; SCP-UXK: Nepal Red Cross; and others)
do CS-tvpe work, bu: *hese groups prcvide
ccverace te only small segments cof the

s I
Dopuliatiorn.

GON
A : 1 ] - 3
at e peclicy level the GON is cuite progressive,

- e 13 | . .
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But the eccnermy ig stagnan< and rese
domestically for EFP are not growing. Sec+toral
tecnnical leadership is dominated by informal opower
channels at zelisigal anga Dalrpce levels. Civil

service performance is weak. Overambitious and
realistic programming has been the rule.

There is a 10-year nistory of GON commitment to
replacing the prevailing vertical pregrams (FP/MCH,
malari., EZPI, TB and leprosy) with an integrated
management/service structure. This conversion has
stagnated with only 6 of 75 districts “fully-
integrated" and 19 "partially integrated" (read:
"confused”). Mcdest levels of coverage attained byv
vertical programs pre-integratior have tended to
deterioraze post-integration due to a variety of
factors. Added to this is a GON policy to



regionalize in 5 administrative regions (just
beginning but with ne impact vet) ancé o
decentral;ze'signifiCant'authority to the 75
districts (3just peginning). adé again the harsn
reality tha+ even +he modest HFP coverage thus far
1s highly doror deperder: for financing (perhaps 70%
doner Zinancad) and +has the precrams nvs« copearazte
in Nepal's famous miliieu O dirficult terrain, poor
Seascnal ccmmunicaticns, Dervasive poverzv, 2U-00%
aduls illiteracy and inability of the wvas=z madicxity
of the population ~o Purchase mest modern health
services. y

All of the above lead =o the conclusion that we must
be realistic in our Programming objectives. The
"Health for aAll by the Year 2000" rhetoric is absurad
for Nepal, and while we shouléd applaua i:s good
intentions, we shouvld not let it cause us o Drogram
over-ambitiousiv.

Based on the USAID sectora

Tzl experience thus far, we

can see several other important lessons learneg:

= We, and other denours, have limited zbility o
change +he wav GON decisiong are made ang
management is actually done, as cpzosed to our
Tower to change *hings on raper,.

~ IRz zrivaze zzc-cr iz ncT likxalv o zlztoa TECs
role in peopelaticn ccverage with basigc =¥o
servizes [wi=h =he 2icsTTicn &f semporary
contraception and ORT) for the ney+ couple cf
cecades. Sc¢ :if people a-a TO have even ifhe meost
mcZest ssrvicas, <he SUslic s2ctor wWill nave =a
dSear mest o =h2 load.

= 22 GON EF? szervica capacity {and budget) is
relatively fixed, and an over-commitment to anv

one service will, unfcrtunately, mean a
concomitant reduction ia capapility tec deliver
other basic services.

= The system will "drif+® +g fived~-facilitv, 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 majcr donors *c
help GON provide better (no+ great, but better)
Coverage ¢f the population with EPI, ORT, ARI and
talanced FT services.
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Incidence ci Major Vaccine Praventzkle Diseases of
Childhood

Since we sent Ref. B one Year ago (see Ref B Para 3
ani 43, we have had ecidemiolocical review of
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health problems in Nepal, inclu@ing zhe "EpT

diseases" (see Evidemicliocic Review cf Data on
Primarv Health Problems in Nepal, N. .E. Wright, Feb.
1986 - atzaches). As expected, the available da<a

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
en comparative data from other countries, the
following conclusions seem reasonable (and making
Some programming decisions based on them also is
reasonable):

- Neonatal te%anus is a (or zhe) majcr cause cf
necnazal mortalitv, a* least in +he Terai (45% cf
the population), with estimated incidence of
20-30 per 1000 live bi>+~hs. Incidenrce in +he
nills/mountains is lass clear.

= Measles is a mzior childhcod kilier and
CONTIibuzor te various morbiditv ccnsecuences.
Chilfhecod fez=h ra-ac ATtrizuzazla 42 meaglag -~z
reach 2-3% coverall. )

= ~rFertussis is a severe, hidden drocliem that causes
scme ceaths and probablv czuses masor morsbidisr,

= The imgact of diphtheria and chilildhood T3
(especially pulmonary and maningeal) are unclear.

n (especially morbifity
to worsen in ““he futur

The vertical EZxpandeé Immunizatiep Program (EI?) has
immunization activities in 52 districts, the
integrated services program (ICHSDP) in about 20
(there is some overlap in "partially integrated"
districts). The integrated program is supposed o
replace EIP in all districts over cime, but this is
stalled. Where ICHSDP has supplanted EIP, usually
immunization coverage has deteriorated. I+ ig
planned that within 4 Years all 75 districts will
have some immunization services, but coverage levels
are not predicted clearly.



IP has Grnzmic new leagd rshig, w;ll,“ Lo werk =c
overcome orcanizationzl cagnation and :igidity.
fersonnel are on contract, thus easier to manage
than poorly periorming ICHSDP civil servants. Cn
the other hand, phase out of vertical Drograms to

integraticn still is za%icnal pCclicy, but issuves of
how to improve ICHESDP periormance ars no< resolved.
Tew immunizazicns ars ciferas a- STztlc Zazzili=izs
{n2zlth »os<s zné hesoizzls), dues =2 clsinter=zs=,
burezucratic territoriality ané cold chain precliems.
Coverage statistics are notoriouslv unreliahle ard
usually cverszia+=2d. 3ased on raported s<tasistics,

cbse*vatlon Oy us ané oth2rs and anecdo=al
information, we estimate ~overage cf the nationwide
cohort of about 600,000 0-1 yr. clds in 1984-85
Nepali Fiscal Year +o be =he following:
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- low public awareness/i: nterest:

-~ low populazion density,

difficult travel, cold
chain logistical nighrtmares;:

- seasonality .cannot do outreach and logistics
work during and soon after monsoon seascn) ;

= human porterage required to/from majority of
districts;

- public suspicion (confusion with Depo~-provera);

=~ usurpation cf manpower for VSC camp campaigns.



USAID's role

We'as an organization are technicazlly, financially,

fhilescohically and

menagerially able *o

complement/supplement GON and other donor recsources

in a constructive way.
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UNICEF's advantage normally

is in vaceine and

ceamodity support. It is likely that they also may

be receiving substantial I+
immunization, which would e
support local costs,

sustain this level of

W.E.O.

and TA, whether or not they

current WHO EPI LTC is excellent).
WHO may also provide relatively small

training.

alian funding for

nable them also to

but probably they cannot
support beyond 2-3 years.

will continue to provide observation tours

are useful (fortunately,
Intermittently
funding fer

UNFPA may provide funding for immunization in a few

distric:s.



Majer Unknowns
- GCU's pace and prccedures for integration of
services (and abolition of vartical programs)

- CYNICER's lzvel of funding over medium an

H
long-term. -

Magnitude of Problem

(X1

“he only decent national incidence data come
1985 30-cluster sSurvey sampling 52% of Nepal's
Population. Estimates from this survey are:

Tom &

= Average under 5 year old child has 6.1 episodes
of diarrhea per year.

- T

(&

nder = ciarrhea-associated death rate is 16/1000.

= 44% of all under 5§ vear old deazhs ars
" o

diarrhea~asscciated,

- Armita rde>» = oayr 13 arience 17 illsiAan
fe.iH&--V o uncer S vear olds experiehce 17 million
episccdes of diarrhea and 45,000 deaths.

= 1:% oI childran's dlarrhez eciscdes arz Treztsed
WITn IEI mzds wizh sackagad zalzs; L2: zo=
TIe2TeC wiTn nhcme salz-sucar sciution.

= &T least 98% of all episcdes of childnond
ciarrhea ars nmever seen in the sta<ic heal=x
Jacilitiss.,

= 22% ¢ surveyed mothers nad rneari of oz7.

There is pitifullyv listle data available gn +he

contributicn of wariasug eticlcgies of Zizr-hea

in
Nepal, ncr is there much conprehensive data on +he
epidemiology, other +than incidence data from the
Survey noted above. As wi=h APT (discussed later),
in the absence ¢f bet+ter laboratory facilities we
must draw conclusions based en anecdotes and on da%a
from cther countries wsith similar environments.

GON Prcgram

There is a national diarrheal disease control
Drogram (CDD) coordinating committee, but it is
guite new and as vet ineffective. (Zlmost by
default) the ICHSDP has had the major responsibility
for the field Program because the FP/MCE vertical
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project has nearly totally neglected diarrheal
clseases, and onlv one hespital has established and
maintained a functioning-ORT unit. Unfortunately,
ICHSDP is active in cnly a ninority of districes,
and has serious Coverage deficiencies in these
districts, so national coverage is weak. Resistance
of the medical coemmunityv to ORT is no* as strong in
Nepal as in some cther cclintries, yet the overuse of
S5, antiblozics and useless drugs and diezarv
regimens is s+ill a majcr problem. CRT ic produced
by “he chﬁ?a:aStatal Peyal Drug Companv, but
production Is only a :small fraction of calculated
need, ané somewhax pelow 'demand. GON policy
prcmotes the use ¢f both packaged ORT and home-made
salt-sugar solution. There has been some pilot
Project experimentation with rice-based solutions.

Several years ago, packaged OR salts were added at
subsicdized prices to the product line of +%he
Contraceptive Retail Sales (CRS) Program. Despite
competition from Indian brands and the availability
oI the same product free threough GON health
brograms, CRS already has a 50% market share. So
this vehicle has good potential, at least in the
population in freguent contac: with larce bazaars
where the 10,000 rezzilsrs sail CRS procucts. A

majcr impediment, thouch, is tha* the majcritv of
Weral's pepulatisn ac-s Sercnd regulas - Wit
“az lzrcz bzzzars z-z arz, theralisrs,
Surcaese CR saits frcm che retailers.

™= - - - P -~ % v . o - aw

<=&.n209 In ORT Zor health servica cerscnne. &t the

=2 < e - e - - y . = - S
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=z manl=h eamnc- Qvras " T mam et 2 e e L s
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TIe2nTliy tners Is no &CTlve regearcn P2I0Gram on
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ther Donors

WEO has provided ma, advocacy and oppor+unities for
some officials to attend CCD management courses.

CUNICEF has been the most active, providing
production equipment and ingredients for packaged OR
salts; packaged OR salts to CRS Company; training;
and eduvcational materials.

etc.) have been introducing ORT, even ricze
ORT, into their programs. No other major
involved.

Smal. NGOs (like the SCFs; misionary health units,
d

Cnors are



USAID's Program

Cne year ago we eéntered ‘the ORT Field in Nepal (see
Ref B) with S fungds. Because of limited funds we
couldn't try +o be *oo comprehensive or grandiose,
Sc¢ we elected %c limit +hose I3EuUts to th focllowing

activitjies:

= send 28 phvsicizn-nu-se Parrs frcm arouné =he
country tc the ICDDR,B clinical CRT course;

= . train 200 health bersonnel in the national
Dediatric hespital'e opT unit (prcbably =he only
3

functioning unit in a Scevernment institution in
Nepal);

- contract the Nepal Pedia~ric Society to help
establish up tc 15 new ORT units in hospitals:

= establish a small grants program to encourage

-

local research in diarrheal disease conitrel;

T Skenscr a cre-Congress Workshcy on ORT a* <he
National Pediatricsa Congress;

= establish in two distric=s al ORT training
Outreaclh crogram wi<sh high coverage usizg
centract wemen trzine-s.
- acdiision, w2 ars SSSTSoring =z oztud f osae lzszuss
Surrounding prcper Tackace sizz fo- CRT salts;
Troducing training matarials; sTrongly gncouraging
-ne large FP/MCH program %o Stress ORT in i=g
Fregram in 52 Zigwviges. and, cf courzs, SToviiins
TCst 0I +<he SP2raTing resources of =ks -Snirzcaztics
Retail 3ales Companyv.

Puture Plans

If the contracted out-eash training program in swe
éistricets broves successful, we will encourage majior
2¥pansicn cf this pIogram. If not, we wiil g0 back

to the drawing becard <o seek other coverage
methcdés. Simultareously we will seek technical,
management and supervisory tools for assuring
greater attention of government health workers,
especially at health POsts and the various outreach
workers, to promotion and support of ORT at far
greater 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, andg
w0 medify the ORT unit coicept to health centers and
health posts. ¥

Raseaxchers who prove themselves through the small
grants research program will be encouraged +to
orcanize larger scope research efforts Zer AID
Zunding. This resez-ch cculd be relacsed *o
diarrheal disease control in many ways -
epidemiology, etiology, socio- antnropology,
economics, nutrition, etc.

Magnitude of Problem

Thera have been only a very few competent and
limited studies of ART childhood mertality in

Nepal. Th=zvy suggest that ARI may be the larges+
cause of infant and childhood mortality in high hix:
populaticns. Anecdc+al informaticn suppor: this,
ana it is Probably reasconable to assume that ARIs
dre major killers in both the high and mid-hills.

The degree of +he proklem in the Terai is less
clear; there are no decen- data, but dara from
comparadls environments in other countries sugges-
that chilcdhood pneumenias will be significan=’

in $ 2 infant/chilcdhcod meorealistw = the

- e MNom an 2 o

% Trezality, liztls cz2-= he done =2 curs +ha-

zETtentace cf zhilineel Sneuncnizs cauzeld =

Viruses. BRBacterial pneumoniss, on the other handé,
y :

often can be zuraed if the preoper “horary is

administered in time. An sdme severs ARIS czn be
prevented by immunization in “hildren; this is
2specially trus for +he sericus ARIs ccocnsequant =g
measles andé pertussis infection. So there really
are three intervention options (aside from nutrition
improvement, domestic smoke pollution reduction,
eTtc.j:

1. passive case detection/treatment (PCD) - ie,
waiting for cases to appear for trea*ment at
routine treatment points;

2. active case detection/treatment - ie, actively
searching for cases and providing treatment;
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3. inmunization o prevent ARI (generally in LDC's
limited t¢ mezsles ana percussis, but naw
vaccines for bneumococcus and H. influenc mav
change this picture in <he near future).

GON Program

GCN has no special ARI program. ARI cases zre

=I2aTec as they present 5 routine TIreaTtment

Toints. Whils a2 lazrce sercentage ci cases

pPresenting to health facilities are in fact milgd

#2Is, only a tiny percenctage of life-th:ea:e:ing

ARIs are ever treated, andg even then thev zrz often

c
seen too late in the course of the disease anéc/cr
arpropriate therapy is no* available/provided.

NGO Programs

Only one very small, leocal NGO has any experience
with active case dezection (ACD) systems fcr ART
mortality reduction. Its fField intervention site is
a small nill ara near Ra=hmandu. According ¢
preliminary resul+s, =ha ACD system is reducin
mortaliity significantly.

"]

vy

CSaRID Program

-
L]

©SAIZ RZas devalcoped znd ‘s SUSECIrTing =z naw
SiztricT-wifa L3T oo FSSTIER in othe nighenill Cusls
area in <he west (Ref 3 para 3 Z). This i <he
first large-scala i3 intarventieon TcIcgraxn in

Nepal. It is toc earlv Ior anv conclusions. ~1lsc
clanned for par+ts of = neighboring, remcte Sis=wio=,
wWRSIe noW 2 hezlih s=e=visas €XlzT, i3 z "gurz
Measies and DFT immunizarion brocram (recr
intervention eon cnly 2 small scale is f=zz

T2is narsh envirconment) frenm Wwhlch we ncpe

some information on reduction of ARI death

that interventicn alone.

Program Plans

1. Jumla ACD Field Trial - we plan +o fullv
implement stage I of this trial as planned,
through Maxch '88. Then, based on evaluatiorn
findings, we plan to refine the interventiorns
if It appears tha=« doing so will increase
program s€fficiency, and perhaps move con ¢ a
Stage II main+tenance phase, in which we would
expect the problems to be somewhat different
than during <he start-up phase.


http:n_-e.-in.zr
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ther field trials throuch NGO's - we weuld be
more comfortable abou+ drawing policv
conclusions about ARI program feasibility in
Nepal if we had information from other than <the
one field trial in Jumla. Therefore, we hope to
iniciate another nill/mountain area fieid trial
through another NGO within the next two vears.
IZ ancther ccoulé be “ound for the Tera: zlso,

we would be pleased.

Field trials though GON - we hope to interest
GON in examining its ART mertality reduction
Capabilitias and nelp them work through the
practical issues of how best *o deal with ARIs
through their existing static and mobile
Systems. We would expect this would be
well-served by field +rials in several
locations around the country, each of modest
eaough scale +o be manageable by the frail
government service capacities.

Small grants and tra g
medical societies - OUI current prngram of
this type for CRT th ouch the Nepal Pedia+ric
Sccilety proves successiul, we anticipate trying
<0 initiate a similar Program for ARI case

-

detection and management.

Drograms through
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MOH interest in systematically addressing its ART
<hircugh its service systems;

wnether 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 technolegies, truly reliable etiology
studies are not now feasible in Nepal, so we are
Proceeding on certain assumptions based on the
world literature on the subiject;

extent to which the severity of the ARI problem
varies in the different ecologic zones in Nepal
(Terai vs hills vs mountaing vs urban) ;
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T concern over WHO's IZuture role in ART. IS =he
induce the GON to make Dremature and restrictive
national-ARI policy décisions in the absence of
further appropriate field data and intervention
experience, it could be difficult to avproach the
crchlems Systcematically.

Cther Donors

= WEO thus far inactive (but cur concern as noted
above).

T Ao
- wa_CEx L‘.Dpo

Tpor imited tc financial backing of
the small interven<icn trial near Kathmanduy.

amin A

Magnitude of Prcblem

An excellert eve morbidity survey in 1980-81 clearly
demonstrateé xerophthalmia +o be a "significant
problem” (by WHO criteria) in severa. locaticns in
the Terai. Data on incidence/prevalence in *ne

Rills are less clear (ses= Wright's repor+«). There
are almost nc &nta on serum Vitamin A levels or
asscciations cf xerophthalmia wizh cther ilinesses.
There are Zfew data on seasonality of xercphthalmia
(cther than scme ncspizal da=a) Or ¢n decten=izl
fortificatizn ranizlas,

GCYN Progrzrm

The joint "Nuzrition Procgram” sponsored bv

<UICEZF NUEC includss cazsuls cistributicn lcmlw
s30T IT Zoses) as onma of ies Zasirad
interventions, hutr *his program has as yet liz=le
field oresence 2nd will Tapsa majer implementatien
obstacles. GON has nc other Vitamin A programs.

5GC Pregrams

Several NGOs provicde curative and clinical
ophthalmclogic services, but there are nc community
based Vitamin A intervention programs.

USAID's Current Program

In light of the encouraging findings in Indonesia on
the statistical association between Vitamin 3
intervention and mortality reduction, and in light
of the demonstrated xerophthalmia proplem in at
least some carts of Nepal, the Mission has beern
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< ing capakle implementing agencies for a Vitanain
A .interventicn brogram in several Terzj districts of
EIoven high prevalence. -We have judged that onlv
NGOs are appropriate at +hisg point in +ime.

Recently we have agreed with a small PVO on the
submission ¢f 2 propesal fer a cormunity~hased
Capsule distribution Program IZor the reduction of
x2rorathalmia. We cannot fing any crganization vez
capable of implementing a full morcalitv-re lnuc+tion
zleld trial, bu: of course we are hopeful tha=
through a xerophthalmia pPrevention/<reatment program
thers might be adcditional, even irf unmeasurable,
benefits to tnildren's overall health status.

Program Plans

= initiate capsule distribution program in a% least
two Terai districss (as above);

= ir asscciation with “hat field pregram (er
separately, if necessary), study the issues of
the severity of the Vitamin A deficiency problem
in the hills; seasonality of Vitamin &
deficiency; and potential vehicles for

—i s 32 DU
‘c-;---ca-*o“;

. . - -
- tzged on =zhe 2-cve, Craw 2p ané pr-omeie
- _— e T e - = - 3 - - itelal BT
SSoChenczzicns Zer acien 2% oTner UGCs znd
SCVernmens servicses arcuna hepa;.
<Y .3 -
SilCnOCC Malaria
Iammt minlg A DAt Loe)
i - - - em e wmm wrwes
£ . da < &£ M v Y T bl -
Due to a varietv of ~actors, malariz is “ikelv +o
.

ma&xe a majer resurgence in Nepal's Terai.
(Fortunately, transmission is unlikely to be a
significant problem a+ altitudes above 1000
meters.). Data are no: currently availacle on the
mortality impact of malaria on children in the Terai
(see Wright's report). We suspect it has been lou
over the past 20 vears when malaria has been under
quite good control.

We are aware, howev:r, of how severely children cen
be affected in an epidemic situation, especially
with high trzasmission of b, falciparum, and
especially in relatively non-immune porulations
(such as the Terai whe-e 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 significant
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 daterierating malaria situaticn,
the health risks (as well as economic risks), the
options we see available for GON action, the
preblems in current malaria program cpveratien, and
tne unlikelihood that USAID will be able =o respcnd
in the future (as in che past) wizh greatly
ingreased resources o manage the problem.

C. USARID 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 vear with smalil local cest
assistance to strengthen a volunteer case detection
and treatment system, help gather some basic
entomologic data, and help upgrade the malaria
control capabilities in the integrated services
districts.

In view of the limiteé resources likely to be
available frem 2ID for malaria program sugport in
Yezal, ws will h2wve tc mezke Gifficuls choicas.
~CTXInT at the long =zerm, Srozasly we Wwill
concentrate on upgradiag the i1nadequate ma.ariz
Training ané research svstem (with researcsh amphasis
on obzaining basic entomologic informatién and on
metnods te minimize the risk to chiléren frem
malaxrla) and strengilening the wvolnn=sar casa
detecticr and %reatment system. lhether we will e
acle to rrovide any insec=icides bevend 1988 is
=roblemactic.

VII. 3irth 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 coutples
of reproductive age were currently using modern
contraception methods. Of these 6.8%, 76% were
protected by permanent voluntary surgical
contraception (VSC). £ the remaining 24% using
temporary methods, most repor+ed wanting no fur<her
children. In other words, family planning is
adopted primarily to limit family size, not to space



dirths. Although data are not yet available from a
Tecently completed GON/UNFPA fertility/CPS it is
unlikely tha~ overall contraceptive prevalence will
ShowW more than a modest ihcrease (perhaps to 15%) of
which most will be accounted for by increased
reliance on VSC. It is no* likxely that use of
centraception for birsh spacing purposes will have
increased much, except perhaps among the small urban

o
sepulatien.

Data suggest <ha+ in Nepal probably 255 of all
cniléren bern are "shert-interval births", i.e. the
child is born less than 2 Years after a previous
birth, and many more less than 3 vyears after the
pPrevicus birth. Given that shorter birth intervals
are associa*ted with higher rvates of childhood
mortality/morbidity, and that thexe are other
profound social/economic conseqguences of short bir+h
intervals, better bir+h spacing shoulé be a high ,
priority in any child survival/welfare program here.

Current GON Policies and Programs

As mentioned earlier and as the 198] CPS data
indicate, GON familv planning programs are largely
supcortive cf VSC, =hus sacrifs Iny oppostunities =o
duce infant,/ child mortality (and maternal

'S 1 q o= . R L dee . ~ y
cality/merbidisy) thrsuch improved birxsh
N —~ Lok AW P .o P, v *e - - - - eV -d -
SFETLng. IE)NCIE cutrazch woriasss z-2 TiooIl-gsarrics
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©8&4T04 WeIriers are thecreticallv 532pso0sac twe proviie
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~Lh s2Ivices. mctivate couples to use family
F+L&On.ng, aistrizute pills ané condems, and rafer
- - : : —... 3 .
ccusles, where appropriats, fo- TUD inserticen,
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It is conly in the past vear, ac a result of
considerable conor (la-gely USAID and UNF2A)
dialogue,that the MCE has bequn to seriovusly discuss
improving the mix of temporary and permanent family
planning methods. But this will be a struggle;
although many MOE of:ficials unders+and the concept
ol birth spacing, +there is as vet too litcle
commitment to making the systems changes necessary
to support suzcessful birth spacing precgrans (other
than contraceptive retail sales, which is viewed as
"extra-goverzmental").



USAID's Role

USAID is the only supplier of pills, condoms and
ICDs to the GON Zamily planning Program and to +he
private sector CRS program. The Mission also
Drovides considerable local COST support to MOE
activities primarilv centered arcuné ouirsach

workers and fanily planning motivzcion. it is only
within the past two years that USAID has placed
considerable emochasis on the ootential
child/maternal heal+h cenefits to be derived from
cemporary family Dlanning methods, in addition to

the demograghic advantages.
Other Donors' Role

UNFPA is the other major donor in +this arsa. To
date their assis<tance has focused on improving
family planning IEC services and on training
outreach workers anéd mid-level] mulitipurpose health
workers. Thev are also the supplier of injectarle
contraceptives. In the past several years thev have
significantly increased their emphasis on MCE and
temporary family planning.

Ir addition several local 2V0s, Iancluding Nepal Red
Cross, Methers' Cluss, Ex-Servicemer’s‘Organization,
SCF-US, =x:z), orevide MO and fempeorary famile
Slanning sartises im small orotezt z-aas. Althcuzsh
coveracge is often cenfined zo SeVEra. panchayats in
cnly one cr twe Zigstrichs, their elians use ang
centinuation rates aof Pills «né concoms are far
better than these achieved by GCN croorams.

Tutire Procgram Zlens

Y - ~ew

Through FY 87, USAID will continue o assist the Gon
to identify and implemen< activities which increase
not only the use of temporary family planuning
methods bu% alsc the concept of birth spacing.
Within the current IRH/FPS Project, that wi'l likely
be limited tc more targetted training for outreach
workers. Mission is also working with the MOH +o
identify ways and means for recruiting more female
outreach werkers under the assumption that females
will more provide better services, including birth
spacing and MCH. It is likely that in the next
several years <he MOH will carry out severzl small
studies or research activities in this area wizh
USAID assistance. (We will not neglect VSC: we
consider it an important component of any healthy FP
System. Eowever we will concentrate on quality
assurance rather than the pursuit of excessive
targets. )
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The new Droject wil, icentisy Strategies fo»
assisting GON programs, 2VCs, ang Private
organizations in expanding outreach angd fellew-up of
temporary contracepiive servicas, improving client
continuation rates and disseminating information on
the concept of birth spacing.

AID has a lonc historv ang majer investmenss in various
aspects ¢f +he health/FP/population policies and Drograms
in Nepal. we have provided a significant rorticn of the

GON sectcral Sudget, ang any alterations in our supoort
must be careful =o protect the positive achievements ang
not too Severely disrupt MOE programs. Irn addition, our
rajor sectoral Project commitment (Project 0135)
Continues un+il March 1988, and the remaining rescurces
are heavily mortgacged toward existing commitments for
nalaria commodities, healthpost construction, MOE general
SPerating expenses, VsC, contraceptives, etc.

What the above implv is tha+ we cannoT shift ge
Srecipitously to become a "pure" Cs pProgram. E

(@) y
based on our assessment cf Program experience in Nepal
and on ouzr own interest and AID/W.new insersg+ 2 C8, we
electad +«o Degin SniZting mission priorities in zhe
directicn ¢ "CS-liken activities, specificallyv Ipr, ORT,
=izth ssaciac, az- ang, zossikly, Vitamia a, anf the )
SI'ZtemsE suzzort sha- will be L2ceszary =c ~nZreass
SoVEIags woLzh TUaiity services.
<2 the deg::e Possible we nave been LIYing tc use whas
flaribility Tamains in 01335 =o address +hesa nay
Pricrizies, zu= = Tg2llty Treviouslies made commitmen=z
Taie that oz limieed SX&rClse. Wwithour =ha arrival cf sz
million CS Sunds Ole vear age, we would have had to wai=
Sntil ows had  onas Prcject Zunds after March '88 To shift
emphasis. However, the g Drogram becun during «his past
9 months has given us a 2 1/2 vear "running starc",

Lermitting us to pecome involved for the firset «im in
EPI, ORT and ART work, and to learn some lessecns 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 naw assistance
pProgram to begin in mid-'88. As Part of this process we
will be refining Preliminary overall objectives ang
targets cited herein and establishing within the new
Project a system to MOnitor and measure Drogress on a
regular basis. There wWill be greater orientation toward
achieving higher Coverage with a few basic, higher
cuality services, especially in EPT, ORT, bir+<h Spacing
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and ARI, and relatively less émphasis on
macro-orcanizational, general budget supvort and
broad-brushstroke management activities that have
proved less rewarding in “the past. We aim for =
bragmatic, field-oriented, coverage-oriented program
that accepts the unchangeable realities of
manacement and administration in +he Nepal context,
Y8t ccesn't sacrifice zlertness TO oppertunities +c¢
improve basic poulicies and svstews shculd thev
appear.

Althcugh sur 2vo co-financing pertfeolio is small, we are
nNeping to exgand NGO activities in suppor:t cf 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
distribucion program ‘both cf these will require AID/W
funding because we did no+ get CS PVO funds for this
Year). 1In additicn we will centinue, and hope tc expand,
current eZlorts with NGOs for ORT and ARI. The AID/W
funded FP "intermediaries" we work with in Nopal are
being encouraged to work more with local organizations on
re-es:tablishing a proper mix of spacing-VSC~MCH, whict
should be strongly beneficial for =3:143 survival and
overall family welfare.

With regard <o the Missioen's overall program, hezlth and

family vlanning will con+inva <a be an Iimpor+an=
ccmpenan-. ~35uming Missicn budozt lavsls Temzln statis
ST even Zecrsase slizhzlv, asproximactely $4 M per year
will be alicca%ed =o nealth/family tlanning activizies
Irem 7Y 53. —uring IY 86 and FY &7, CS activities wilil
Te constrained <o activities which can be carviad ot<
wizhin <ha curren= SPE/FPS Proiect as descrimed i-
g§acticns IZI-VII ¢f zhe oama-, were C5 funds zo 2 mz2is
available «c <he Mission on an additionalitv basis, =hese
ctivitiss mighe :e exzanced scmawhat Tricr Lo the maw

follow-on project which will target selective CS
activities. USDE sctaff level should remain constant a+
three throuchoutr the new Zfollow=-on precject.

Clearances: PRM
DD*
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Drafted: alder



