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Background and Objectives of GSEA 2011/
Sectoral Series: Monograph 4
Gender equality and social inclusion (GESI) 
have been recognized by the Government of 
Nepal and its development partners as critical 
to equitable development. Particularly following 
the Second People’s Movement (or Jana Andolan 
II) of April 2006, the efforts of the government, 
with the support of development partners, have 
been aimed at transforming the country into an 
inclusive and just state, with an eye to restruc-
turing existing power relations to ensure the 
rights of all citizens, regardless of caste, ethnic-
ity, religion, gender, region, age, or class. The 
Interim Constitution (2007) guarantees social 
justice and affirmative action for women, Dalits, 
Adivasi Janajatis, Muslims, Madhesis, and other 
excluded or disadvantaged groups. It also pro-
poses the future restructuring of the state to 
institutionalize an inclusive, democratic and pro-
gressive governance system, maximizing people’s 
participation based on devolution of power, and 
the equitable distribution of resources.

The Gender and Social Exclusion Assessment 
(GSEA), which was jointly produced by the 
World Bank (WB) and the UK Department 
of International Development (DFID), was 
delivered to the National Planning Commission 
(NPC) in June of 2005 and published in sum-
mary version in early 2006 as Unequal Citizens: 
Gender, Caste and Ethnic Exclusion in Nepal.

As a complement to the Gender and Social 
Exclusion Assessment, DFID, WB and ADB 
have collaborated to produce a series of mono-

Preface

graphs with practical guidance on how to main-
stream gender equality and social inclusion in 
seven key service-delivery sectors: agriculture, 
education, forestry, health, irrigation, rural 
infrastructure (with an emphasis on roads), and 
rural and urban water supply and sanitation—to 
which additional sectors may be added in the 
future.

The current process of political transition pro-
vides a very significant opportunity for greater 
inclusion and equitable development. The 
Interim Constitution (2007) and the Three-
Year Interim Plan (2008-2010) reflect commit-
ments made for the social, political and economic 
transformation of Nepal. For the country’s 
development partners, including DFID, WB 
and ADB, mainstreaming gender equality and 
social inclusion in their overall work is man-
dated by global and national agency directives.1 
For instance, in its country partnership strat-
egy (2010-2014), ADB recognizes the need to 
“address gender, ethnic, and caste discrimination 
through policy reform, targeted investments, 
and the mainstreaming of equal opportunity 
measures in key sector investments”, and aims 
to guide and ensure that in all ADB operations 
and sectoral assistance, gender and social inclu-
sion concerns are adequately addressed (ADB 
2009). DFID’s country business plan for Nepal 
states that, “Gender is at the heart of our work 
… all our work considers impacts on women and 
girls.”2 Efforts to promote gender equality and 
social inclusion are likewise an integral part of 
the World Bank’s current interim strategy for 
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Nepal (World Bank, 2009) and the new strategy 
being developed.

In Nepal over the last few years there has been 
a growing practice of developing gender- and 
inclusion-sensitive interventions, especially in the 
government’s sector-wide programs supported 
by multiple donors (e.g., Local Governance and 
Community Development Program [LGCDP], 
health, education and rural transport SWAps 
[sector-wide approach]). Various sectors have 
also developed their own GESI strategies (e.g., 
forestry, agriculture, health and local develop-
ment). This Series attempts to provide coherence 
to GESI mainstreaming done by the government, 
donor agencies and other development actors, 
and to introduce a tool that can be commonly 
applied across sectors for mainstreaming in poli-
cies, programming, budgeting, monitoring, and 
reporting. The aim of the Series is to help make 
the Government of Nepal’s goal of universal 
access to key public services and resources a real-
ity for all Nepali citizens. A major focus has thus 
been on identifying the specific barriers faced by 
different groups and the resultant impact of those 
barriers; assessing policies, program modalities, 
and project mechanisms that have worked best 
to overcome these barriers; and identifying the 
measures that work best to mainstream GESI in 
sectoral programming.

Process of Developing GSEA 2011/Sectoral 
Series Monographs
Each of the sectoral assessments consisted of 
document review, meetings with sector spe-
cialists and stakeholders, diversity and budget 
analysis, some fieldwork, wider consultative 
workshops, and follow-up meetings. Meetings 
and interactions were held with more than 100 
people from government, civil society, commis-
sions, representative associations/organizations 
of excluded groups, and projects/programs. 
Sectoral consultation workshops with approxi-

mately 30 participants in each were organized 
with key stakeholders, namely, government, 
project/program staff, donor agencies, and rep-
resentative organizations. Literature review was 
a major source of information for the develop-
ment of these monographs; however, some field-
work was also done by team members in selected 
districts.

Draft versions prepared by Greg White-
side (health), Elvira Graner (education), 
Bijaya Bajracharya (agriculture/forests/irrigation), 
Jennifer Appave (water supply and sanitation), 
and Shuva Sharma (rural infrastructure/roads) 
were used as background information and built 
upon where possible. As the GESI framework 
began to emerge as an important way forward, 
ADB, DFID and the World Bank decided that 
the sectoral assessments should be structured 
around this framework so that practitioners using 
the monographs would become familiar with 
the approach. Due to its previous experience in 
the development and application of the GESI 
framework, the Human Resource Development 
Centre (HURDEC), a private management 
consultancy firm of Nepal, was commissioned 
by WB/DFID to lead the development of the 
sectoral series. Jennifer Appave was commissioned 
by ADB to work with the HURDEC team from 
January to June 2010 to prepare the drafts. The 
Swiss Agency for Development and Cooperation 
(SDC) provided technical support through two 
advisers.

The team members who prepared the different 
sectoral monographs in this series are as follows: 
1) agriculture—Jennifer Appave and Chhaya Jha, 
with inputs from Yadab Chapagain and Yamuna 
Ghale (SDC); 2) education—Jaya Sharma and 
Chhaya Jha, with inputs from Yadab Chapagain 
(HURDEC); 3) forestry—Bimala Rai-Paudyal 
(SDC) and Chhaya Jha; 4) health—Chhaya Jha; 
5) irrigation—Chhaya Jha and Jennifer Appave, 
with inputs from Pranita Bhushan and Yadab 
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Chapagain; 6) rural infrastructure—Chhaya Jha, 
with inputs from Kumar Updhayay (HURDEC) 
and Shuva Sharma; and 7) water supply and sani-
tation—Jennifer Appave and Chhaya Jha. Deepa 
Shakya and Sara Subba did the research for the 
sectoral monographs while Dharmendra Shakya 
and Ram Bhusal worked on the budget analysis 
and staff diversity analysis. Sitaram Prasai and 
Birbhadra Acharya (HURDEC) did the gender-
responsive budget (GRB) assessment in Kavre 
and Morang districts. Carey Biron edited all the 
monographs except forestry, which was done by 
Mary Hobley. Chhaya Jha guided the entire pro-
cess, and was responsible for the final writing of 
all the monographs under the guidance of Lynn 
Bennett, the lead researcher for GSEA.

The Sectoral Series Monograph would not 
have made it to their current published form 
without the diligence and creativity of the Himal 

Books team responsible for the final editorial and 
design support. Led by Deepak Thapa, the team 
included Amrita Limbu (editorial assistance) and 
Chiran Ghimire (layout and design).

The monographs in this series should be con-
sidered as learning documents that will allow 
for sectoral data and analysis to be updated and 
improved based on sectoral experiences and 
sharing of good practices. The monographs in 
this series all have a common introduction and 
a common final chapter outlining the generic 
steps in the GESI mainstreaming process which 
is intended as a handy reference guide for prac-
titioners. The sectoral monographs have been 
published in alphabetical order, covering agri-
culture, education, forest, health, irrigation, rural 
infrastructure (roads), and rural and urban water 
supply and sanitation. Additional sectors will be 
included over time.

Notes
1 For the World Bank, the gender-mainstreaming strategy (2001) and operational policy and Bank procedures statement 

(2003) provide the policy framework for promoting gender issues as part of strategically focused analytical work, policy 
dialogue and country assistance (World Bank 2006). The policy on gender and development (1998), Strategy 2020, and 
ADB results framework articulate ADB’s commitment to gender, and require that gender inequalities be addressed in all 
aspects of ADB work (ADB 2010). The principal elements of DFID’s gender policy and strategy are contained in DFID 
(2000, 2002). A “twin-track” approach based on mainstreaming of gender issues in all areas and sectors, while maintaining a 
focus on the empowerment of women as a disadvantaged group, has been adopted (Jensen et al, 2006).

2 The UK government’s program of work to fight poverty in Nepal, 2009-2012.
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The purpose of this chapter is twofold. First, it 
assesses the current situation of gender equality 
and social inclusion (GESI) in Nepal’s health 
sector. It identifies the barriers faced by women, 
the poor and the excluded in accessing health 
services; considers the policy, legislative and 
social barriers constraining these groups’ access; 
and analyzes how the various policies, processes 
and programs have worked to address them. 
Second, it provides practical guidance on how 
to improve existing responses and take further 
action to ensure more equitable access to health 
services and benefits for women, the poor and 
the excluded.

The health sector has made immense efforts to 
improve the health outcomes of Nepal’s citizens, 
and has responded positively to the mandates 
of inclusion though its pro-poor and pro-women 
programs. While the Nepal Health Sector 
Program—Implementation Plan (NHSP-IP) 1 
(2004–2009) did not initially have a strong focus 
on equality and exclusion, this was somewhat 
addressed after the Interim Constitution of 2007 
declared health to be a fundamental right. Since 
2007, the government’s initiatives of pro-poor 
targeted free healthcare policies, coupled with a 
program for maternity services, have seen con-
siderable success in reducing both the economic 
constraints of the poor and the social constraints 
of women, while improving the health indica-
tors of both. These schemes provide free services 
and medicines, cash for transport for institu-
tional childbirth delivery, and remuneration for 
health workers attending home deliveries. The 

Executive Summary 

recently developed NHSP-IP 2, with strong 
support from sector-wide approach partners, 
has likewise recognized the barriers experienced 
by women, the poor and the excluded, included 
a specific objective to address them, and put in 
place impressive plans with disaggregated objec-
tives and indicators. A GESI strategy for the 
health sector has been included in the NHSP-IP 
2, in which three objectives and eight strategies 
address policy, institutional and programmatic 
issues, outlining actions ranging from policy 
revision, training and insurance to informa-
tion, education and communication (IEC) and 
empowerment. However, further specific guid-
ance on how these will be implemented and what 
funding will be earmarked for these activities is 
necessary to translate the GESI document into 
effective mainstreaming.

Lessons from multiple initiatives and program 
interventions have suggested that the traditional 
model of targeted service delivery for disadvan-
taged groups will not be adequate to improve 
health outcomes for all social groups. Apart from 
economic factors, the barriers experienced by 
women, the poor and socially excluded groups 
comprise social factors such as gender, caste, 
ethnicity, disability, location and age along with 
regional identity. These greatly influence who 
accesses what health-related services. Gender-
based social practices directly impact health out-
comes for women and girls of all social groups 
(though the degree varies by multiple factors), 
with the discriminatory nature of Nepali soci-
ety greatly hindering a woman’s ability to access 
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health services and protect herself from sexually 
transmitted diseases, even from her husband. 
This same dependency and various cultural prac-
tices also make women and girls vulnerable to 
gender-based violence (GBV), which remains 
widespread in Nepal. Alarmingly, suicide has 
emerged as the single leading cause of death 
among women in Nepal aged 15-49.

Excluded groups, too, continue to experience 
many problematic health-related issues. Survey 
data from 2006 show that Dalits, disadvantaged 
Adivasi Janajatis, Madhesis, other backward 
classes (OBCs) and Muslims have consistently 
low health indicators, including stunting among 
children and higher vulnerability to multiple 
communicable diseases. With specific regard to 
HIV/AIDS, it is important to note a strong cor-
relation with migration, as Nepal’s 1.5-2.0 million 
labor migrants account for 46% of the country’s 
HIV-positive population. While three surveys 
from 1996 to 2006 indicate that there has been a 
decrease in the difference between wealth groups 
for several indicators, wide disparities still exist. 
Although the poor suffer higher rates of mortality 
and morbidity, the richest fifth of the population 
spend 25 times more than the poorest on health-
care utilization. For many, healthcare services are 
inaccessible due to distance, unaffordable due to 
poverty and high costs (though free services have 
addressed this somewhat), unapproachable due 
to social/power relations, incomprehensible due 
to language barriers, humiliating due to cultural 
insensitivity, and ineffective due to poor quality. 
Thus, along with technical services, a demand-
side approach is required—one that focuses on 
empowering individuals and groups to recog-
nize the structural causes of their situations and 
building their capacity to transform inequitable 
power relations.1

At the same time, attention to the supply side 
needs to continue. For instance, while the use 
of free health services by excluded groups has 

increased, availability of drugs declined, with 
stock-outs of essential drugs lasting more than 
one week increasing at all levels—by up to 96% 
at hospitals and primary healthcare centers. 
Further, a study in 10 district hospitals revealed 
that most users, especially the poor, remained 
unaware of the free care policy, to the point 
where many poor registered as non-poor and 
thus paid fees. Meanwhile, absence of trained 
health personnel, distance to health facilities, and 
discriminatory behavior of service providers con-
tinue to be significant constraints for those expe-
riencing exclusion. Additional barriers include 
lack of caste/ethnic diversity among community-
level health workers (of the 19,597 government 
employees in the health sector, just 29% are 
women, while 53.0% are Hill Brahmin/Chhetri, 
1.7% Dalits, and 0.8% Muslims) and inadequate 
decentralized authority to health facility man-
agement committees.

Since 2002, some 1,433 out of 4,070 health 
facilities in 28 districts have been handed over 
to local bodies. Yet, while local committees are 
responsible for overseeing the functioning of 
health staff, they still have inadequate authority 
and resources to work effectively. While govern-
ment initiatives to make budgeting and monitor-
ing more inclusive are to be appreciated, much 
remains to be done. For instance, gender-respon-
sive budgeting practices have been initiated, but 
insufficient clarity about the indicators and the 
process to be followed has created confusion. 
Similarly, for the pro-poor and inclusive catego-
ries, figures for activities are cited in the govern-
ment’s annual budget speech but local health 
facilities are not engaged in identifying them. 
On the positive side, initiatives to disaggregate 
monitoring systems and practice accountability 
mechanisms (such as social audits, peer monitor-
ing, partner-defined quality) have proven useful 
in increasing the accountability of service pro-
viders and community empowerment. On the 
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negative side, key sector-specific issues, including 
human resource management, delays in medicine 
supply, poor governance and low accountability, 
continue to require committed and systematic 
interventions.

A major part of supply-side strengthening will 
need to be based on an improved understanding 
among policy-makers, administrators and care-
givers of the specific barriers experienced by dif-
ferent social groups. Gender inequality and social 
exclusion in health are inextricably linked to the 
wider socio-cultural and politico-economic con-
text. Often the “barriers” we need to remove or 
work around in order to provide more equal 
access to health are part of interconnected formal 
and informal institutions that structure Nepali 
society. The process of identification of “for-
mal” and “informal” barriers will have to be fol-
lowed by a subsequent commitment to develop, 
budget for and implement mechanisms to over-
come these. A well-governed sector—ensuring 
timely availability of supplies and services, with 

trained staff performing effectively—will indeed 
improve the access of women, the poor and the 
excluded to services, but this can only happen 
if focus on the supply side leads to building the 
capacity of the health delivery system to make 
it more responsive and accountable to those it 
serves. Multi-sectoral partnerships are also very 
necessary in health as many issues demand action 
from sectors like education, water supply and 
transportation.

The multiple levels of analysis and review in 
this chapter have provided the inputs for further 
operationalization of gender equality and social 
inclusion in the health sector. It is only through 
action that addresses the full spectrum of GESI 
throughout the program cycle—identifying bar-
riers; designing, budgeting and implementing 
solutions to address these barriers; and moni-
toring and reporting with disaggregation and 
inclusion-related analysis—that the vision of 
equitable health outcomes for all Nepali citizens 
can be achieved.

Note
1 As demonstrated by the changes brought about by interventions addressing socio-cultural behavior and REFLECT processes 

in communities by programs like DFID’s Equity and Access Programme, and others by UNFPA, NFHP, and the USAID, 
CARE and GTZ/GIZ.
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1.1 Introduction
This introduction and overview chapter defines 
the dimensions of exclusion and presents the 
framework for gender equality and social inclu-
sion (GESI) mainstreaming that has been used 
for all the sectoral monographs. It presents an 
outline of the current situation of gender equality 
and social inclusion in   Nepal, and summarizes 
the findings of the seven sectoral monographs. It 
presents the barriers that have been identified for 
women, the poor and the excluded, and discusses 
the national, international and sectoral policy 
mandates for GESI, the institutional structures 
and mechanisms established by the government 
for women and excluded groups, the sectoral 
findings regarding institutional arrangements 
for GESI, the diversity of civil personnel in the 
various sectors, and the working environment. It 
summarizes the findings regarding the existing 
practice of gender-responsive budgeting (GRB), 
the results of GESI budgeting that was applied in 
the seven sectors, and the monitoring and evalu-
ation (M&E) system in use. The good practices, 
lessons learned and way forward for the sectoral 
monographs are also summarized.

1.2 Gender Equality and Social 
Inclusion Framework and Defining 
the Excluded

For the last 60 years, since the 1951 overthrow 
of the Rana regime, Nepal has been struggling 
to transform its feudal economic and politi-
cal system, and to leave behind the ingrained 
hierarchies of gender and caste. But these 
deep-seated systems for organizing the world 
and structuring power relations do not change 
easily. Despite formal laws that guarantee 
equal treatment to men and women as well as 
to Dalits, Tharus and Brahmins, to Madhesis 
and Paharis, and to Hindus, Muslims and 
Christians, many of the old habits of thought 
and daily behavior endure. The vulnerability 

and dependency of women are persistent in a 
patriarchal culture where, despite the fact that 
their labor was critical to the subsistence agri-
cultural economy, women were little valued, did 
not inherit family land, and could be cast out if 
the husband favored a younger wife.

Persistent too is the chronic poverty of 
groups such as the Dalits at the bottom of the 
caste hierarchy, who, in addition to the humilia-
tion of being considered “impure” and therefore 
“untouchable,” have faced structural barriers to 
education and economic opportunities for gen-
erations. The Adivasi Janajatis, or indigenous 
groups in Nepal, most of whom were subdued 
some 250 years ago during the Gorkha con-
quests, have also found themselves placed within 
the Hindu caste hierarchy. Because of their num-
bers (37% of the population) and their military 
prowess, Adivasi Janajatis were given a place in 
the middle of the hierarchy rather than at the 
bottom, as they were in India. Ironically, even 
though it was a system imposed on them by out-
siders, to preserve their own status in the hier-
archy many Janajati groups adopted the same 
discriminatory behavior towards Dalits as that 
practiced by the “high-caste” rulers. Similarly, 
even the caste Hindus in the plains, or Madhes, 
of Nepal were looked down upon and treated 
as foreigners when they visited Kathmandu, the 
capital of their own country.

The list of grievances is long and groups that 
have been historically excluded are many in 
Nepal. As development practitioners and sec-
toral specialists, we need to know at least some-
thing of this historical and cultural context, so 
that we can design sectoral interventions in ways 
that are sensitive to the dense systems of exclu-
sion that often still prevail in the communities 
where we hope to deliver services, infrastructure 
and livelihood opportunities. Our goal in this 
publication is to show how it is possible to design 
and implement the interventions we support in 
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ways that bring equal benefit to men and women 
from all these groups.

This monograph is concerned with two major 
dimensions of exclusion: economic and social. As 
shown in Figure 1.1, when it comes to poverty, or 
economic exclusion, we are concerned with the 
poor of all castes, ethnicities, locations and sexes. 

The socially excluded1 groups include women, 
Dalits, Adivasi Janajatis, Madhesis, Muslims, 
people with disabilities and people from geo-
graphically remote areas. What we also need to 
keep in mind is that the dimensions of exclusion 
are cross-cutting and cumulative. Some of our cli-
ents suffer some dimensions of exclusion but not 
others—for example, a poor Brahmin woman 
from Gorkha Bazaar is privileged in terms of her 
caste and her fairly well-connected location, but 
excluded by her poverty and gender. Other cli-
ents suffer from exclusion in almost all dimen-
sions: for example, a poor Dalit woman in Jumla 
must contend with four dimensions—poverty, 
caste, gender and remoteness—of exclusion. The 
fact that these dimensions all interact with each 
other in different ways to frame the life chances 
of the different individuals we are trying to reach 
is why we need to look at exclusion in a holistic 
way. This is particularly true for gender, as prior 
efforts have taught us that it is far less effective 
to target gender and social inclusion separately. 
Further, looking at men’s and women’s realities 
is not enough—it is also necessary to ask “which 
women” and “which men.”

As will be elaborated in greater detail through-
out this series, it is essential for each sector to define 
who the excluded in that sector are and the cause 
of their exclusion. The GESI framework2 that is 
used for the sectoral monographs recognizes that 
both formal institutions (the legal framework, the 
policies of the sectoral ministry or even the specific 
procedures and components laid out in the formal 
project document) and informal institutions (the 
traditional norms of behavior for women and 
Dalits or the networks of political patronage) can 
present barriers to inclusion. Therefore, we keep 
an eye out for both of these dimensions through-
out the GESI process.

The framework follows five key steps required 
to mainstream GESI in sectoral programming 
(visualized in Figure 1.2):

i. identifying the excluded and the reason for 
their exclusion from access to services and 
opportunities in the sector;

ii. designing policy and/or program-level 
responses that attempt to address the bar-
riers in the program cycle; 

iii. implementation;
iv. monitoring and evaluation to check 

whether planned resources and actions 
have reached women, the poor and the 
excluded; and (if M&E findings show the 
need)

v. adjustment/redesign and continued M&E.

First step: Identification. This requires map-
ping the existing status of women, the poor, and 
the socially excluded in the sector, based on dis-
aggregated qualitative and quantitative data and 
assessment of the available evidence. Analysis 
of existing policies (in the sector and beyond 
since policies in other sectors may also be block-
ing access), formal institutional structures and 
processes, and informal institutions (kinship, 
gender, caste systems and business and party net-

Economically
excluded

Poor of all
• Castes
• Ethnicities

• Locations
• Genders

• Dalits
• Madhesis
• Third gender

• Women
• Adivasi Janajatis
• Muslims
• People with disabilities
• People of geographically 

remote areas

Figure 1.1: Excluded Groups

Socially
excluded
(context-specific 
issues of exclusion 
to be idenfified)
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works) is necessary to understand 
exactly how social inequities based 
on gender, caste, religion, ethnic-
ity and location have been cre-
ated and/or maintained. The key 
actors in these existing structures 
also need to be critically assessed 
in terms of their ability (and incen-
tives) to change their behavior and 
values, and to transform processes 
and mechanisms. 

In addition to assessing the 
barriers constraining each group 
from enjoying their rights, we 
need to map existing policy and 
program responses (if any), and 
assess whether these are address-
ing, reducing or reinforcing these 
barriers (see Annex 1.2 for details). 
As we begin the design process, 
the situation prevailing in the sec-
tor—the set of policies and formal and informal 
institutions in place—will almost certainly be 
benefiting some individuals and groups more 
than others. Thus, we need to understand the 
political economy of the sector or subsector 
both nationally and locally in the sites3 where 
our projects or programs will be implemented. 
The stated intention of policies and procedures 
will always be positive and aimed at deliver-
ing services and benefits to all, but how do the 
policies work out on the ground for different 
groups? Do they deliver as intended; if not, what 
is intervening to prevent or change the intended 
outcomes? Usually, it is merely gaps in the deliv-
ery or communications systems that have been 
set up, or failure to understand the real needs of 
certain kinds of consumers, or other economic or 
social constraints that are preventing them from 
accessing the sector services. Either way, this is 
the detective work that needs to be done during 
the first step of the GESI process.

Second and third steps: Design and imple-
mentation. Once the sociocultural barriers and 
weaknesses in the policy framework or delivery 
system are understood, the job is to find ways to 
address these through interventions. This may 
require changes in policies, program activities, 
resource allocations, institutional arrangements 
and staff incentives as well as in the monitoring 
and reporting systems. Some things are easier to 
change than others and a single operation might 
not be able to make all the changes needed to 
respond to the diagnosis provided by Step 1. But 
even the larger, more intractable issues should 
be fed into the policy dialogue with government 
and other donors and be part of the longer-term 
sector strategy. At a minimum, policies need to 
be put in place that provide for the budget, pro-
cesses (including stakeholder participation in the 
design) and systems needed to incorporate GESI 
mainstreaming into the operation under design. 
Institutional arrangements must also establish 

4. Monitor, Evaluate
5. Adjust Implementation

• Inputs: Have planned 
resources an benefits 
reached women, the poor 
and excluded?

• Results Disaggregated
• Outcomes: In the 3 

domains of change

1. Identify

Barriers of the excluded:
• who are excluded, causes 

of their exclusion
• their existing situation, 

barriers in accessing 
services and opportuni-
ties offered by the policy/
project/programme 
being designed

Interventions to address barriers, 
based on review/assessment of GESI 
responsiveness of
• Sector policy mandates
• Institutional arrangements & 

accountabilities 
• Programme interventions, budget 

allocations
• Selection criteria, control of deci-

sions & funds 
• Monitoring and reporting

2. Design &
3. Implement

Figure 1.2: Steps for Mainstreaming Gender Equality and Social Inclusion
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structures and mechanisms for routine work on 
gender and inclusion by technically competent 
individuals; promote diversity in staff composi-
tion; and adopt sensitive human resources poli-
cies for recruitment, promotion, transfer and 
performance evaluation.

To design a project or program so that it will 
be able to deliver real change and lasting progress 
for women, the poor and the excluded, it is use-
ful to consider the content presented in Figure 
1.3, which lays out three domains where change 
can happen. These are also domains that define 
exclusion and inclusion, and most projects and 
programs include activities in one or all of these 
areas. One important domain is access to assets 
and services (i.e., health, education, and employ-
ment opportunities), which almost all of our 
interventions seek to increase. What does your 
intervention need to do to make sure that access 
is open to excluded groups, and that you can 
track it? 

The second domain has to do with voice and 

influence. In Nepal, group-based 
projects and what the World Bank 
calls community-driven develop-
ment approaches place a great deal of 
emphasis on organizing communities 
to manage resources, deliver services 
and construct infrastructure them-
selves. The way groups are formed, 
the depth of the social mobilization 
process and the level of effort to bring 
in people from excluded groups and 
give them genuine voice and influence 
over the group processes constitute 
another area where good design and 
careful implementation and monitor-
ing can make a major difference. The 
final domain where our sector opera-
tions can make a difference is through 
changing policies, institutional structures, 
and norms (i.e., the “rules of the game”), 

when intentionally or unintentionally these work 
against the interests of excluded groups. As 
noted above, not every operation can do this at 
the national policy level; but if our analysis has 
revealed that certain policies are perpetuating the 
exclusion of certain groups from the benefits our 
sector operation intends to deliver, then we need 
to be on the lookout for opportunities to get such 
policy changes on the agenda, and to push for 
their adoption. Often, even smaller project-level 
policies and procedures that are easier to influ-
ence can bring about important changes.

Nepal’s weak implementation capacity means 
that even positive policy provisions are often 
not implemented effectively. Meanwhile, infor-
mal norms, social practices, values and biases of 
officials and service providers from dominant 
groups continue to hamper the implementation 
of measures that seek to transform power rela-
tions. Thus, implementation processes need to 
be designed in such a way as to provide space for 
service providers, local leaders, men and others 

Improving access to 
LIVELIHOOD ASSESTS
AND SERVICE for ALL,
including the poor and 

the excluded

Supporting more
INCLUSIVE POLICIES AND 
MINDSETS; changing the 

“Rules of the Game”

Increasing the 
VOICE AND 

INFLUENCE of ALL, 
including of the poor 

and excluded 

Figure 1.3: Domains of Change

Source: World Bank/DFID, 2006
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who hold power to reflect on and internalize the 
need for such shifts. This long-term design-and-
implementation commitment to gender equality 
and inclusion-related activities is an essential ele-
ment of mainstreaming GESI, and it requires a 
clear commitment from the management level to 
this way of doing business.

Final steps: Monitoring, evaluation, and report-
ing. M&E systems need to be designed to col-
lect disaggregated data on outputs, outcomes 
and development results, and to be linked into 
management decision-making in such a way that 
data on inclusion failures automatically trig-
ger project actions to understand and remedy 
the situation. At the output level, management 
should be able to ensure that the planned proj-
ect resources and actions have reached women, 
the poor and the excluded. Yet, disaggregated 
intermediate outcomes also need to be tracked, 
such as the socioeconomic profile of user groups 
and executive committees, labor groups, preg-
nant women receiving antenatal visits, school 
attendance, new teachers hired, the placement 
of water taps, etc. Finally, disaggregated data 
on development results need to be collected and 
analyzed. This may be done by the project, but in 
some cases with the right coordination it can also 
be done by periodic national-level sample surveys 
such as the National Living Standards Survey 
(NLSS), the Nepal Demographic and Health 
Survey (NDHS), or the National Labor Force 
Survey (NLFS), or through the decennial cen-
sus. Indicators of results at this level include, for 
instance, the time required to reach an improved 
water source or motorable road, primary-school 
completion rates, child mortality, increase in 
agricultural-based income, etc. In all of this, 
reporting formats need to capture disaggregated 
information about outputs, outcomes and results 
for different social groups, and the processes that 
linked them. Refer to Chapter 3 for a checklist 
for mainstreaming GESI.

1.3 Current Situation of Gender 
Equality and Social Inclusion in 
Nepal

Gender issues have been addressed during the 
past few decades of Nepal’s planned develop-
ment. Yet, it is only more recently that social 
inclusion has entered the development discourse, 
leading to recognition of other dimensions of 
exclusion in addition to gender.

1.3.1 Sector-wide barriers for women, the 
poor and the excluded

Each of the sectoral monographs in this series 
demonstrates that economic, political and socio-
cultural institutional barriers exist for women, 
the poor and excluded groups, restricting their 
access to assets, services and opportunities to 
exercise their voice and influence. Women’s 
access to assets and resources has improved 
considerably through many targeted programs 
while affirmative action strategies have helped 
to increase their representation in user groups 
and committees in all sectors. Forest and water 
supply and sanitation have been the most com-
mendable sectors in promoting women’s mem-
bership and participation, yet the operational 
space for women to voice their issues and exer-
cise their agency remains strongly restricted by 
societal rules/norms/beliefs that continue to 
define how women are valued and what they can 
or cannot do (World Bank/DFID 2006). The 
sectoral monographs all show that women’s abil-
ity to make decisions and benefit from accessing 
resources and services (e.g., to take care-seeking 
decisions when ill, to allocate time for attending 
community meetings, and to engage in livelihood 
activities) is often shaped by gendered norms and 
practices. Thus, along with changing discrimina-
tory formal laws and policies, change must also 
take place in the home and family sphere in order 
to effectively address the barriers women face.

Government initiatives to promote an inclusive 
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public sector through, for example, free education 
and healthcare services have helped to increase 
access for the poor. However, the need to meet 
their daily subsistence needs, low literacy skills, 
and poor access to information about services and 
available resources limit the poor from benefiting 
fully from these programs. Further, self-exclusion 
of the very poor from group-based community 
development activities is common due to lack of 
time to contribute as well as lack of agency to influ-
ence decisions. Since so many services and oppor-
tunities flow through groups, this self-exclusion 
further reduces the access to resources and live-
lihood opportunities of those most in need. 
Similarly, the high opportunity costs incurred in 
the initial stages of group formation, with benefits 
uncertain and only coming later, also restrict the 
membership and participation of the very poor in 
user groups and committees.

Geographic location is a key determinant of 
exclusion across all sectors, influencing the level 
of access to public services such as schools, health 
posts, agricultural extension agents and finance 
institutions. For example, 38% of Janajatis in the 
hill regions have no access to a health post within 
an hour’s walk. The lowest life expectancy (44) 
is found in the mountain district of Mugu, com-
pared to 74 in Kathmandu. Only 32% of house-
holds in Nepal can reach the nearest agriculture 
center within a 30-minute walk, and only 28% 
can reach the nearest bank in that time. A signifi-
cant part of the problem is that the government 
lacks the human resources necessary to deliver 
services or offer effective outreach to the remot-
est communities—and the available government 
staff are often reluctant to serve in remote areas, 
and thus find informal ways to avoid such post-
ings. This is compounded by the dismissive 
attitude of many providers towards women, the 
poor, and the excluded.

Caste-based discrimination and untouchabil-
ity remain a major barrier for Dalits in accessing 

services, resources and assets, and in their ability 
to have voice and influence in decision-making 
processes. This is particularly so in accessing 
drinking-water facilities due to the traditional 
Hindu belief that Dalits are “impure” and will 
pollute a water source. Similarly, the low devel-
opment outcomes in education (e.g., the illiteracy 
rate for Madhesi Dalit women is over 85%) and 
health (e.g., Madhesi Dalit women also have the 
lowest health indicators) are a result of a com-
bination of factors, including poverty, lack of 
awareness and the discriminatory attitudes and 
behavior of non-Dalits towards Dalits (Bennett, 
Dahal and Govindasamy 2008).

For Adivasi Janajatis, language and issues 
around their cultural rights are the most signifi-
cant barriers to accessing resources and benefit-
ing from services. These are compounded by the 
low access of the most disadvantaged Adivasi 
groups to information on available development 
resources and procedures. Muslims and some 
Madhesi groups, especially women within these 
groups, face linguistic and sociocultural barri-
ers that affect their level of mobility and ability 
to access services and participate in the public 
sphere. Although there is greater awareness of 
the needs of people with disabilities, this group 
continues to face social discrimination with vir-
tually no disability-friendly services and facilities 
available, especially in rural areas.

1.3.2 Policy and legal framework for GESI
This section4 discusses the GESI policy frame-
work and mandates at the international, national, 
and sectoral levels.

National mandates for GESI
Positive provisions in parliamentary declarations, 
the Interim Constitution (2007), the Three-Year 
Interim Plan (2008-10), and Nepal’s ratification 
of various international instruments, including 
the International Labour Organisation (ILO) 



Health

9

Convention 169 on Indigenous Peoples, estab-
lish the fundamental rights of women, protect 
the cultural rights of Adivasi Janajatis, declare 
untouchability a legal offence, protect the rights 
of children and establish the rights of the poor, 
people with disabilities, Muslims and Madhesis.

The Local Self-Governance Act, 1999, 
empowers local bodies and has made them 
more accountable, particularly for local devel-
opment activities. It directs local bodies to for-
mulate their plans with the active involvement 
and participation of local people, focusing on 
the special needs of the poor, and mandates 
20% representation of women on village and 
ward-level development committees. But these 
provisions do not address issues of inequity and 
vulnerability caused by gender, caste or ethnic-
ity. The Local Self-Governance Regulations 
have provided for the inclusion and prioritiza-
tion of the poor and the excluded in develop-
ment activities. At the district development 
committee (DDC) level, however, the regula-
tions make no distinct provision for the social 
and economic promotion of the poor and the 
excluded in the duties, roles and responsibili-
ties of the DDC. However, the DDC can form 
subcommittees to address the needs of women 
and the disadvantaged by including members 
from nongovernmental organizations (NGOs), 
community-based organizations and civil soci-
ety, and other experts.

The Gender Equality and Social Inclusion 
Operational Strategy (2009) of the Local 
Governance and Community Development 
Program (LGCDP) of the Ministry of Local 
Development (MLD)5 has provisioned for 
the informed participation of citizens, includ-
ing women, the poor and the excluded, in local 
governance processes, and for capacity building 
of the Ministry’s structures for mainstreaming 
GESI. It has established mechanisms of ward 
and village citizens’ forums and GESI implemen-

tation committees in DDCs, and identified the 
roles and responsibilities of the GESI section of 
MLD. The DDC expanded block-grant guide-
lines to make a direct 15% budget allocation for 
women and 15% for people from excluded groups 
at the district level. The Village Development 
Committee Grant Operation Manual directs 5% 
for poor women, 5% for poor children and 10% 
for other excluded groups in village development 
committees (VDCs) and municipalities. The 
manual has also provided for integrated plan-
ning committees at the VDC level, with inclusive 
representation from Dalit, Janajati and wom-
en’s organizations, from NGOs working in the 
VDCs, school management committees, social 
organizations, political parties, and line agencies. 
It directs that 33% of members must be women. 
(This is only a sample of provisions that are posi-
tive from a gender and inclusion perspective, as 
several others exist as well.6)

International commitments
Nepal has ratified as many as 16 international 
human rights instruments, including interna-
tional conventions and covenants on women 
(United Nations [UN] Convention on the 
Elimination of Discrimination against Women, 
Beijing Platform of Action), child rights (UN 
Convention on the Rights of the Child), indig-
enous people’s rights (ILO Convention 169), 
and racial discrimination (UN Convention on 
the Elimination of Racial Discrimination). It 
has committed to international agreements on 
targets (Millennium Development Goals) set 
for women’s empowerment, education, drinking 
water and sanitation, health, hunger and poverty. 
Nepal has also agreed to UN Security Council 
Resolution 1325 that establishes legal standards 
governing the protection of women during con-
flict, their participation in peace and security 
processes, and their protection against multiple 
forms of violence.
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Sectoral policies: Gender equality and social 
inclusion policy provisions in the seven sectors
From our review, we find that commitments to 
GESI and progressive policy mandates have been 
made across the seven sectors, albeit to varying 
degrees. Revisions in policies have allowed pro-
grams addressing access to services for specific 
groups to be developed and implemented—for 
instance, free primary education, scholarships for 
girls and Dalits, multilingual education, incentive 
schemes for out-of-school children, universal 
and targeted free healthcare, safe delivery incen-
tive schemes, quotas for women in community 
groups established by all the sectors, agriculture-
related subsidies for the excluded, subsidies for 
poor households to build latrines, and so on.

SWAp (sector-wide approach) is increas-
ingly being followed in Nepal, allowing for donor 
harmonization and more concerted efforts to 
address gender and inclusion issues. SWAps 
in health, education, and transportation—the 
Nepal Health Sector Program-Implementation 
Plan 2 [NHSP-IP 2] (2010-2015), School 
Sector Reform Program (SSRP) (2009-2015), 
and rural transportation infrastructure SWAp, 
respectively—have directives to address bar-
riers experienced by women, the poor and the 
excluded. The NHSP-IP 2 includes a specific 
objective to address sociocultural barriers, a 
reflection of the government’s shift to recogniz-
ing the need to address deeply embedded social 
norms and practices that affect health outcomes. 
GESI strategies have been included in the 
NHSP-IP 2, and strategies have been prepared 
for the agriculture and forest sectors though 
these have not yet been implemented.

Policies shifting control from centralized agen-
cies to VDC-level community-based committees 
(school and health facility management commit-
tees) have increased the chances for women and 
the excluded to participate in decision-making. 
Yet, there is room for improvement: both of 

these could contribute more effectively if rep-
resentatives from excluded groups were to be 
selected by their own communities,7 if mecha-
nisms were available for more inclusive represen-
tation to influence decisions, and if there were 
better monitoring by the relevant authorities. 
Policy provisions for representation of women 
and the excluded in user groups and commit-
tees, with specific guidance for representation in 
post-holding positions, have also become a well-
established practice. The rural water supply and 
sanitation (WSS) national policy, for instance, 
has a mandate of 30% of women in user groups 
and committees, while for Dalits and Janajatis, 
too, there are provisions for representation 
(e.g., in health facility operation and manage-
ment committees, farmer groups, road-building 
groups, water supply users’ committees, and 
water users’ associations). The more technical 
infrastructure sectors, such as WSS, rural roads 
and irrigation, have recognized the role women 
have in the operation and management of these 
sectors and have developed policies that promote 
their participation, especially in the construc-
tion and management phases. But policy devel-
opment is weaker in ensuring that women, the 
poor and the excluded have voice and agency in 
local-level decision-making processes and has 
not effectively addressed the role that political 
and elite capture often has in influencing access 
to and utilization of resources and benefits in 
these sectors.

Policies for public and social audits adopted by 
many sectors (health, WSS, rural roads) are to be 
appreciated as these increase downward account-
ability of service providers. Implementation 
of these audits, however, remains problematic 
as does the risk of their becoming just another 
donor requirement with no repercussions if they 
are not properly carried out. Thus, it is important 
to have the participation of all excluded groups, 
follow-up to address any query that may arise 
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from the audits, and monitoring to ensure that 
full and correct processes are being implemented. 
Many policy revisions have focused on improv-
ing access to resources and services, but without 
addressing the structural issues that cause the 
exclusion of these groups. Thus, for example, 
the Agriculture Perspective Plan, the overarch-
ing policy framework guiding the agriculture sec-
tor, ignores key land-specific issues, and instead 
deals primarily with how to increase immediate 
production outputs rather than with strategic 
and structural issues related to resource manage-
ment, governance and structural agrarian reform. 
In the forest sector, positive provisions are being 
increasingly implemented in community for-
estry, which has become more GESI responsive. 
But there is no recognition by decision makers 
that 75% of the national forests are barred to 
civilians—any use is illegal and punitive action is 
normal, impacting primarily on women, the poor 
and the excluded.

Almost all sectors provide specific support to 
women but efforts to address the structural causes 
of gender-based discrimination are almost non-
existent. Only very recently has the government 
developed a national plan of action on gender-
based violence, with the health sector recogniz-
ing violence against women and girls as a public 
health issue. But these aspects are not integrated 
in the policies developed in other sectors—for 
instance, the seed policy in the agriculture sector 
is considered liberal, but does not recognize that 
seed transactions are male dominated, and by 
men of higher-income groups. Similarly, in the 
forest and WSS sectors, affirmative action poli-
cies are in place to ensure the representation of 
women on user group committees, but gendered 
norms and roles of women limit the actual level 
of participation, voice and influence they have 
in these forums. Indeed, many gender-focused 
policies have concentrated primarily on increas-
ing representation of women in community-level 

bodies and increasing access to sectoral resources, 
with far less recognition of the structural issues 
of division of labor, including the implications 
of gender-specific responsibilities of childcare, 
breast-feeding and taking care of the ill. There 
are almost no policies that provide women with 
sufficient support to manage such responsibili-
ties alongside professional growth.

In no sector have government agencies clearly 
defined who constitute the “excluded,” and the 
interchangeable use of terminology denoting the 
“excluded,” the “disadvantaged” and the “margin-
alized” creates confusion. There are provisions 
for women, Dalits and Janajatis (e.g., for scholar-
ships, representation and access to funds), who 
have thus been recognized as excluded groups, 
but there is hardly any mention of other excluded 
groups (e.g., Muslims, other backward classes, or 
OBCs, and Madhesis) or effort to address the 
causes of their exclusion. There are only a few 
sectoral policies mandating sex- and caste/eth-
nicity/location-disaggregated data and analytical 
evidence for monitoring. For example, the edu-
cation and health sectors’ management informa-
tion systems (MIS) have limited disaggregation 
though a pilot for reporting caste/ethnicity-dis-
aggregated data is ongoing in health. The for-
est sector’s recently revised MIS incorporates 
GESI-sensitive indicators, but these still need 
to be implemented. However, positive examples 
and initiatives do exist in several programs—e.g., 
in the forest sector, the Livelihoods and Forestry 
Program (LFP) has established livelihoods and 
social inclusion monitoring, which not only 
demands disaggregated data but also analysis at 
outcome levels for different social groups.

The personal commitment of policy-makers to 
GESI is clearly an important influence on both 
the quality of the policies and the seriousness with 
which they are implemented. It is also critical to 
find and convince other important players in each 
sector, not only through training, which builds 
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knowledge, but by other means that build under-
standing and increase the internalization of equal-
ity, inclusion and social justice principles. A major 
part of this will need to be based on an improved 
understanding among policy-makers, administra-
tors and sector employees of the specific barriers 
preventing different social groups from accessing 
and using services and resources as well as a com-
mitment within the respective sectors to develop, 
budget, implement and monitor mechanisms and 
processes to overcome these barriers.

1.3.3 National and institutional mechanisms 
for gender equality and social inclusion

The government has created various institu-
tional mechanisms and structures over the years 
to address gender and inclusion issues, from the 
central to the district and VDC levels.

Central level
The National Planning Commission (NPC) 
has a Social Development Division responsible 
for addressing women’s empowerment issues. 
NPC’s Agriculture and Rural Infrastructure 
Development Division has the responsibil-
ity to work on social inclusion. The Ministry of 
Women, Children and Social Welfare (MWCSW) 
has been implementing women-focused programs 
targeted at reaching disadvantaged and marginalized 
groups such as children, senior citizens and peo-
ple with disabilities. Through its Department of 
Women’s Development, the Ministry has wom-
en’s development offices in 75 districts managed 
by Women’s Development Officers (WDOs). 
MLD, responsible for social inclusion, has a 
Dalit and Adivasi Janajati coordination commit-
tee under its mandate, while the establishment 
of the National Dalit Commission, National 
Women’s Commission and the National 
Foundation for the Development of Indigenous 
Nationalities has aimed to increase the participa-
tion of women, Dalits and Janajatis in governance 

through improved protection of their rights. 
Finally, while gender focal points are included 
in NPC and all ministries and departments, and 
mandated to work on gender issues, they have 
been unable to deliver effectively due to multiple 
reasons, including their lack of authority, the 
absence of any institutionalized linkage between 
their gender mandate and the main work of the 
ministries as well as having no specific programs 
or resources for gender-related work.

District level
WDOs are present in each district under 
the Department of Women’s Development/
MWCSW, where they head the Women’s 
Development Office and are mandated to main-
stream gender and child rights in the districts. 
DDCs have a social committee with a Social 
Development Officer, who is also designated 
as the gender focal point for the DDC as a 
whole. Various watchdog committees have been 
formed, such as the Indigenous Ethnic District 
Coordination Committee and Dalit Class 
Upliftment District Coordination Committee, 
with representation from political parties. 
The Gender Mainstreaming Coordination 
Committee (GMCC), under the WDO and with 
representation from line agencies, is tasked with 
monitoring and coordinating district-level gender 
work. The GESI Implementation Committee, 
formed by the GESI strategy of LGCDP/MLD 
(with the Local Development Officer as chair, 
the WDO as vice-chair, the social development 
officer as member-secretary, and representa-
tion of GMCC, Dalit and Janajati coordination 
committees, and district-level NGOs/federa-
tions/associations of women and the excluded) is 
responsible for informing program planning on 
gender- and inclusion-related issues, auditing all 
programs and coordinating GESI-related activi-
ties in the district.

These institutional mechanisms have been 
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established at higher levels but most have 
experienced inadequate resources and weak 
institutional mechanisms, and thus have not 
been effective in protecting and furthering the 
GESI cause. In addition, there are overlaps 
between MWCSW and the National Women’s 
Commission and only minimal efforts have been 
made to coordinate between the different com-
missions and the representative institutions of 
women, Dalits and Janajatis for collaborative 
efforts on gender and social inclusion.

VDC/municipality level
While there is no institutional mechanism with 
specific responsibility for GESI in VDCs or 
municipalities, the representative Integrated 
Planning Committees in each VDC are sup-
posed to have members representing the inter-
ests of women, Janajatis, Dalits and NGOs, as 
mandated in the VDC Grant Operation Manual, 
and also have the general responsibility of ensur-
ing that these issues are addressed. A potentially 
very effective new structure, established by the 
VDC Grant Operation Manual and GESI strat-
egy of LGCDP/MLD 2009, are the village and 
ward citizens’ forums. These create spaces for 
all citizens, including women, the poor and the 
excluded, to discuss, negotiate, prioritize and 
coordinate development efforts, and especially 
the allocation of block grants in their area, ensur-
ing that they are both inclusive and equitable. 
A supervisory/monitoring committee has been 
mandated by the LGCDP/MLD GESI strategy. 
This mechanism has the responsibility to moni-
tor GESI-related aspects of projects/programs. 
Finally, there are a number of community groups, 
women’s federations, rights-based organizations, 
Dalit NGOs, indigenous people’s organizations 
and pressure groups at the community level that 
have gathered experience through years of work, 
and have the ability to claim rights and influence 
local decisions.

Sectoral issues
Responsibility for GESI in the sectors is cur-
rently with the gender focal points, who, as 
discussed above, have not been able to work 
effectively. Some sectors (agriculture, edu-
cation and forest) have institutional struc-
tures to address GESI issues specifically—for 
instance, the Gender Equity and Environment 
Division within the Ministry of Agriculture and 
Cooperatives (MOAC) and the Gender Equity 
Development Section and Inclusive Education 
Section within the Department of Education. 
The Gender Equity and Environment Division 
has a very narrow focus on gender and, in gen-
eral, even when their mandate is broader and 
covers other excluded groups these GESI insti-
tutional structures do not have much influence 
on the policies and programs of their respective 
ministries. For one, the high turnover in gov-
ernment staff in ministries/departments results 
in changes in the political will and commitment 
towards GESI issues. For example, there have 
been frequent changes of staff charged with the 
role of coordinating the Gender Equity Working 
Group which is meant to facilitate the imple-
mentation of the GESI strategy in the forest sec-
tor. This constant turnover in the leadership has 
decreased the effectiveness of this group. The 
Ministry of Health and Population (MOHP) 
has planned to establish a GESI unit, but this is 
still in process.

Clearly defined responsibilities for any GESI 
unit, and routine working procedures linked to 
the main activities in the sector, are essential for 
these structures to be useful. Additionally, des-
ignated gender focal points, or even the GESI 
unit in general, need to have the technical exper-
tise required to provide assistance on gender 
and inclusion in policy and project design, and 
in monitoring and evaluation. While training of 
gender focal points is common, practical applica-
tion skills to integrate gender and inclusion from 
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planning up to monitoring processes remain 
limited. Additionally, systems have not been 
revised to enable them to do their work (e.g., 
planning and monitoring processes/formats do 
not demand GESI mainstreaming). Although 
all sectors include GESI issues in their policies, 
strategies, and procedures, there are no sanc-
tions for not achieving or improving GESI out-
comes in the sector. The broader institutional 
culture might also not encourage (or, indeed, 
might actively discourage) GESI issues being 
raised or taken seriously. In the forest sector, for 
example, some government staff reported that 
other staff would simply laugh if they brought 
up social issues in a meeting. As such, transform-
ing institutional culture clearly requires adopting 
innovative ways (e.g., appreciative inquiry, peer 
monitoring) to internalize and institutionalize 
GESI-sensitive thinking and behavior.

Workforce diversity
A diverse workforce enhances the ability of gov-
ernment institutions to represent and respond 
to the needs of specific identity groups and bet-

ter serve Nepali citizens, 
including those who have 
been historically excluded 
(Social Inclusion Action 
Group 20098). Efforts are 
needed to make staff pro-
files more inclusive with 
regard to women and people 
from excluded groups and 
to develop human resource 
policies that are gender and 
inclusion sensitive. A review9 
of personnel of the govern-
ment in the seven key sectors 
finds the following.

Diversity status. Altogether 
there are 41,183 staff mem-
bers (of whom 6,742 are 
women, i.e., 16.37%) in the 

sectors we reviewed. Compared to the national 
population,10 there is overrepresentation of 
Brahmins/Chhetris and Newars (who are pri-
marily in key decision-making positions), almost 
an equal proportion of OBCs (mostly in non-
gazetted technical positions), while all the other 
groups are underrepresented (Figure 1.4).

There are 4,594 staff at the gazetted level, of 
whom 7.27% are women. Among the women, 
Brahmins/Chhetris comprise the majority at 
69.22%, and Dalits the fewest at only 0.20%.11 
The highest presence of women12 is in the third-
class non-gazetted positions (a majority of which 
are in the health sector as assistant nurse mid-
wives and mother-and-child health workers; 
Figure 1.5).

Across sectors, the highest participation of 
women is in health, at 28.54%, and the lowest in 
forestry at 3.25%. Brahmins/Chhetris have the 
highest representation across all sectors, while 
Muslim representation is comparatively better 
in forestry than in the other sectors. OBCs are 
disproportionately overrepresented in the irriga-

Figure 1.4: Diversity Profile of Civil Service Per sonnel in Seven Sectors

Source: Nijamati Kitabkhana, February 2010; assessment by study team.
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degree to which government funding for these 
issues is channeled through targeted programs or 
integrated into mainstream programs.

NPC issues guidelines directing ministries and 
line agencies in the formulation of their program 
budgets. In close coordination with the Ministry 
of Finance (MOF), NPC identifies the ministry-
specific and sector-specific budget. The gov-
ernment’s annual budget speech presents three 
types of analysis of the budget from a gender 
and inclusion perspective: expenditures in sup-
port of “inclusive development and targeted pro-
grammes”; the gender-responsive budget (GRB) 
exercise; and pro-poor expenditures (Annex 8a, 
8b, and 8c of the annual budget speech 2009-
2010, respectively).

We tried to identify how classifications 
were made and the process that was followed. 

tion sector, but have the lowest representation in 
education. Similarly, Hill Dalits have better rep-
resentation in rural infrastructure and Madhesi 
Dalits in agriculture as compared to other sectors.

1.3.4 Gender-responsive budgeting and 
gender equality and social inclusion 
budgeting

This section analyzes allocations/expenditures of 
the government and programs’ budget to exam-
ine the extent to which resources are being spent 
on sector activities that are expected in some 
ways to help women, the poor and the excluded. 
The objective is to “follow the money” to assess 
what efforts have been made to address the issues 
that constrain these groups’ access to sector ben-
efits, analyze how much of the budget has been 
allocated and spent on such issues, and assess the 

Figure 1.5: Diversity Profile of Civil Service Personnel by Level, Sex, Caste, and Ethnicity

Note: DHF/M—Dalit Hill female/male; DMF/M—Dalit Madhesi female/male; JOHF/M—Janajati others Hill female/male; JOTF/M—Janajati 
others Tarai female/male; JNF/M—Janajati Newar female/male; BCHF/M—Brahmin/Chhetri Hill female/male; BCMF/M—Brahmin/Chhetri 
Madhesi female/male; OMF/M—OBC Madhesi groups female/male; MF/M—Muslim female/male.

Source: Nijamati Kitabkhana, February 2010; grouped for the study based on GSEA caste/ethnic groupings.
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Indicators are not specified for inclusive devel-
opment/targeted programs, but there are indi-
cators for GRB13 and pro-poor budgeting.14 
Our discussions with Ministry and line agency 
staff, however, indicate that the guidelines are 
not clear, and that, as noted earlier, it is typi-
cally left to the budget officer to categorize and 
score the various budget lines to the best of his 
(it is primarily men) understanding. Some of 
the ministries were not even aware of the inclu-
sive development and targeted program analysis 
while at the district level none of the line agen-
cies had applied these budgeting processes. The 
budget speech of Fiscal Year (FY) 2009-2010 
categorized high percentages of expenditures in 
all sectors as pro-poor and gender responsive, but 
with low expenditures for inclusive development 
and targeted programming (Table 1.1).

Since the scoring and indicators were not 
clear for the other two kinds of budgeting, we 
have focused on reviewing the government’s 
GRB indicators, identifying what sub-indicators 
are relevant and whether this approach is effec-
tive for tracking GRB expenditures in different 
sectors. The budget speech of 2007-2008 also 
declared that all ministries would need to follow 
gender-responsive budgeting,15 for which NPC 
has introduced a classification system of pro-

grams and projects, while a GRB committee has 
been formed within the budget division of MOF, 
with representation from MWCSW, MLD, 
NPC and UN Women.

According to the GRB guidelines, each pro-
posed program in the sector has to be scored 
as per the indicators developed by the Gender-
responsive Budgeting Committee, in which five 
aspects of gender sensitivity (participation, capac-
ity building, benefit sharing, increased access to 
employment and income-earning opportunities, 
and reduction in women’s workload) have been 
allocated 20 potential marks each. For each budget 
item/activity, the officer doing the analysis had to 
assess what percentage of the expenditure directly 
benefits women. Programs scoring 50 points or 
more are classified as directly responsive to women, 
those scoring 20 to 50 as indirectly responsive, and 
those scoring less than 20 as neutral.16

Sector staff categorize all expenditure items 
in the sectoral budget into these three categories 
based on the five indicators of gender respon-
siveness. However, these indicators, which were 
developed in the context of agriculture, are not 
necessarily applicable in other sectors. There are 
no sub-indicators to guide the scoring of budget 
lines or assess how the activities budgeted con-
tribute to the indicators. Also, GRB indicators 

Table 1.1: Inclusive, Pro-poor, and Gender-responsive Percentages of Annual Budget of the Government of Nepal,  
 2009-2010

Sector

FY 2009-
2010 budget 

(in ‘000 
Nepali 
rupees)

Inclusive 
development and 
targeted programs

Gender-responsive budget Pro-poor

Allocation %
Directly 

supportive
%

Indirectly 
supportive

% Total % Allocation %

Agriculture 7,876,587 333,900 4.24 2,015,617 25.59 5,587,704 70.94 7,603,321 96.53 6,720,121 85.32

Education 46,616,672 18,368,433 39.40 1,300,659 2.79 22,187,486 47.60 23,488,145 50.39 40,589,748 87.07

Forest 3,449,974 60,453 1.75 71,880 2.08 1,826,637 52.95 1,898,517 55.03 1,780,218 51.60

Health 17,840,466 - - 7,156,379 40.11 10,243,816 57.42 17,400,195 97.53 10,098,860 56.61

Irrigation 7,761,390 - - 7,500 0.10 7,103,102 91.52 7,110,602 91.62 6,839,801 88.13

Rural 
infrastructure

35,693,647 4,280,025 11.99 12,996,863 36.41 12,588,029 35.27 25,584,892 71.68 34,949,331 97.91

Water and 
sanitation

29,500,624 - - 6,806,427 23.07 18,740,825 63.53 25,547,252 86.60 13,890,848 47.09

Source: Annexes 8a, 8b, and 8c, Annual Budget, Government of Nepal, FY 2009-2010.
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tend to be better at capturing expenditures for 
targeted women’s programs than at picking up 
expenditures for efforts made in universal pro-
grams to mainstream GESI. Finally, of course, 
the GRB exercise focuses only on gender and 
does not capture expenditures aimed at increas-
ing outreach to excluded groups.

Gender equality and social inclusion budget 
analysis
While we have assessed the existing GRB practice 
and indicators used, and identified possible sub-
indicators for GRB analysis in the different sec-
tors, we have also developed and applied our own 
tentative GESI budgeting methodology.17 This is 
intended to capture expenditures that reach and 
support excluded groups and those that support 
women. Although there is no single rule about 
how to determine whether public expenditure 
is discriminatory or equality enhancing, there 
are some general principles discussed in gender-
budgeting literature, which we have adapted.18 
Our efforts here are intended as a first step to 
identifying  the approximant resource flows to 
these different purposes; but much more work 
and wider consultation are needed. We hope 
that this initial attempt can become the basis for 
further collective work with MOF, the Gender-

responsive Budgeting Committee, sectoral min-
istries, donor agencies such as UN Women, and 
NGOs which are interested in tracking budget 
expenditures.

Again, the GESI budget analysis assesses 
what activities have been planned/implemented 
that provide direct, indirect and neutral support 
to women, the poor and excluded social groups 
to address the barriers they experience in access-
ing resources and benefits from the sector. We 
have followed the GRB practice of using three 
categories but have not followed the GRB indi-
cators as they have not been very effective in 
application across the sectors. The GESI budget 
analysis was carried out at two levels. First, we 
assessed national-level expenditures in the sector 
using the above criteria. We reviewed a total of 
22 programs and two annual plans (see Annex 
1.1 for the list of budgets reviewed). Our analysis 
resulted in the breakdown shown in Table 1.2.

The next step was to move to the district level, 
to ground both the national-level GRB bud-
get exercise and our own GESI analysis in two 
districts,19 Kavre and Morang. We first worked 
with the line agency staff to assess the current 
approach to GRB they were using in each sec-
tor. In consultations at the district level, officers 
shared which indicators were relevant to assess 

Table  1.2 :  Summary Gender Equality and Social Inclusion Budget Analysis of Seven Sectors (Total of Program Budget),  
 Including Direct and Indirect Contributions

S.N. Sector
Total Nepali rupees 

(000) (programs)
Women Poor Dalits Janajatis Muslims OBCs Location Disability

Youth and 
adolescents

1 Agriculture 1,622,500.0 1.64 45.00
2 Education 14,936,192.0 6.91 14.46 5.61 3.52 11.55 1.00 1.00
3 Forest 3,449,974.0 0.49 4.83 0.63
4 Healtha 13,254,910.0 18.41 15.74 2.72 2.17
5 Irrigation 2,411,912.9 4.23 80.04 3.93 3.93 1.72 1.65 3.79 3.79
6 Rural infrastructureb 14,279,739.0 9.99 38.27 1.45

7
Water and 
sanitationc 3,371,603.0 1.04 1.46

Total 53,326,830.9 9.43 21.80 1.66 1.08 0.04 4.37 0.37 0.91

Notes: 
a Excluding contribution of 0.34–0.42% to Janajatis, Muslims, Madhesis. 
b Excluding contribution of 0.01–0.06% to Dalits, Janajati, adolescents, elderly, disabled.
c Excluding contribution of 0.10–0.16% to Dalits, Janajati, adolescents, elderly, disabled. 
Source: Based on budget documents of sector ministries, selected programs, FY 2009–2010.
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the gender responsiveness of items in the sec-
toral budgets. They said that they were aware 
of a number of positive policy provisions in 
each sector mandating that benefits reach girls/
women, the poor and the excluded, but they felt 
that these automatically ensured that the entire 
budget would be responsive to women or specific 
excluded groups. In reality, this has proven to be 
a problematic assumption.

Next, we worked with the line agency staff to 
do a GESI analysis of the district-level health 
budgets, using directly supportive, indirectly 
supportive and neutral categories.20 The results 
are shown in Table 1.3.

Effort has been made by the different minis-
tries/programs to address the barriers for women 
and poor groups but for other groups the assump-
tion seems to be that benefits will automatically 
reach them through implemented activities. The 
directly supportive and indirectly supportive 
expenditure of the budgets for women and the 
poor address important needs of women. But 
almost no activities or funds have been planned 
to address the barriers of women, the poor and 
the excluded, as discussed in Section 1.2, or the 

structural issues that constrain their access. This 
indicates that a more conscious recognition of 
the need to address such sociocultural, empow-
erment and governance issues, along with core 
technical sector services, is required.

The key issues are the criteria, indicators and 
process of budget review. Government analysis 
classifies a majority of activities as directly or 
indirectly contributing to women, based on gov-
ernment directives regarding services to them. 
A deeper analysis, however, indicates that no 
activities are budgeted to address the specific 
gender-based barriers women experience. These 
are necessary even within a universal program in 
order that structural barriers are addressed and a 
more even playing field created—only then can 
GESI be considered to have been mainstreamed. 
This also highlights the need for a more rigorous 
analysis so that the budget speech’s classification 
can be more realistic.

At the moment, the discourse reflects an 
assumption that positive formal policy provi-
sions will ensure that all will benefit and that 
group membership (where relevant) will ensure 
access to services for all members. But this fails to 

Table 1.3: Gender Equality and Social Inclusion Budget Analysis of Annual Programs, Kavre and Morang (%)

S.N. Sector
Total Nepali 

rupees
(Morang, Kavre)

Women Poor Dalits Janajatis Muslims OBCs Location Disability
Youth and 

adolescents

1 Agriculture 63,355,341 12.46 1.35 0.29 0.15

2 Education 1,336,366,884 14.20 5.08 0.08 0.09 0.26

3 Forest 2,874,100 39.65 22.50

4 Healtha 78,720,450 53.05 9.92

5 Irrigation 72,695,000 1.32

6
Rural 
infrastructureb 142,369,146 - - - - - - - - -

7
Water and 
sanitationc 132,054,576 0.59 1.59

Total 1,828,435,497 13.25 0.08 3.73 0.06 0.06 0.11 0.19 0.43

Note: 
a Excluding contribution of 0.34-0.42% to Janajatis, Muslims, Madhesis. 
b All items were found neutral, with the district staff arguing that the infrastructure is for everyone and hence cannot be targeted. It is, of course, 
true that we cannot build roads for Dalits, for women, etc.
c Excluding contribution of 0.10-0.16% to Dalits, Janajatis, adolescents, elderly, disabled.
Source: Kavre and Morang annual programs, FY 2008-2009.
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address the fact that it is mostly the extreme poor 
and often socially excluded groups such as Dalits 
who are either excluded or exclude themselves 
from joining groups. While groups are indeed a 
powerful mechanism to improve access to services 
and inputs, relying solely on this model without 
assessing its suitability for all presents a significant 
risk that those most in need will not gain access. 
Overall, our work on gender and inclusion budg-
eting indicates that for effective and systematic 
budgeting, more rigorous work has to be done, in 
particular with the Gender-responsive Budgeting 
Committee. There has to be a consensus to take 
gender and inclusion budgeting together; exist-
ing indicators and sub-indicators for GRB need 
to be revised and sharpened; unique issues of 
social groups need to be addressed; and the pro-
cess must be improved, so that it is not left to the 
understanding of just one desk officer.

1.3.5 Program responses: Gender equality 
and social inclusion approaches

This section highlights the program responses 
and efforts across the sectors to promote and 
mainstream a more inclusive service-delivery 
approach. We also discuss measures and prac-
tices that have been found to be effective and suc-
cessful in improving access to sector services and 
livelihood opportunities for women, the poor 
and excluded groups—increasing their voice and 
influence and supporting changes in the “rules of 
the game.”

Increasing access to assets and services
Significant progress has been made in the 
service-delivery sectors in increasing outreach 
and access to services, assets and resources for 
the poor and excluded groups. For instance, 
key reforms in the education sector, through 
national programs such as Education for All and 
the School Sector Reform Program (SSRP), 
represent significant efforts to improve access 

and equity, enhance quality and improve effi-
ciency through scholarships and incentives for 
girls, Dalits and Adivasi Janajatis. Still, remain-
ing challenges include effective implementation 
of the multilingual education policy, monitor-
ing of scholarship distribution, and ensuring 
funding to meet the opportunity costs for the 
poorest and most disadvantaged communities. 
There is also a need to look more carefully into 
the selection procedures and internal gover-
nance of the school management committees, to 
ensure that they fulfil their potential for giving 
parents from all groups a say in the running of 
their local school.

Likewise, in the health sector, government 
initiatives of pro-poor targeted free healthcare 
policies and the Aama (Mother) Program for 
maternity services have had considerable success 
in reducing the economic constraints of the poor 
and the social constraints of women, and gener-
ally improving health indicators. The recently 
developed NHSP-IP 2 has various activities to 
address the barriers of women, the poor and the 
excluded, and has made very impressive plans 
with disaggregated objectives and indicators.

In the infrastructure-related sectors, access to 
water supply has improved substantially over the 
past few decades. However, the low priority and 
resources accorded to sanitation have resulted in 
uneven coverage, especially for the very poor and 
in the Tarai, where lack of land poses an addi-
tional challenge. The construction of rural roads 
has improved access to markets, schools, health 
posts, government offices, and so forth, as well as 
provided work opportunities for women and the 
poor in road-building groups. In the irrigation sec-
tor, men continue to heavily dominate the man-
agement of systems even though women farmers 
are now increasingly involved. The group-based 
approach in the forest and agriculture sectors has 
increased access for women and other tradition-
ally excluded groups to resources as well as ben-
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efits from community forestry management and 
agricultural extension services and support.

Building voice and influence of excluded groups
Across the sectors, social mobilization as a pro-
cess has been one of the main tools for organizing 
people for easier and more efficient transfer of 
assets and services, and also for improving reach 
and access. Groups (forest users, farmers, moth-
ers, water and sanitation users, etc) are mobilized 
for their labor and financial contributions to sup-
port the implementation, delivery and manage-
ment of services. Policy directives setting quotas 
for women and excluded groups have improved 
their representation in user groups and executive 
committees, which has been important in creat-
ing operational space for the voice and interests 
of these groups to be addressed.

However, evidence from the sectoral assess-
ments indicates that these groups are, in many 
cases, still highly exclusionary of the extreme 
poor and socially disadvantaged groups, often 
reflecting and even reinforcing existing power 
structures. In addition, although representa-
tion of women is generally high in user groups 
and executive committees, their active involve-
ment in decision-making processes is not com-

mensurate with their formal presence. While the 
group-based approach to development has thus 
increased access to assets and services, there is 
insufficient understanding of and focus on the 
barriers faced by excluded groups or on how to 
build their capacity to influence decision-mak-
ing processes. In many of these we have found 
the approach is more transactional than trans-
formational,21 and only in those efforts where 
REFLECT-type processes (see Box 1.1) have 
been adopted has there been effective strengthen-
ing of voice (e.g., Participatory Learning Center 
by GTZ/GIZ, COPE/PLA [Client Oriented 
Provider Efficient/Participatory Learning and 
Action] process by Support for Safe Motherhood 
Program/UN Population Fund and REFLECT 
by CARE/Nepal Family Health Program).

Some notable networks and federations have 
been able to advocate successfully on behalf on 
their members. The Federation of Community 
Forest Users has become an important politi-
cal player throughout the country, while the 
Federation of Water and Sanitation Users 
Nepal and Nepal Federation of Water Users 
Association are additional examples of civil soci-
ety groups organizing and mobilizing members 
to voice their interests, influence policy and deci-
sion makers as well as demand accountability 
and transparency from service providers. The 
United Nations Children’s Fund (UNICEF)-
supported women’s federations and paralegal 
committees are a force to be reckoned with in 
many districts. Still, even in these successful sec-
ond-tier organizations, important issues remain 
regarding inclusion and diversity in the mem-
bership, decision-making positions and gover-
nance as well as in establishing more effective 
and transparent management.

Changing the “rules of the game”
Overarching changes are required to remove the 
barriers that women, the poor and the excluded 

Box 1.1: What is a REFLECT circle?

REFLECT circle is a forum where the disadvantaged are 
brought together to identify, analyse and take actions on issues 
that directly affect them. The main purpose of the circle is the 
empowerment of the poor and the excluded. The facilitator of 
the circle helps educate members on their rights and support 
them to take actions to ensure access to services. It helps build 
the capacity of members to advocate and lobby for their rights. 
The circle not only takes up issues of the disadvantaged, it also 
encourages members to fight for the rights of the community 
as a whole. It encourages the poor to bargain with the richer 
sections in the community and also takes up issues of the whole 
community, including that of the rich and the elite, up to the 
VDC and district levels. In this way, the circle can be effective 
in ensuring the rights of the disadvantaged as well as garner 
support of the rich and the elite of the community.
Source: Field notes discussion with Action Aid 2009.
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face in accessing assets and services. The forest 
sector, for instance, has made notable progress in 
this area by addressing GESI issues in sector pro-
gramming and operational practice. LFP’s pro-
poor and social inclusion strategy has been effective 
in developing a common understanding of social 
exclusion issues as well as strategic approaches to 
deal with them. Similarly, the health and educa-
tion sectors have been progressive through the 
previously mentioned NHSP-IP 2, Education 
for All and SSRP policies. However, the infor-
mal “rules of the game”—the sociocultural values, 
beliefs and attitudes that underlie and shape dis-
criminatory behavior and norms—continue to 
play a strong and influential role in creating barri-
ers for women, the poor and excluded groups. It is 
in this area that substantive efforts are needed to 
overcome deep-seated resistance to changing dis-
criminatory practices, both in the workplace and 
in community groups. Behavior change without 
systemic structural change in sector institutions, 
communities and families will continue to repro-
duce the current gap between good policies and 
poor implementation. Unfortunately, however, 
sufficient and sustained work along these lines 
was not evident in any sector.

1.3.6 Monitoring and reporting
Ministries, including MLD, report on M&E 
formats issued by NPC (specifically the Poverty 
Monitoring Division, which has the key respon-
sibility to work in this area). For effective GESI 
mainstreaming, integrating gender and social 
inclusion into M&E systems is crucial. NPC 
has established a system of gender coding for the 
10th Plan/PRSP (Poverty Reduction Strategy 
Paper) monitoring and demands reporting, with 
some disaggregation, on intermediate and out-
come indicators in the poverty monitoring and 
analysis system (PMAS). It has also developed 
(with donor support) a district poverty monitor-
ing analysis system, which has been implemented 

in 22 districts and could potentially be adapted 
for poverty monitoring in the new federal units 
once these are determined. But, at present, nei-
ther system is actively used.

To a certain extent, the education and health 
sectoral information management systems do 
provide disaggregated information. The educa-
tion sector has the most well-established system 
of monitoring and reporting, providing com-
prehensive, high-quality and disaggregated data 
by sex and caste/ethnic group on, among other 
things, student enrolment and numbers, teachers 
and non-teaching staff, student attendance and 
scholarship allocation. However, it only disaggre-
gates social groups by Dalit and Janajati without 
differentiating the subgroups within which some 
are more disadvantaged than others. Moreover, its 
categories do not capture groups like the Madhesi 
other backward classes/OBCs or Muslims—both 
of which have low education outcomes and need 
to be tracked. Similarly, the current monitoring 
mechanisms of the health sector collect sex- and 
age-disaggregated data, but information on ser-
vice utilization by the poor and the excluded is 
not integrated. The sector is piloting caste/eth-
nicity-disaggregated data but managing such huge 
amounts of data has been challenging.

The WSS, forest and agriculture sectors 
maintain disaggregated data on membership and 
participation of women in the user groups/com-
mittees and key decision-making positions while 
also disaggregating user-group data by caste/
ethnicity. The MOFSC also incorporates moni-
toring indicators sensitive to gender, poverty and 
social equity in its MIS, but this needs to be imple-
mented more systematically. In the forest sector, 
LFP and Nepal Swiss Community Forest Project 
(NSCFP) have established systems for maintain-
ing a disaggregated database, monitoring and 
reporting against gender, poverty and social equity 
indicators. However, a review of the log-frames of 
various programs indicates that there is a general 
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lack of disaggregated indicators or inclusive objec-
tive statements. Only in the recent NHSP-IP 2 
(health) is there consistent demand for disag-
gregated data at the results level, or for measur-
ing any shift in sociocultural behavior. In SSRP 
(education) there is a gap, with very little demand 
for disaggregated measurements of progress as 
the indicators are mostly quantitative and neutral 
from a GESI perspective. Still, many programs do 
have indicators for representation by women and 
excluded communities in various groups and com-
mittees. Nepal Water and Health, for instance, 
has very well-disaggregated indicators, e.g., “At 
least 90% of completed projects [in which 90% of 
the beneficiaries are the poor and the excluded] 
remain fully functional 3 years after the project’s 
completion.”

The sectoral M&E review indicates that there 
are efforts at collecting disaggregated data and 
that sex-disaggregated data are most commonly 
requested. But consistent disaggregation against 
all social groups with regional identities (women 
and men of Hill and Madhesi Dalits, Adivasi 
Janajatis [except Newars], Newars, Muslims, 
OBCs, Hill and Madhesi Brahmins/Chhetris) 
is not followed. There are very few sectors with 
examples of an information management system 
that can handle such data (probably only LFP 
and NSCFP in forestry, and rural WSS). With 
NPC formats still not demanding such disaggre-
gation nor asking for progress against outcomes 
in disaggregated forms, monitoring and report-
ing are a key area for more intense mainstream-
ing of gender and inclusion.

1.3.7 Good practices and lessons learned
In this section we discuss some practices that have 
been found effective across sectors to address the 
structural barriers limiting access to resources, 
assets and benefits for women, the poor and the 
excluded, and the common lessons that can be 
drawn from these efforts.

Good practices
Improved targeting and inclusion through use of 
well-being ranking and proxy means testing (indi-
cator targeting) provide a powerful baseline for 
identifying the poor and the excluded for pro-
gram interventions. Community members usu-
ally carry out such rankings themselves, using 
economic and social indicators to categorize 
households. In education, this is supplemented 
by proxy means testing to target secondary and 
tertiary scholarship and work-study support. 
Evidence that this combination has worked well 
is still to come in, but there is consensus among 
practitioners that it can bring together objective 
and subjective rankings. This is then used to 
target resources and services, and ensure more 
equitable distribution. The forest sector will be 
testing a combined community-based and proxy 
means testing approach to identify disadvantaged 
households, with independent verification to try 
to standardize approaches and remove existing 
confusion at the local level.

Empowerment and community education. Social 
mobilization based on individual and collective 
empowerment through efforts to understand and 
transform the unjust structures that affect their 
everyday lives and livelihoods has proved effec-
tive in building the voice of the excluded and the 
poor as well as their capacity to influence deci-
sions. Where communities have been mobilized 
to reflect on the social norms that perpetuate 
untouchability, gender-based discrimination or 
violence against women, there has been an increase 
in access to services and greater involvement in 
community-level planning for these groups. The 
REFLECT-type approaches have been particu-
larly effective because they draw in not only the 
excluded but the rest of the community as well. 
The whole community is organized into groups 
to discuss and learn about different rights-based 
issues, and respond through collective action.

Establishing firm quorums for key meetings. The 



Health

23

lack of access to information about entitlements, 
services and procedures to obtain available 
resources is a major component of the exclusion 
faced by women, the poor and excluded groups. 
Knowledge is power and more educated elite 
groups who have time to network in the district 
centers and create contacts with local politicians 
are more likely to know the details of incoming 
development programs or new government poli-
cies—and to use this information to their advan-
tage. Setting quorums for key meetings has been 
effective in ensuring that all households are ade-
quately represented and informed. If a quorum 
is not met, project staff members are required 
to cancel meetings until the required number of 
households is present.

Building a strong civil society able to represent 
and advocate for changes in the “rules of the 
game,” has been a major advance in some of the 
sectors (e.g., Federation of Community Forest 
Users, Nepal in the forest sector). However, 
these organizations and federations also need to 
address issues of diversity and inclusion within 
their own structures, where representation of 
excluded caste and ethnic groups is typically low. 
Another danger with such NGOs or second-tier 
groups is that they can be captured by political 
parties.

Policy directives for representation/participation. 
Setting quotas for women and excluded groups 
in user groups/committees, along with creating 
training opportunities, has ensured their rep-
resentation and participation in development 
activities as well as strengthened their access to 
resources and benefits. Still, further efforts are 
needed to reach socially excluded groups and 
promote their representation in key decision-
making positions in executive bodies and their 
ability to influence decisions.

Adoption of a workforce diversity policy is a 
mechanism to change the structure of organiza-
tions and the rules of the game that determine 

entry. These policies (such as those adopted 
by NSCFP) have improved inclusiveness in 
individual organizations and among partners, 
identified groups to be prioritized, established 
benchmarks for diverse representation in staff 
categories, and followed up with affirmative 
action to recruit people from discriminated 
groups until their representation in various 
staff categories, committees and working teams 
is ensured, reflecting their representation of 
Nepal’s population.

Changing internal budgeting and monitoring 
systems to track resource allocation effects on 
women, the poor and the excluded has been 
successfully employed by a number of pro-
grams. This has positively evolved the way in 
which these institutions allocate and deliver 
services and enabled programs to identify the 
causes of changes in livelihood and social inclu-
sion outcomes. LFP (through its livelihood 
and social inclusion monitoring) uses the three 
domains (see Figure 1.3) of change to track 
change in voice, influence and agency, access to 
assets and services, and also whether the poor 
and excluded have been able to change policies 
and institutions in their favor.

Social accountability mechanisms. Social audits 
and similar tools have provided increasing oppor-
tunities for civil society, including community 
groups, to press for greater accountability and 
responsiveness from service providers. These have 
become accepted tools and processes, but still 
need to be implemented more effectively, with 
meaningful participation of the women, the poor 
and the excluded, and with follow-up actions that 
demonstrate the value in participation.

Lessons learned
Women, the poor and the excluded face multiple 
exclusions, many of which cannot be solely tack-
led through sector-based interventions, as the 
causes are rooted in deep societal structures that 



Sectoral Perspectives on Gender and Social Inclusion

24

require coherence of interventions at many lev-
els and across many sectors. For example, simply 
providing low-quality leasehold land is insuf-
ficient to bring people out of poverty when the 
initial investments to improve productivity are 
large and require time to deliver benefits. For the 
extreme poor, this could lead to an increase in 
livelihood insecurity and vulnerability.

Behavior change is required to overcome deep-
seated resistance to changing discriminatory 
practices in both the workplace and community 
groups among those who have benefited from 
these practices. But changes in the behavior of 
a small number of well-meaning individuals 
will still leave gaps between well-intentioned 
policies and actual implementation. Changes 
in incentives for staff working in the sectors 
are also needed. Overcoming deep-set informal 
resistance to social inclusion and changing dis-
criminatory and indifferent attitudes of service 
providers remain two of the greatest challenges 
facing all sectors.

Social mobilization and facilitation processes 
need to focus on empowerment not only on 
increasing access to assets and services. There is 
a need to build understanding of the rights and 
responsibilities of individuals as citizens to have 
a voice in decisions and a share in benefits. When 
this approach is used, groups are more sustain-
able and generally continue functioning after the 
project or program intervention is over to take up 
new activities of concern to members.

Sociocultural constraints on women are strong 
and thus it is necessary to work on shifting gen-
der-based power relations both in the workplace 
and in communities at large. Compared to men, 
women of all social groups tend to have high 
opportunity costs attached to their participation 
which often involves high levels of benefit.

Dealing with the extreme poor’s self-exclusion 
from development processes requires special tar-
geted support to ensure that they can access 

resources and associated benefits. Action should 
be based on analysis rooted in an understanding 
of the unequal power relations created by class, 
caste, ethnicity and gender, which have to be 
addressed by any support provided.

Policy mandates and affirmative action provi-
sions are necessary for resources to reach women, 
the poor and the excluded along with the politi-
cal commitment required for implementation. 
During the implementation process, all gaps 
need to be understood and addressed, and the 
reasons causing the failure need to be understood 
and acted upon.

Increased formal representation does not auto-
matically lead to increased voice. Although there 
has been significant representation of women in 
user groups/committees, they still do not have 
sufficient voice in these groups. Their attendance 
is limited at meetings, they rarely speak, and if 
and when they do, they are often not listened 
to. The same is often true of Dalits and other 
excluded groups whose presence is mandated by 
donor or government funding requirements. For 
real change, capacity building and advocacy for 
shifts in discriminatory practices are necessary 
and need to be directed not only at the excluded 
but all members of the group/user committee. 
Also necessary for any effective change of the 
formal structures such as user groups is political 
and power-focused analysis to understand how 
these structures interact with informal structures 
and systems.

Targeted interventions are important but GESI 
needs to be integrated into mainstream programs 
and services. Though equity-related and, to some 
extent, inclusion issues are captured in some 
of the sector programs, too often in these pro-
grams inclusion has remained a separate com-
ponent. The issue of social exclusion has not 
been approached holistically. For example, in the 
education sector, despite the change in terminol-
ogy from “special education” to “inclusive educa-
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tion,” the focus remains solely on disability and is 
separated from the gender equality section. This 
reveals a limited understanding of what it means 
to mainstream GESI in a sectoral program.

Institutionalizing gender and inclusion in bud-
geting requires further clarity and capacity. The 
methodology and process for the government’s 
gender-responsive budgeting are not clear 
enough. The current indicators are not adequate 
for analysis across sectors and it is not clear that 
the current post-allocation analysis adds value 
at either the sectoral or MOF level. There also 
seems to be an implicit bias in the point alloca-
tion system towards smaller, targeted, women-
only projects and programs rather than genuine 
integration of women’s needs and constraints 
into mainstream sector programs. In addition, 
the approach lacks a wider inclusion dimension 
that, with very little additional effort, could allow 
it to track expenditures benefiting other excluded 
groups using the same basic process. Clear, con-
sistent guidelines on process and analytical cat-
egories are urgently needed.

Institutional structures for GESI need to be made 
functional and integrated into the core products and 
services provided by the sector. Institutionally, 
just creating structures is insufficient, as dem-
onstrated by the position of the gender focal 
points within the sectoral ministries. Rather, 
for any such position to be influential, it must 
be integrated into the sector’s core systems and 
organizational structure. The GESI function 
should be assigned to the planning and monitor-
ing division of each ministry and ultimately be 
the responsibility of its chief. The responsibility 
should be backed with resources to bring in or 
create the necessary staff capacity to be able to 
provide technical backstopping necessary to fulfil 
the GESI mandate.

Increasing access to services for women, the poor 
and the excluded requires a multi-sectoral approach. 
For example, in order to improve access to health 

services, other actions are required in sectors 
such as education (e.g., building awareness), rural 
infrastructure (e.g., road and trail networks), 
modes of transport services (e.g., availability of 
stretchers, public transport), water and sanita-
tion, and access to finances (e.g., community-
level emergency funds).

1.4 Mainstreaming Gender Equality and 
Social Inclusion: The Way Forward

In Section 1.2 we discussed the steps of GESI 
mainstreaming and the three domains of change, 
and explained any questions or queries. In this 
section, common measures on mainstream-
ing GESI in the sectors are grouped under our 
framework of three stages: identifying; design and 
implementation; and monitoring and reporting 
(and response to the findings through changes in 
project implementation). As has been illustrated, 
gender-, caste-, ethnicity-, and location-based 
exclusion are complex interlinked issues that 
cannot be addressed in isolation. To respond to 
this complexity, multipronged measures are nec-
essary for mainstreaming, as reflected in the sug-
gestions made here.

Step 1: Identifying the barriers
Analyze existing power relations and the formal and 
informal institutions that enforce and perpetuate 
social and economic inequalities. Gender inequal-
ity and social exclusion in the sectors are linked 
to the wider sociocultural and politico-economic 
context. First, identify the key socioeconomic 
constraints and harmful social and cultural 
practices that limit access to sector resources 
and assets for women, the poor and the socially 
excluded. Often the “barriers” that need to be 
removed or worked around are part of inter-
connected formal and informal institutions that 
structure Nepali society, which allocate privileges 
and obligations in accordance with different roles 
or ascribed characteristics. The sector programs 
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work with these systems and try to improve them 
so they can deliver services more effectively. Yet, 
it is generally recognized that changing any of 
these “rules” upsets some stakeholders, and this 
is why there always needs to be awareness of the 
“political economy” of the individual projects/
programs. Likewise, the more “informal” insti-
tutions, which are deeply embedded in values, 
beliefs and norms, can also block change, and 
thus need to be considered. Some—like the 
gender system or caste hierarchy—are so deeply 
ingrained that people often follow them without 
even being aware that they are doing so. On the 
other hand, not all these traditional values are 
negative or exclusionary, and many can indeed be 
a strong source of renewal and positive change.

The GESI framework is a tool to increase the 
chances that the changes we want to bring can 
actually happen on the ground. GESI requires 
us to look at both formal and informal systems. 
To identify barriers, we need to look in two areas: 
first, how the formal project systems are likely 
to work for different groups of people. This will 
bring us to the second layer, to see how informal 
systems might be distorting the way the formal 
systems work for some individuals and groups. 
So, when we try to “identify barriers,” we are actu-
ally uncovering whole systems that keep some 
individuals and groups from gaining equal access 
to universal services and benefits that the project/
program we are supporting is intended to deliver.

Assessing GESI in existing policy, programs, 
budgeting and M&E. It is important to assess 
the existing policy mandates that provide the 
space to work on GESI issues in the sectors, and 
where there are gaps in these policies. Likewise, 
the policy mandates that enable or constrain 
different groups need to be identified and the 
existing programs of the ministry and other 
actors in each sector need to be examined to 
identify how the barriers facing the excluded 
are being addressed—and the strengths and 

weaknesses of the current approaches. Existing 
political economy and governance issues need 
to be understood: their implications for the sec-
tor in general and for women, the poor and the 
excluded in particular. Further, the budget needs 
to be reviewed through a GESI lens to identify 
how positive policy and programmatic provi-
sions are being resourced, and to identify needs 
for improvement. Finally, an assessment needs to 
be carried out to determine whether the M&E 
system is capturing changes in a disaggregated 
manner, and on issues that are of central impor-
tance to increasing access to services for women, 
the poor and the excluded. As gender and inclu-
sion issues are linked to wider governance and 
management systems, a GESI assessment might 
bring up issues that could be considered by some 
as beyond its scope. But these aspects, too, need 
to be understood for their impact on women, the 
poor and the excluded.

Steps 2 and 3: Design and implementation
GESI mainstreaming requires that project/
program plans must consciously recognize and 
address, at each stage, the constraints experi-
enced by women, the poor and the excluded, and 
must build on their existing strengths.

Address policy and organizational change issues
The aim here is to focus more on the policy and 
organizational level and how GESI issues can be 
better addressed in program/project responses.

Support and strengthen GESI at policy level. 
Programs/projects are applying GESI-sensitive 
policies, but overarching policy guidance from 
the government is missing. A GESI policy that 
provides a common framework would ensure 
that certain principles and a clear definition 
of exclusion and the excluded are consistently 
applied by all sector actors, and would direct 
revision of systems, mechanisms and processes as 
required.
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Promote diversity in service providers. The num-
ber of women and people from excluded groups 
working in the sectors varies but is generally 
low, highlighting a need for affirmative action. 
This will require long-term investments through 
scholarships as well as individual coaching to 
prepare technically qualified women and people 
from excluded social groups. Measures to create 
a supportive working environment, like childcare 
or flexible timings and safety from sexual har-
assment, can be very effective in attracting and 
retaining women professionals. But little thought 
seems to have been given to how to open the way 
for other groups like Dalits or Muslims so that 
they feel comfortable and perform well in the 
workplace.

Develop skilled service providers to deliver 
GESI-sensitive services. Support for main-
streaming of GESI issues in tertiary and techni-
cal institutions will build the technical capacity 
of professionals. GESI-sensitive messages also 
need to be integrated into related training 
affecting the sector.

GESI in job descriptions and strengthening GESI 
arrangements. Work needs to be done with the 
Ministry of General Administration (now called 
the Ministry of Human Resource Development) 
for revision of job descriptions of all positions to 
integrate GESI-related tasks. GESI units and 
desks are required in the ministries, their depart-
ments and district-level divisions/departments 
to provide technical support for mainstreaming 
gender and inclusion in the sectors. This is also 
necessary in programs that have not provided 
dedicated responsibilities to identified structures. 
Mechanisms for coordination between these dif-
ferent structures are essential, while the capacity 
and skills of government and program staff to 
address GESI need to be strengthened and used.

Capacity building on GESI must be a process 
rather than a one-off event so that skills are built 
on to integrate gender and inclusion in everyday 

work. Gender and social development specialists 
need to have the relevant technical expertise to 
respond to and guide technical staff on how to 
mainstream GESI while technical staff members 
need to be able to respond to social issues linked 
to their technical work.

GRB and GESI budgeting. GESI budgeting, 
as a tool, can identify the kinds of activities bud-
geted/spent for but the government’s current 
budgeting criteria and process require revision to 
be more effective. GESI budget analysis should 
not be done only after the program has been 
designed and funds allocated; rather, it must be 
done simultaneously with program development, 
to ensure that activities/subprojects to address 
the barriers constraining access to services for 
women, the poor and the excluded are identified 
and an adequate sum allocated in the budget and 
work plans. Likewise, activity planning and bud-
geting must be linked to disaggregated data and 
the information generated from the use of tools 
such as poverty mapping, social mapping and 
gender analysis.

Designing program/project responses
Balance targeted and universal action. Targeting 
activities is necessary to address specific con-
straints or issues of women, the poor and the 
excluded, e.g., special initiatives to build capacity 
of women farmers to become traders/entrepre-
neurs in agribusiness, or specific financial ser-
vices to increase access to credit of the poor, or 
advocacy with men regarding empowerment of 
women. But these need to contribute to a uni-
versal program, addressing structural constraints 
blocking groups from accessing resources and 
benefits of the sector equally with other social 
groups.

Promote and support partnership with civil soci-
ety to invest in community education for behavior 
change on both sector-specific and social trans-
formation issues, investigate governance aspects 
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at each step of the project cycle, and monitor 
investments in the sector.

Mechanisms to encourage greater downward 
accountability need to be strengthened. Across 
sectors, state and non-state actors are more 
accountable upwards than downwards towards 
the community, and these include NGOs and 
community-based organizations (i.e., support 
organizations) that are partnering with govern-
ment and donors to implement tasks such as 
social mobilization, needs identification, etc. 
Their agreements demand reporting to project 
supervisors and donors with hardly any mecha-
nism to ensure accountability towards the people 
they are supposed to serve. GESI performance 
incentives need to be developed and included in 
the evaluations of support organizations.

Longer-term investment in the capacity build-
ing of women, the poor and excluded members to 
enable them to participate more effectively in 
executive committees and groups is necessary. 
This requires building the leadership abilities of 
members of these groups.

Harmonize working approaches across programs 
at the local level to minimize beneficiary transaction 
costs. The formation of multiple groups by differ-
ent projects/programs and varied requirements 
and working approaches adopted by different 
actors increase the time burden of women, the 
poor and the excluded, who have to attend mul-
tiple group meetings. This could be addressed 
if VDCs play their coordinating role better and 
ensure that the neediest receive services, but 
this would demand a disaggregated database 
and information about the current situation of 
women, the poor and the excluded, and their 
access to services in VDCs.

Develop localized behavior change communica-
tion materials and translate project information 
into local languages. To be effective, these materi-
als must be available in local languages and use 
a range of media to address specific discrimi-

natory beliefs and norms. Likewise, program/
project information and documents need to be 
translated into local languages to ensure that all 
groups understand the processes, rules and regu-
lations to access services, assets, resources and 
other benefits.

Steps 4 and 5: Monitor and Adjust 
Implementation

Monitoring and reporting
Many sectors are disaggregating data by sex and 
caste/ethnicity. But the focus is on activities (e.g., 
number of women trained) and outputs, and the 
capacity to track GESI outcomes is still lacking. 
Some potential improvements are listed below.

Disaggregated monitoring and reporting to show 
what each project/program is contributing to 
assist women, the poor and the excluded, need to 
be established across the sectors. This is very chal-
lenging at the national level as NPC monitoring 
and reporting formats, which all ministries have 
to follow, do not demand disaggregated informa-
tion. Additionally the “three domains of change” 
framework is very useful for tracking changes at 
outcome levels, and could usefully be established 
as a routine practice by NPC.

Objectives and indicators need to be disaggre-
gated by sex and caste/ethnicity. Planning and 
programming must be based on disaggregated 
information and evidence. With NGO partners, 
PRA (Participatory Rural Appraisal) tools (e.g., 
well-being ranking, labor/access/control profile, 
resource mapping, etc) must be used as required 
at the community level to identify the poor and 
map existing social and power relations. In turn, 
this information must be used for identifying pri-
orities for programming and guiding implemen-
tation practice.

Uniform MIS and disaggregated data for all 
sectors around some basic indicators would help 
reduce duplication and identify gaps and areas of 
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acute exclusion. PMAS needs to be revised and 
its implementation strengthened. Monitoring 
and reporting formats must be standardized 
with disaggregation. Sectors and programs will 
need to monitor their investments, and hence 
have more detailed indicators and monitoring 
systems. But they must all contribute to the indi-
cators incorporated in PMAS.

Community monitoring and social accountabil-
ity mechanisms should be institutionalized within 
the M&E system. Social and public audits have 
become accepted tools and processes, and need to 
be improved in implementation. To ensure this, 
social mobilization may be necessary until the 
process of giving this kind of feedback becomes 
a familiar activity for the excluded. This requires 
a carefully facilitated process to ensure that all 
social groups participate, that proper service 
evaluation occurs, and that useful understanding 
is developed and acted upon.

Good practices and lessons learned need to be 
documented and shared by sector actors through 
donor coordination groups, and perhaps through 
the Social Inclusion Action Group, a group of 
practitioner agencies. Enhanced capacity to pre-
pare case studies that document and analyze pos-
itive pro-inclusion processes will accelerate the 
pace of change.

Monitoring and evaluation teams must be inclu-
sive and must have people with technical com-
petence about gender and social inclusion in the 
sector. The terms of reference of the M&E teams 
must specifically demand deliverables that have 
addressed GESI issues.

Adjust implementation
Project/program management needs to view 
the M&E system as their dashboard for steering 

the project to achieve its objectives. If the inclu-
sion indicators show that some of the intended 
outcomes are not emerging as expected or some 
groups are not getting their share of benefits, 
project management needs to diagnose why this 
is so and work with staff and project participants 
to develop mechanisms to change the situation as 
soon as possible. 

The seven sectors covered in this series have 
made significant progress in increasing the partic-
ipation of women, the poor and excluded groups 
in development efforts, but rather uneven pro-
gress in addressing structural causes of gender/
caste/ethnicity-based discrimination and issues of 
social exclusion. However, the current discourse 
on inclusive development provides an opportune 
time to learn from sectoral experience and move 
towards more inclusive practices, as these lessons 
can be adopted and mainstreamed across the sec-
tors and institutionalized within government and 
non-government structures alike.

As has been noted, to institutionalize GESI, 
each sector will need to address the main 
issues uniquely facing women, the poor and 
the excluded: the underlying structural causes 
of their limited participation, voice and very 
low influence over decision-making processes; 
the reasons behind ongoing inequitable access 
to resources and assets; and the need to build 
responsive processes that address the different 
needs of specific social groups. At an institu-
tional level, a variety of common issues need to 
be addressed, including lack of staff diversity; 
ineffective gender focal points; and limited inte-
gration of GESI principles in core sectoral plan-
ning, budgeting and monitoring processes, which 
leads to major gaps between enabling policies and 
actual implementation. 
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Notes
1 According to the Interim Constitution and Three-Year Interim Plan, excluded groups refer to those who have experi-

enced exclusion historically and have not been mainstreamed in the nation’s development: women, Dalits, Adivasi Janajatis, 
Madhesis, Muslims, people living with disabilities, and people from geographically remote areas.

2 This framework has been adapted from Naila Kabeer’s social relations analysis framework (Kabeer 1994). It has been 
informed and refined by the GSEA framework. Field-level experience of professionals has contributed to it. It has been used 
in Nepal for program design, evaluation studies, and gender equality and social inclusion mainstreaming in the forest sector, 
LGCDP/MLD, and in various other program/NGO strategies.

3 In a national program, mapping the local political economy of the sector in a sample of the different types of sites where the 
program would be implemented would provide us with enough to go on. 

4 This section draws from the LGCDP/MLD gender equality and social inclusion operational strategy (2009). Refer to Annex 
2 of that document for a more detailed analysis of policy and institutional frameworks.

5 This has recently been approved as the GESI policy of MLD.
6 Such as categorization of Janajati groups into endangered, highly marginalized and marginalized, and prioritization of projects 

accordingly; disaggregated information about users; information to users regarding resources before approval of next instalment; 
33% women and representation of Dalit, Janajati and deprived groups in user committees; allocation of up to 3% of total project cost 
estimates for capacity building and overhead costs of user committees; participatory monitoring by users; and registration of 
complaints at VDCs about the implementation of the project.

7 As has been directed by MLD for the VDC-level integrated planning committees.
8 This publication reviews the workforce diversity profile of 30 international agencies working in Nepal.
9 Records of civil servants maintained by the Department of Civil Personnel Records (Nijamati Kitabkhana) of the Ministry of 

General Administration were reviewed and disaggregated according to surname and place of permanent residence. Rules applied 
were those developed by the WB Social Inclusion Index development team, and caste/ethnicity groupings were drawn from the 
Census. This process can be erroneous to a certain extent, as some surnames are common to different social groups. We appre-
ciate that a participatory process facilitated by the Nijamati Kitabkhana for the self-identification of employees has been initiated.

10 The national population as of Census 2001 was Brahmin and Chhetri 32.5%; Janajati (excluding Newar) 32%; Newar 5.4%; 
Dalit 13%; Muslim 4.3%, OBCs 14%; and others 1.4%.

11 Gazetted is the highest category of officers, appointed through national open competition. Non-gazetted officers are 
appointed by the head of department to support gazetted officers. Within the gazetted and non-gazetted, there is a hierarchy 
of special, first-, second-, and third-class officers. The classless officers are support staff.

12 Of the total 72,939 civil personnel in the government as of February 2010, only 12% were women. Of these, 12.9% were 
gazetted officers, 57.4% were non-gazetted, and 30.4% were without grade (Nijamati Kitabkhana records, February 2010).

13 The three prescribed categories are direct contribution, indirect contribution and neutral. Each sub-activity is assigned a code 
of 1, 2 or 3, considering the percentage of contribution to women. The formula for coding has five indicators, each valued at 
20%: capacity building of women, women’s participation in planning process and implementation, women’s share in benefit-
sharing, support for women’s employment and income generation, and qualitative progress in the use of women’s time and 
reducing women’s workload (eAWPB 1.0 Operating Manual, 2009). In order to measure these categories quantitatively, 
five qualitative indicators were assigned quantitative values of equal denomination, totaling 100. Direct gender contribution 
indicates more than 50% of the allocation directly benefiting women, indirect gender contribution indicates 20-50% of the 
allocation benefiting women, and the neutral category indicates less than 20% of the allocation benefiting women. This is 
gradually being used by ministries such as the Health Ministry but due to difficulties in the application of the criteria that do 
not seem relevant to all the sectors, this has not been fully used by all.

14 Indicators for the pro-poor budget are investment in rural sector; income-generation program in rural areas; capacity-
enhancement program in rural areas; budget allocated for social mobilization; expenditure focusing on poverty reduction; 
grant for local bodies; social security programs; and investment in social sector (especially for education, health, etc). See 
Annex 8c, budget speech 2009-2010. But it is not clear how these are scored and what sub-indicators are used.

15 Refer to the monograph on Rural Infrastructure in this series for more discussion on GRB.
16 Refer to the monograph on Rural Infrastructure in this series for more discussion regarding this.
17 This analytical framework is adapted from GRB frameworks being used, and has been applied in Nepal in different program/

project assessments and evaluations and for the GESI strategy development (e.g., MFSC GESI strategy for the forest sector 
2006, the International Labor Organization’s GESI strategy for LED [local economic development] in Nepal 2009, and LFP 
social and geographic audit, 2004).
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18 We are adapting from gender budgeting initiatives that have aimed to assess the impact of government expenditures and 
revenues, using three-way categorization of gender-specific expenditure, equal opportunity expenditure and general expendi-
ture (the rest), considered in terms of its gendered impact (Budlender and Sharp 1998).

19 Implemented budgets of districts were reviewed to assess actual expenditure and its effect on addressing the barriers of 
women, the poor and the excluded. Program budgets of the current year were reviewed to assess allocations.

20 Directly supportive (i.e., targeted to provide direct support to women, the poor and the excluded); indirectly supportive 
(contributing to creating an enabling environment, supporting in any manner the access of women and the excluded to 
services, or addressing the structural difficulties confronting them); and neutral.

21 Jha et al, 2009.
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CHAPTER 2

Gender Equality and Social Inclusion

Making it Happen in Health
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2.1 Introduction
The Nepal Demographic and Health Survey 
(NDHS) in 2006 found significant improve-
ments in health outcomes, despite the decade-
long conflict.1 Indicators of infant mortality, 
under-five mortality, skilled antenatal care, 
rate of skilled birth attendance and immu-
nization have all improved (MOHP 2007).2 
Decentralization of health facility manage-
ment, intensive campaigns such as immu-
nization, free essential healthcare services, 
reduced poverty, lower fertility levels, the 
growth in private sector services,3 and marked 
increases in literacy among young women (as 
well as associated relative empowerment) are 
all seen to have contributed to these public 
health gains. However, wide disparities per-
sist in both process and outcome indicators 
across gender and different caste, ethnic 
and regional identity groups. This chapter 
discusses the formal and informal institu-
tional barriers causing these disparities, the 
resultant impact on different social identity 
groups, and the existing responses and actions 
that those working in the sector can take for 
better and more equitable health outcomes in 
future.

Health as a fundamental right is assured 
in the Interim Constitution of Nepal, 2007. 
In response, the Ministry of Health and 
Population (MOHP) has taken various initia-
tives, including issuing a 10-point guideline 
framework that recognizes the state’s respon-
sibility to ensure that health services are made 
available for disadvantaged communities. 
There is general consensus among public sec-
tor health practitioners and planners as well as 
external development partners’ (EDPs) health 
experts, that in order to meet the Millennium 
Development Goals (MDGs), access to and 
use of health services by excluded groups and 
regions is essential.

2.2 Current Status and Barriers of 
Women, the Poor and the Excluded 
to Health

The previous Gender and Social Exclusion 
Assessment (GSEA) discussion on health barri-
ers remains relevant even today. Apart from eco-
nomic factors, social ones such as gender, caste, 
ethnicity, location and age, along with regional 
identity, greatly influence who accesses what 
health-related services. The distance to health 
facilities, discriminatory behavior of service pro-
viders and absence of trained health personnel 
are additional barriers for those experiencing 
exclusion.

2.2.1 Determinants of health outcomes in 
rural Nepal

The implications of these determinants for the 
health of women and men of different social 
groups are set out in Figure 2.1. Sections 2.2.1.1 
and 2.2.1.2 of this chapter deal with the cul-
tural, social and religious determinants shown 
in the top four boxes, while the locational and 
economic issues (shown in the lower right- and 
left-hand corners, respectively) are dealt with in 
Section 2.2.1.3.

2.2.1.1 Gender-based exclusion in health
Gender-based social practices directly impact 
health outcomes for women and girls of all social 
groups, though the degree varies with caste/eth-
nicity, age, location and wealth. Son preference 
is generally high. The infant mortality rate has 
improved but girls are still 1.5 times more likely 
to die before age five than their brothers, and two 
times more likely to be malnourished. The gen-
der norms of Nepali society make women depen-
dent on men and greatly hinder a woman’s ability 
to access health services and protect herself from 
sexually transmitted diseases, even from her hus-
band.  This same dependency also makes her vul-
nerable to gender-based violence (GBV), ranging 



Sectoral Perspectives on Gender and Social Inclusion

36

Figure 2.1: Cultural, Religious and Social Values, Beliefs and Behaviors Shaped by Interlocking Gender/  
 Ethnic/Caste Based on Hierarchies

• Poverty associated with: 
(i) higher malnutrition; 
(ii) higher work burden 
and time poverty; (iii) 
poor access to water and 
sanitation; (iv) lack of 
funds for medical care 
and transport costs; (v) 
lower education levels

• Sixty-two percent of 
expenditure on health care 
by private providers

• High correlation between 
caste/ethnic and gender 
exclusion and high poverty 
levels

• Childbirth risk for 
women—higher for 
those under age 
18, those with more 
than 5 children, or 
less than 2 years 
spacing between 
births

• Higher risk for 
infants in first days 
and weeks of life

• Vulnerability of 
women to HIV and 
AIDS higher

• Pro-poor targeted free health-
care policies; maternity incentive 
schemes; GBV a public health issue

• Staff incentive for remote postings
• Low incentive for government health 

care staff to serve those who are 
below them in hierarchy

• Paid public health staff primary 
male and ‘high’ caste; lack of 
diversity in community level HWs

• HFMCs role not clear; voice of 
representatives of excluded groups 
not  ensured; failure to decentralise 
power fully

• Fewer health 
facilities

• Absence of 
doctors, nurses, 
HWs

• Distance reduces 
likelihood of 
timely care for 
obstetric or other 
emergency case

• Site on donated 
land, limited 
understanding of 
inclusion aspects 
of access

• Low status in relation to other groups
• Considered untouchable
• Service occupations—some involved 

in handling waste
• Higher poverty levels

• Low status in relation to other groups, 
considered ‘Indian’

• Prevalence of dowry system, female 
seclusion, other discriminatory social 
practices, conservative and traditional

• Low status in relation to other groups
• Prevalence of dowry system, female 

seclusion
• Higher poverty levels; lower 

education levels
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Religion—Muslim

Caste—Dalit

LOW ACCESS TO AND POOR QUALITY OF HEALTH CARE
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• Low status in relation to men in all 
groups

• Sons preferred—daughters 
neglected

• Patrilineal inheritance despite 
legal reform—economic 
dependency

• Less ‘pure’—childbirth & 
menstrual pollution

• Female laaj, or shame, about 
body and reproductive functions

• Pressure to marry and have 
children early

• Wife/daughter-in-law abuse 
accepted; VAWG not considered 
a public health issue

• Lower education levels than men;
• Caste/ethnic differences between 

women

Gender—women

• Low status 
in relation to 
mainstream 
Parbatiya culture

• Mother tongue 
not Nepali

• Preference 
for traditional 
healing practices

• Higher poverty 
levels 

• Lower education 
levels

• Settlements 
of highly 
marginalised 
ethnic groups in 
remote areas

Ethnicity—Adivasi 
Janajati

• Neglect, stigma, 
discrinimation

• Lack of timely 
access to 
medical care

• Lack of disabled 
friendly 
infrastructure

• Lack of assistive 
devices

• Women and girls 
with disabilities 
experience 
higher exclusion

Persons with 
disability
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from domestic abuse to harmful practices like 
chhaupadi.4 Due to widespread stigma, the situ-
ation of widows and single women is still worse.

Reproductive health is a key area that is nega-
tively affected by various cultural practices. An 
estimated six Nepali women die every day from 
maternal causes—one of the highest mater-
nal mortality ratios in the world—despite the 
decrease from 531 to 281 deaths (per 100,000 
live births) over the last 10 years. The unmet 
need for contraception is highest among young 
and rural women. Due to early childbearing, edu-
cation and employment opportunities for adoles-
cent girls and women are greatly reduced. Strong 
gender socialization and cultural practices, many 
of which significantly disempower women, also 
affect care seeking, notably the concept of laaj, or 
shame, as related to bodily functions, and, in the 
Tarai, the practice of purdah, or female seclusion, 
among certain communities. Discomfort with 
being examined by male health workers is cited 
as a major reason for women not seeking care.

Malnutrition is high, and almost 50% of chil-
dren weigh less than they should for their age. 
Wasting, which reflects short-term under-nutri-
tion or high rates of infection, is also common 
(17% of children have acute malnutrition, and 
6.0% severe wasting). In 2006, 46% of children 
had mild and 16% severe stunting, though the 
latter figure was down from 28% in 1996. Higher 
stunting occurred among Dalit, Hill Janajati and 
Muslim children, followed closely by Madhesi 
other backward class (OBC) and Hill Chhetri 
children (NDHS data, 2006). Cultural and social 
factors have serious implications for the nutri-
tion of women and their children. These factors 
include not only norms that women should eat 
after men, and in some groups that they should 
consume food left for them from their husband’s 
plate—a major vector for the transmission of TB. 
In addition, there is also lack of time for women 
laborers to undertake exclusive breastfeeding, 

complementary feeding, hygiene and sanitation. 
Lack of well-funded multi-sectoral interventions 
to address food availability and failure to scale 
up successful nutrition and household econom-
ics has resulted in widespread under-nutrition 
(Pokharel et al 2009).

Abortion was legalized in 2002, resulting in a 
scaling up of services. Today services are avail-
able at 240 sites in 75 districts, used by some 
280,000 women since 2002, and contributing to 
a reduction in the number of maternal deaths. 
Still, complications from unsafe abortion remain 
responsible for many female deaths due to 
unavailability of adequate comprehensive abor-
tion-care services and prohibitive costs. These 
are being addressed now as the government has 
been ordered by the courts to provide funding for 
such services.

Violence against women and girls. There is clear 
evidence that GBV causes physical and psycho-
logical harm, and constitutes a major health 
concern (WHO/WHD 1996; WHO/WPRO 
1998; Astbury and Cabral 2000; WHO 2002; 
ARROW 2005). Violence against women and 
girls is widespread in Nepal, perpetrated pre-
dominantly by men in the form of: beating; gen-
der-biased work division; social practices such as 
chhaupadi and boksi;5 dowry-related violence; sex-
ual abuse; rape, including marital rape; torture; 
sexual harassment and intimidation; trafficking; 
and forced prostitution. Some 5,000-12,000 
girls/women aged 10-20 are trafficked every year 
in Nepal, with 75% of them below 18 years of 
age, including many who knowingly migrate for 
sex work due to lack of economic options. In 
the workplace, 43% of women experience sexual 
harassment (National GBV Action Plan 2009). 
Over 80% of the respondents in a recent study6 
reported experiencing domestic violence from 
family members, and 74% were forced to partici-
pate in non-consensual sex (or marital rape). The 
social acceptance of all this is indicated by the fact 
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that 23% of women and 20% of men believe that 
wife beating is acceptable (Ministry of Health 
and Population et al 2007).

Suicide has emerged as the single leading 
cause of death among women in Nepal aged 
15-49, according to the Maternal Mortality 
and Morbidity Survey (MMMS) 2009 though 
there have been no specific studies on the causes 
(Subedi et al 2009). What is known is that 
structural dependency and disempowerment of 
women can create social and psychological condi-
tions that force them to take desperate measures. 
There are also no specific data linking domestic 
violence with suicide although experts say that 
trauma, depression and other mental issues are 
among the common psychological after effects of 
domestic violence (Nepal 2010). Age also seems 
to be a factor, as 21% of suicides are committed 
by women aged 18 years and under. Of the 240 
suicides committed in eight districts surveyed, 
Janajati women had the highest rates, followed 
by Brahmin/Chhetri and Dalits. In Kailali, the 
district with the highest number of suicides (at 
80), 63% were Janajatis. Throughout the coun-
try, most female suicides were married. More 
in-depth understanding of the causes of sui-
cide is required given that suicide was only the 
third leading cause of death in the MMMS 1998 
(even though this could also be because efforts to 
address other causes of female deaths have been 
successful).

HIV and AIDS. For biological, socio-cultural 
and economic reasons, women are more likely 
to become infected and more often adversely 
affected by HIV/AIDS than men. Female sex 
workers7 and wives of migrant laborers are the 
most at-risk groups. Due to their highly margin-
alized status, female sex workers in Nepal have 
limited access to information about reproductive 
health and safe sex practices.8 Cultural, social 
and economic constraints bar them from nego-
tiating condom use with their clients or obtain-

ing legal protection and medical services. Almost 
60% of their clients—mainly transport workers, 
members of the police or military, and migrant 
workers—do not use condoms.

Sexual double standards, which permit men to 
have multiple partners but expect women to be 
virgins at marriage, mean that it is women who 
are generally blamed—by women as well as by 
men—for spreading HIV. The fact that women 
can infect their babies through pregnancy or 
breastfeeding intensifies this stigma (VSO-
RAISA 2004). This blame presents a powerful 
barrier to HIV-positive women seeking care or 
even getting tested (Esplen 2007). The greater 
the gender discrimination in societies and the 
lower the position of women, the more negatively 
they are affected by HIV.9

For women with disabilities, legal and social dis-
crimination are very high. Men are legally allowed 
to remarry if their wives suffer visual or locomo-
tive impairment. While 67% of blind persons in 
Nepal are women (CBS 2001), over a three-year 
period 1.2 million fewer women accessed eye-
care services than needed to achieve gender par-
ity (Nepal Gender and Eye Health Group 2009).

Caste/ethnic differences between women are 
high. Most health indicators reveal dispari-
ties between women of different social iden-
tity groups. Dalit women, especially Madhesis, 
score poorly in almost all Department of Health 
Services (DHS) indicators. They are the worst 
off in receiving antenatal care from health facili-
ties/skilled birth attendants (SBAs), are the most 
underweight, have the lowest percentage of child 
delivery by SBAs or in a health facility, have high 
total fertility rate (TFR), and have the highest 
percentage of childbearing adolescent women. 
Between 50 and 70% of Tarai/Madhesi women 
suffer from low hemoglobin levels (Ministry of 
Health and Population et al 2007), an ailment 
directly related to dietary and social practices. 
Madhesi women are also the least likely to have 
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discussed family planning with their spouses. In 
addition, because of purdah restrictions, 64% are 
not able to go to health facilities alone, compared 
to 50% of hill women.

Janajati women seem to prefer to follow 
indigenous practices, including those related to 
maternal and child health. Some of these prac-
tices do have medical benefits although there is 
limited understanding of how these work. But 
even this indigenous knowledge has been gradu-
ally disappearing.10 At the same time, hill indig-
enous women have particularly low access rates 
to health facilities in rural areas: 42% are without 
access to antenatal care, compared to just 9% of 
Hill Brahmin women. Muslim women have the 
highest TFR, a direct result of religious restric-
tions against family planning as well as their lim-
ited influence over their reproductive rights.

As for access to antenatal care from a health 
worker or in a health facility, Muslim (32%), 
Tarai Janajati (33%) and Hill Janajati (35%) 
women have the lowest percentages; Hill Brahmin 
(79%) and Newar (68%) women have the highest. 
The wealthiest women are 12 times more likely to 
use a trained health worker during delivery than 
the poorest. Also, women in the lowest quintile 
have fertility rates of 4.7, compared to 1.9 for the 
wealthiest group; the rate for rural women is 3.3, 
compared to 2.1 for urban women.

In Nepal, around 23% of the population are 
adolescents. The DHS data on adolescent preg-
nancy and motherhood show that 21% of adoles-
cent girls from Madhes-origin groups have begun 
child-bearing, compared to 17% among the hill/
mountain groups. Among all groups, Hill Dalits 
have the highest percentage (31%) of teenage 
mothers, nearly twice the average for hill/moun-
tain groups. The overall prevalence of anemia 
among adolescents is 65.6%: rural (62%), urban 
(70%), male (52%) and female (78%).

Older women suffer more from uterine pro-
lapse,11 with symptoms ranging from a low of 

2% among women under 20 years of age to 9% 
among women aged 45-49 years (NDHS 2006 
data). Frequent childbirth, heavy workload and 
no rest after childbirth (in Morang, women said 
they return to work two to three days after deliv-
ery) are key causes, resulting in not only physical 
pain but also social problems, including violence 
in marriage and men seeking second wives. 
Embarrassment often compels women to main-
tain silence, while lack of services and the high 
costs associated with treatment likewise deter 
service-seeking behavior (NNBN and SAATHI 
2009) even though free surgery was initiated in 
2008-2009 by MOHP.12

2.2.1.2 Caste/ethnic/religion/region-based 
exclusion in health

The NDHS 2006 shows that Dalits, disadvan-
taged Janajatis, Madhesis, OBCs and Muslims 
have consistently low indicators across most 
dimensions covered (Bennett et al 2008). For 
many, healthcare services are inaccessible due to 
distance, unaffordable due to poverty and high 
costs (though free service has addressed this 
somewhat), unapproachable due to social/power 
relations, incomprehensible due to language bar-
riers, embarrassing or even humiliating due to 
cultural insensitivity on the part of the service 
providers, and ineffective due to poor quality.   

Representatives of Janajati groups consider 
language to be one the most severe barriers in 
accessing basic healthcare, even higher than eco-
nomic and resource limitations. This, coupled 
with the gradual disappearance of indigenous 
knowledge, could have contributed to the high 
under-five mortality rate (80 per thousand 
live births) among Hill Janajatis, compared 
to a national average of 68. Within 35 Janajati 
groups,13 more than 50% of children under five 
suffer from stunted growth, are underweight, 
or both. About 38% of the Hill Janajati popu-
lation have no access to a health post within an 
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hour’s walk, making them the most disadvan-
taged among all Nepali groups in terms of physi-
cal access to healthcare. Differences in neonatal 
mortality rates between Brahmins/Chhetris and 
Dalits, and between Newars and Janajatis, have 
increased over the last decade (Health Sector 
Reform Support Programme 2008).

Sanitation facilities and hygiene practices leave 
large portions of the population vulnerable to 
debilitating diseases. The 2001 Census reported 
that only 23% of households had toilets with any 
water-flow facility. This left 68% of Brahmin/
Chhetri households with no toilet, as well as 
an extremely high proportion of Madhesi Dalit 
(90%) and Tarai Janajati (79%) households. 
Urban/rural differences indicate sharp dispar-
ity, with 52% of urban households versus 17% in 
rural areas having toilets (Tanka Prasad Acharya 
Memorial Foundation 2005). As a region, the 
Tarai has the lowest coverage of toilets.

Excluded groups are also highly vulnerable 
to HIV/AIDS, tuberculosis, and other com-
municable diseases. Nepal has the highest HIV 
prevalence in South Asia, with 0.49% of the 
population aged 15-49 being infected; the Joint 
United Nations Programme on HIV/AIDS 
(UNAIDS) estimates nearly 70,000 people are 
living with HIV.14 Nepal’s 1.5-2 million labor 
migrants account for 46% of the country’s HIV-
positive population, and thus HIV infection is 
reported highest in the Far-Western Region, 
where around 80-90% of households (predomi-
nantly Dalits and extremely poor) have at least 
one male member as a migrant worker. Only 
86% of Tarai/Madhes males had heard of HIV/
AIDS, compared to 95% of men from hill/moun-
tain groups. For women, the difference is greater: 
48% and 84%, in the Tarai and Hill/Mountain 
regions, respectively. In fact only 37-39% of 
OBCs, Madhesi Dalit and Muslim women have 
heard of HIV/AIDS compared to around 85% 
of the men of these groups. This is indicative of 

both socio-cultural realities and, perhaps, past 
program interventions that have failed to reach 
out to women in the Tarai region.

2.2.1.3 Income- and location-based exclusion in 
health

While three NDHS surveys from 1996 to 2006 
indicate that there has been a decrease in the 
difference between wealth groups for several 
indicators—contraceptive use, childhood immu-
nization, diarrheal disease, acute respiratory 
infection, under-five and infant mortality rates, 
and birth weight or size at birth (Health Sector 
Reform Support Programme 2008)—wide dis-
parities still exist. Although the poor suffer higher 
rates of mortality and morbidity, the richest fifth 
of the population spend 25 times more than the 
poorest on healthcare utilization (Prasai et al 
2006; Nepal National Health Accounts 2001-
2003). Wealth differentials within caste/ethnic 
groups are also wide. For instance, contraceptive 
use by the wealthiest Newars is 68% and only 
26% among the poorest (Health Sector Reform 
Support Programme 2008); among Muslims, too, 
the difference in contraceptive use between the 
poor (4%) and the rich (42%) is very stark. Among 
the wealthiest Brahmins/Chhetris, the use of 
SBAs during delivery increased from 39% to 66% 
from 1996 to 2006, compared to an increase from 
3% to 5% in the poorest quintile of the same group 
(Health Sector Reform Support Programme 
2008). Differences also exist between the wealthi-
est in different caste/ethnic groups (100% of the 
richest Newar and OBC children are fully immu-
nized, compared to just 50% of the richest Dalits). 
Surprisingly, 100% of the poorest Muslim chil-
dren are reported as fully immunized, perhaps the 
result of targeted interventions.

There are strong variations in poverty levels 
across regions, with populations in the Mid- and 
Far-West three times more likely to fall into the 
poorest category than the wealthiest (Kishor 
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2000; Turmen 2003; Koenen et al 2006). Place 
of residence is also likely to be a stronger determi-
nant for family planning than education, and has 
a strong bearing on life expectancy: which is 74 
in Kathmandu, but only 44 in Mugu. The out-
migration of men seeking employment increased 
the number of female-headed households, most 
notably in rural areas, from 12% in 1996 to 23% 
in 2006 (Kishor 2000; Turmen 2003; Koenen et 
al 2006), with female-headed households over-
represented in the two poorest quintiles (2001 
and 2006 NDHS). Overall, around 22% of the 
population still lack access to basic health facili-
ties, with 36% having to walk two to four hours 
to reach a motorable road.

These indicators are the result of a combina-
tion of poverty, discriminatory practices based 
on caste/ethnicity and gender, and regional 
exclusion. It is thus necessary to identify the dif-
ferentials between different social groups as well 
as between income levels in order to achieve the 
goal of universal access to health care.

2.3 Policy and Legal Framework and 
Programmatic Response: How Are 
the Barriers Being Addressed?

Another major determinant of health outcomes 
is Nepal’s policy and institutional context. This 
section addresses the first of these factors. After a 
brief review of the overall policy framework,15 we 
discuss the mandate of NHSP (Nepal Health 
Sector Program) 1 from a gender equality and 
social inclusion (GESI) perspective,16 and ana-
lyze the planned Nepal Health Sector Program 
Implementation Plan (NHSP-IP) 2 program 
supported by the sector-wide approach (SWAp) 
partners.

2.3.1 Overall policy and legal framework
As noted earlier, health as a fundamental right 
is assured in the Interim Constitution, and there 
has been considerable commitment by the gov-

ernment to invest in the health of its citizens. 
The Local Self-Governance Act, 1999, while 
generally silent on the specific topic of social 
inclusion, provided the practical first steps by 
requiring the participation of women, the poor 
and the disadvantaged in health facility man-
agement committees (HFMCs, detailed further 
below). International commitments have also 
created a positive policy environment. Among 
other agreements, as a signatory of the MDGs 
and the International Conference on Population 
and Development, Nepal has a commitment to 
improve maternal health and achieve universal 
access to reproductive health by 2015.

There are a number of other government 
policy mandates in reproductive health,17 child 
health, violence against women and HIV/AIDS 
that are positive from a GESI perspective. Some 
policies, such as the National Safe Motherhood 
and Newborn Health Long-term Plan, have 
identified gender equality, social inclusion and a 
rights-based approach as overlapping and com-
plementary objectives; the latter even includes 
equity and access as a separate output. Still, there 
is currently no clear definition of who constitutes 
the “disadvantaged,” “vulnerable,” or “excluded,” 
nor are there explicit requirements that group-
specific constraints be addressed.

A recent positive shift has been the recogni-
tion by the health sector that violence against 
women is a public health issue. In the recent 
national action plan against GBV, a health-
sector response was detailed; in 2006, marital 
rape was outlawed, though in practice this lacks 
enforcement. A national strategy on HIV/AIDS 
has been in place since 2002 and an updated 
strategy and action plan for 2006-2011 have 
been developed, which aim to reach all at-risk 
population groups. Recognizing the low access 
of female injecting drug users (IDUs) to services 
and the high rate of sexually transmitted infec-
tions among this group, the plan has targeted 
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them separately. But although the strategy seeks 
to ensure that the response to HIV/AIDs is 
rights-based and gender considerations are cen-
tral, these principles are not spelled out clearly 
enough. For persons with disabilities, mean-
while, availability of services is poor.

The traditional model of targeted service deliv-
ery for disadvantaged groups will not be enough. 
A demand-side approach is necessary, focusing 
on empowering individuals and groups to recog-
nize the structural causes of their situations and 
building their capacity to transform inequitable 
power relations. At the same time, attention 
needs to be given to the supply side: building the 
capacity of the health-delivery system and mak-
ing it more responsive and accountable to those it 
serves. A major part of this will need to be based 
on an improved understanding among policy-
makers, administrators and caregivers of the 
specific barriers experienced by different social 
groups (see Figure 2.1), and a commitment to 
develop, budget for and implement mechanisms 
to overcome these.

2.3.2 NHSP- IP 1: Achievements and 
gaps in improving health services for 
women, the poor and the excluded

The Nepal Health Sector Reform Strategy 
(2004) is at the center of MOHP’s ongoing 
SWAp, and is its core instrument for attaining 
MDGs 3, 4, 5 and 6.18 The Ministry’s NHSP-IP 
1, 2004-2009 (later extended to 2010), strongly 
backed by EDPs,19 was mandated to roll out 
key reforms, including decentralized healthcare 
delivery, free essential healthcare services, pub-
lic-private partnerships and pro-poor policies. 
Unfortunately, conceptual clarity regarding gen-
der and inclusion, and the need to address struc-
tural issues for marginalized groups, were absent 
in both.

The Vulnerable Communities Development 
Plan (VCDP) was prepared as a guide for 

NHSP-IP 1 to address social exclusion. It 
clearly presented the health status and problems 
of women, the poor and the excluded, and pro-
vided a plan to address issues at multiple levels. 
However, very few of these actions have been 
implemented—though the Ministry says that 
the VCDP has influenced the health discourse 
in general.20 While NHSP-IP 1 did not have a 
strong focus on equality and exclusion, this defi-
cit was somewhat addressed after the Interim 
Constitution declared health as a fundamental 
right. Since 2007, the government has responded 
with a number of pro-poor free healthcare poli-
cies21 and interventions.

2.3.2.1 Pro-poor programs
Addressing the economic barriers to services, 
three government programs have increased 
access for the poor, socially excluded groups and 
women. These schemes provide free services and 
medicines, cash for transport for institutional 
delivery, and remuneration for health workers 
attending home delivery.

Universal and targeted free care. Since 2007, 
three surveys have indicated that a high pro-
portion of Dalits have used outpatient services, 
illustrating that free health service has supported 
them. (Madhesis, Muslims and Brahmins/
Chhetris have also used these services.) In par-
ticular, there has been a steady increase in the 
number of women using the services, rising from 
53% to 73%. Similar trends are found for persons 
with disabilities. The very poor remain the larg-
est group using these services, improving from 
17% to 35% (Health Facility Surveys 2009). 
Yet, while utilization by marginalized groups 
increased,22 availability of drugs declined. Stock-
outs of essential drugs lasting more than one 
week increased at all levels (NHSP-IP 1 Impact 
Study 2009)—by 96% at hospitals and primary 
healthcare centers. Further, a study in 10 district 
hospitals revealed that most users, especially the 
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poor, remained unaware of the free care policy, 
to the point that many of the poor registered as 
non-poor and thus paid fees. However, the same 
study revealed that poorer groups were receiving 
a larger share of public subsidies at district hospi-
tals (Research Triangle Institute 2009).

Another recent study reported that the district 
and central bidding procurement processes impact 
negatively on drug supply. Additionally, more 
than 50% of prescribed drugs are not covered in 
the free drug scheme, and need to be purchased 
from private retailers. Service seekers report diffi-
culties in differentiating between free and not-free 
drugs, and are thus suspicious of health workers’ 
prescriptions. Often, prescribers are owners of 
private drugstores located just outside the health 
facilities (Sapkota and Shrestha 2009).

AAMA (Action Against Malnutrition through 
Agriculture) program. Financial assistance to 
women seeking skilled delivery care was started 
in July 2005,23 and has contributed immensely 
to addressing the economic barriers experienced 
by women: 89% of women delivering in an insti-
tution received the incentive (Department of 
Health Services 2009). While most women con-
tinue to deliver at home, institutional deliver-
ies increased from 8% in 1996 to 23% in 2009 
(Department of Health Services 2009). Field 
interactions indicate that the financial sup-
port is affecting socio-cultural practices, too. 
For example, in Doti, the practice of chhaupadi 
is being reduced as women are going to health 
facilities instead of being isolated in a cowshed, 
and dietary practices are changing as women 
gain mobility. Health facilities are eager to pro-
vide delivery services, as they earn money and are 
able to save and invest in their facilities. AAMA 
is seen to have led to major increases in 24-hour 
delivery services, while a 10-district evalua-
tion of the Safe Delivery Incentive Program 
(Powell-Jackson et al 2008) judged it to be effec-
tive in increasing skilled attendance at delivery. 

However, no impact was discernible for women 
living in the hills and a number of challenges are 
reported related to scheme management, fund 
flow and reporting. Following the introduction 
of the Safe Delivery Incentive Program, national 
usage of trained health workers at delivery has 
risen to 41% (HMIS 2009). MOHP has also 
introduced cash incentives for community-level 
health workers and a scholarship scheme for 
excluded candidates to attend medical school.

Other programs. Several focused pro-poor com-
munity-level demand-side programs have been 
addressing equality and inclusion since 2005, 
including UNICEF’s Women’s Right to Life and 
Health program (13 districts), the Nepal Family 
Health Program (NFHP) community activities 
(20 districts), Mother Infant Research Activities 
support to women’s groups in Makwanpur, 
CARE’s Maternal and Neonatal Health (MNH) 
program in Doti and Kailali, the Swiss Agency 
for Development and Cooperation (SDC) Rural 
Health Development Program (RHDP), and 
Department for International Development’s 
(DFID) Support to the Safe Motherhood 
Programme (SSMP) equity and access program. 
A notable success of these has been the develop-
ment of localized behavior change communica-
tions materials specifically designed for poor and 
excluded communities, increasing the coverage, 
and enhancing women’s empowerment and par-
ticipation in local health governance

2.3.2.2 Health facilities in remote areas
Physical facilities were expanded or upgraded in 
remote and underserved areas. Among others, 
this included the establishment of four district 
hospitals and five health facilities in traditional 
medicine services (Ministry of Health and 
Population 2010), and the scaling up of mobile 
clinics from 5-10 to 30-40. Recent government 
policy prioritizing the construction of peripheral 
health facilities has led to 80% of its draft 2009-
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2010 infrastructure budget being earmarked for 
rural facilities. While this will eventually improve 
access, a sizeable construction backlog currently 
exists. Further, the requirement that all new 
facilities be built on donated land has led to the 
construction of sites far from population centers.

2.3.2.3 Disaggregating health service utilization 
data

Since July 2009 the health management infor-
mation system (HMIS) has initiated a dis-
aggregated recording and reporting system, 
using 19 variables24 with caste/ethnicity coded 
into six groups.25 While all health facilities are 
recording by caste/ethnic groups, 10 districts 
have been identified to report the information 
upward to MOHP’s HMIS under a pilot pro-
gram. Discussion with HMIS staff26 indicated 
that they were anxious about the caste/ethnicity 
groupings—unsure who falls where and uncom-
fortable with some terminology (“upper caste”). 
They felt a more authoritative government docu-
ment was required, perhaps from the National 
Planning Commission (NPC) or the Ministry of 
Local Development.27 Additionally, expanding 
of reporting from just those attending the health 
facility to cover the whole country was challeng-
ing: staff felt that the training of all health work-
ers responsible for reporting would be expensive 
as would report preparation. They suggested 
that the number of indicators needed to be 
reduced and it would be more effective to focus 
on what was essential to make informed deci-
sions. Importantly, these data at present reflect 
only people who come to government health 
facilities, and hence even disaggregated informa-
tion would not in itself give a complete picture of 
the situation in any given location.

In response to output 8 of NHSP-IP 1, which 
focuses on HMIS improvements, a national 
strategy for the health sector information system 
(HSIS) was developed in 2005 to capture com-

prehensive disaggregated information, but has 
not been operationalized. Pilot implementation 
in three districts is planned, but has been slow to 
gain momentum.

2.3.2.4 Decentralization efforts in the health 
sector

The health sector reform strategy authorized 
local bodies to be “responsible and capable of 
managing health facilities” (MOHP 2004), 
and since 2002 some 1,433 out of 4,070 health 
facilities in 28 districts have been handed over 
to local bodies. Yet, while the health committees 
are responsible for overseeing the functioning 
of health staff, they have no authority over hir-
ing and firing. Thus, “[t]he responsibility of the 
management is not transferred in a true sense. 
People have no access to resources” (Paudel n.d.). 
Further, the National Health Training Center 
has no mechanism to track the performance of 
the HFMCs,28 and no study has been done on 
their post-handover performance.

HFMC formation is led by the health facil-
ity in-charge and members are, according to 
the guidelines, the village development commit-
tee (VDC) secretary, political leaders, health 
post officers, teachers and local health promot-
ers. Selection is not by the people but by the 
VDC secretary and health post in-charge, a 
process that can be vulnerable to political cap-
ture. Committees are required to have a certain 
number of women, Dalits and Janajatis, but the 
management guidelines say nothing about their 
responsibilities to address social barriers or to 
represent their identity groups’ view. Indeed, 
the understanding of members regarding the 
HFMCs’ function is uneven, particularly that the 
HFMC must also address social issues and com-
munity-level health education. Further, discus-
sions with field health workers suggest that they 
are rarely, if ever, involved in planning. While a 
study of 18 HFMCs indicated that representa-
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tion of women is high, in many cases, Dalit and 
women members had only token participation 
and no hand in decision-making (Gurung 2009; 
Dhakal 2009).

HFMCs are an important mechanism for 
bringing health services closer to the people, 
and have great potential to address GESI issues. 
A rapid survey of 21 facilities29 indicates that 
HFMCs have variously conducted immuniza-
tion, nutrition and sanitation-related programs; 
monitored medicine supply; organized infra-
structure repair work; conducted house-to-house 
awareness campaigns; and invested in establish-
ing outreach (gaun-ghar) clinics. Importantly, 
communities have frequently been supportive in 
improving the physical aspects of health facili-
ties. Several HFMCs have prepared a list of poor 
and marginalized people, and authorized them to 
receive health services free (http://nfhp.jsi.com). 
Appreciative inquiry work with HFMCs has led 
to improved capacity to address local needs,30 
though HFMC effectiveness is difficult to assess 
in the absence of any nationwide report.

The key issue identified by HFMC members 
is that meetings are not regular, and women, 
Dalit and Janajati members are often not 
informed about them. Further, there are very 
limited resources, infrastructure is poor, and 
there is no remuneration for volunteer members. 
As NHSP-IP 2 (MOHP 2010) states, “handing 
over of health facilities on a piecemeal basis…
invited a number of management confusions… 
[and] did not change the decision making power 
structure and accountability mechanisms. 
Upward accountability remained as usual; there-
fore, the health system was not able to hear the 
voice of people in a meaningful manner.” 

2.3.2.5 Private sector
The role of the private sector, including phar-
macies, in health service provision has devel-
oped quickly in the past decade and currently 

accounts for around two thirds of total out-of-
pocket expenses for health care. Private provid-
ers are found primarily in urban areas and the 
Tarai (though in hilly areas, too, health workers 
run pharmacies), and have increased disparities 
in hospital beds per population and physicians 
per population by ecological and development 
regions. The absence of an effective regulatory 
body with reliable data on private sector activi-
ties is recognized as a major weakness.

2.3.2.6 External development partner support to 
NHSP-IP 1

Several bilateral agreements between MOHP 
and various EDPs31 in support of the national 
long-term health plan are in effect, many address-
ing gender and inclusion issues. Examples are 
the USAID-funded NFHP, UNFPA, SDC’s 
RHDP, and international non-governmental 
organizations like CARE. Plan’s continued 
work with female community health volunteers 
(FCHVs) has ensured that these volunteer 
workers have continuous inputs for capacity 
building and, with the new FCHV funds, have 
the resources available to provide minor services 
to the people. GTZ/GIZ, along with other 
EDPs, has worked on decentralization in health 
systems and improving systems. These all con-
tribute to an improved environment to address 
GESI issues.

2.3.3 Nepal Health Sector Program-
Implementation Plan 2

NHSP-IP 232 has three key objectives: to 
increase access to and utilization of quality essen-
tial healthcare services; to reduce cultural and 
economic barriers to accessing healthcare ser-
vices and harmful cultural practices in partner-
ship with non-state actors; and to improve the 
health system to achieve universal coverage of 
essential health services. The results framework 
of NHSP-IP 2 demands disaggregated measure-
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ments. From a GESI perspective, the strength of 
NHSP-IP 2 is that it seeks to improve access to 
essential healthcare services in order to improve 
utilization of these services so as to improve health 
status—each of these especially aimed at the poor 
and the excluded (including women). With the 
second objective specifically addressing cultural 
and economic barriers, NHSP-IP 2 has a more 
rights-based approach and a sharper focus on 
equity and inclusion than did NHSP-IP 1.

The other two objectives also address and 
mainstream GESI issues. Objective 1 prioritizes 
improved access to essential healthcare services 
(an estimated 70% of the budget), while deepen-
ing “reach” to the poor and the excluded through 
incentive schemes. Objective 3 strengthens the 
health systems and addresses issues of gover-
nance, human resources management and key 
aspects that affect access to services and plans 
to provide financial protection against impov-
erishment due to illness. This objective will 
supplement MOHP’s oversight system with 
third-party monitoring. While GESI has thus 
been well mainstreamed, strategies for empow-
erment of women, the poor and the excluded to 
ensure their health rights have not been identi-
fied (MOHP 2010).

The Governance and Accountability Plan con-
tains a number of very positive plans and indica-
tors addressing staffing, inclusion, accountable 
governance and strengthening HFMCs. Likewise, 
a recently approved GESI strategy provides guid-
ance on mainstreaming gender and inclusion, and 
will be operationalized under NHSP-IP 2. It has 
defined target groups (though there is an over-
lap in the definitions of “poor,” “vulnerable,” and 
“marginalized”), and outlined three objectives and 
eight strategies to address policies and actions, 
though more specific guidance will be necessary 
for implementation. Previous experience (e.g., the 
non-implementation of the VCDP) indicates that 
significant political will is required and that GESI 

has to be a part of routine structures for such strat-
egies to be effective. DFID, the World Bank and 
the other pool funders will not earmark funds for 
specific components of NHSP-IP 2 but will focus 
on key results in the logical framework. Below, we 
discuss the support of two of the pool partners, 
DFID and the World Bank, to NHSP-IP 2.

2.3.3.1 Nepal Health Nutrition and Population 
and HIV/AIDS Support Project

The development objective of World Bank sup-
port to NHSP-IP 2 is to assist the government 
in improving the equitable delivery of health-
care services. The project comprises two com-
ponents: service delivery and health systems 
strengthening. There are a number of planned 
interventions that can increase access to services 
for women, the poor and the excluded but the 
necessary preparations have yet to be spelled out. 
Currently, the monitoring indicators do not cap-
ture progress on making healthcare more accessi-
ble to these groups; and only some indicators are 
disaggregated by income, and none by caste/eth-
nicity or sex. Further, of the 13 indicators, “social 
audits” and “training of SBAs” are the only ones 
that reflect any GESI element. The Governance 
and Accountability Plan has a number of indica-
tors that measure actions that can contribute to 
the improvement of health outcomes of women, 
the poor and the excluded, though without 
disaggregation.

2.3.3.2 Support to NHSP-IP 2, DFID 33

Output 234 of NHSP-IP 235 recognizes explic-
itly that non-technical interventions, particularly 
empowerment, will be important in addressing 
barriers and risk factors that adversely impact on 
excluded groups. DFID support has recognized 
that the GESI strategy will be key in guiding 
efforts to improve the supply side (e.g., improv-
ing staff diversity and addressing discriminatory 
attitudes of service providers) and the demand 
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side by reducing social risks (e.g., discrimina-
tory social practices). Effective GESI main-
streaming from MOHP to the community level 
will be operationalized and barriers of different 
social groups will be identified and addressed. 
However, these outlined measures require a bud-
geted action plan with dedicated responsibility of 
selected staff, which is not yet in evidence.

2.4 Health Sector Institutional Issues
In this section we deal with the second aspect of 
the “policy and institutional context” (shown in 
Figure 2.1). Institutional arrangements, the loca-
tion of responsibility for GESI, and institutional 
culture and attitudes of health service providers 
greatly determine the access of women, the poor 
and the excluded to health services. Following our 
framework, we assess various human resource-
related issues. Institutional culture and attitude 
of service providers are difficult to assess without 
in-depth reports but we draw from sample field 
reports and key informant experiences.

2.4.1 Adequacy of staff in facilities
The key challenge of human resource manage-
ment is related to sanctioned versus filled posts, 
deployment and retention, particularly in remote 
areas. Since the poor, women and the excluded 
have greater difficulties in accessing services that 
are at a distance and are more expensive, they 
are affected the most. An MOHP plan cover-
ing 2003-2017 aims to improve the utilization 
of the Ministry’s staff, but a severe shortage of 
staff continues to hamper provision, particularly 
at peripheral facilities. MOHP records a total 
of 25,239 employees, of whom 18,401 are tech-
nical personnel. From 1996 to 2006, there was 
no substantial improvement in the number of 
sanctioned positions of doctors and nurses. The 
NDHS for 2005-2006 reported that significant 
vacancies exist in hospitals (excluding at the cen-
tral level) and primary healthcare centers: 47% 

of doctor positions, 22% of staff nurse posts, and 
9% of assistant nurse midwife (ANM) posts. An 
additional concern is the acute shortage of SBAs 
needed to meet the MDG target; by 2009, less 
than one fifth of the target had been met.

While the local contracting of additional 
health staff by HFMCs has improved availabil-
ity and acceptability of service providers,36 few 
discernible changes are evident in recruitment, 
management, promotion and transfer prac-
tices at the center. MOHP’s human resource 
database allows for the tracking of staff by 
background but it is currently out of date and 
underutilized. Likewise, the Human Resource 
Information Center can generate information 
to support decisions related to human resources 
but there is hardly any demand for this informa-
tion. Sector human resource strategies have yet 
to be fully implemented, thereby allowing politi-
cal capture of key posts and distortions in staff-
ing patterns. Still, MOHP has implemented a 
two-year compulsory service scheme for physi-
cians who have studied on a government schol-
arship, and, to date, 280 medical doctors have 
thus joined peripheral health facilities. Robust 
arrangements at the most peripheral level allow 
the system to continue providing lower-level ser-
vices. Importantly, the number of FCHVs, the 
first point of contact for many, increased by 14% 
between 2001 and 2006 (NDHS 2006 data).

2.4.2 Level of diversity in Ministry of Health 
and Population staff

A disaggregation of 19,597 government employ-
ees in the health sector37 indicates that there are 
29% women and 71% men in the sector in gen-
eral. Compared to the national population, there 
is over-representation of Brahmins/Chhetris and 
Newars, almost equal representation of OBCs, 
and all other groups are under-represented (see 
Figure 2.2).

Of the 1,034 staff at the gazetted level, 16.34% 
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are women (including one woman secretary). 
Of the 14,204 staff in non-gazetted positions, 
34.67% are women. Finally, there are 4,359 staff 
without any grade, of whom 11.47% are women 
(see Figure 2.3).

Brahmin/Chhetri men of hill origin clearly 
dominate health-related decision-making, lead-
ing to limited availability of different language 
skills or understanding of differing social norms. 
A quota system for employment has been initi-
ated by MOHP, and, in 2009, an amendment to 
the Health Service Act (1996) required that 45% 
of vacant posts be reserved for women (33%), 
Janajatis (27%), Madhesis (22%), Dalits (9%), 
those with disabilities (5%), and those from 
“backward” areas (4%). However, the strategic 
plan for human resources has not identified any 
strategy by which to increase the representation 
of women in decision-making positions, or to 
increase caste and ethnic diversity.

Even FCHVs are primarily from Brahmin/
Chhetri groups and relatively better-off house-
holds, largely because women from extremely 

poor households (includ-
ing many Dalit women) are 
unable to volunteer for eco-
nomic reasons. Additionally, 
advantaged households are 
often unwilling to accept ser-
vices from Dalit FCHVs.38 
A recent survey reports that 
FCHVs represent Janajatis 
and OBCs at nearly their pro-
portion of the population, but 
Muslims and Dalits at only 
half their proportion. In quite 
a few Tarai districts, FCHVs 
have been largely recruited 
from Dalit castes—possibly 
because in that region child-
birth attendance is an occu-
pation traditionally filled by 
Dalit women. In contrast, in 

the hills, where this tradition does not exist, there 
are hardly any Dalit FCHVs, reducing the like-
lihood that Hill Dalit women will have access to 
such services (USAID 2007).

2.4.3 Location of gender equality and social 
inclusion responsibility

A gender focal point has been appointed in 
MOHP (as in all ministries) but has not been 
effective due to lack of resources, limited author-
ity and an institutional failure to link gender 
focal point responsibilities to the routine work of 
the sector.39 The recently approved GESI strat-
egy has proposed a GESI section in the Ministry 
and in hospitals at all levels and a network at the 
regional level. The Ministry-level section is to 
provide technical assistance in policy and pro-
gram development and implementation; ensure 
that monitoring and evaluation (M&E) capture 
GESI dimensions; build capacity of other units/
desks and focal persons; and coordinate between 
departments, sections and units for GESI. 

Figure 2.2: Diversity of Civil Personnel in the Health Sector

Source: Nijamati Kitabkhana, February 2010; analysis by study team.
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MOHP units are to monitor and coordinate, 
while the Staff Security Units (SSUs) in hos-
pitals are to increase access of target groups to 
hospital services.

These structures are still to be operationalized 
and the strategy has not detailed how these steps 
are to be carried out nor discussed the challenges 
and the lessons from the current practice of hav-
ing a gender focal person—generally agreed to 

have had little impact. Additionally, the role of 
the gender focal person with respect to the GESI 
section is not clear nor have specific resources 
been allocated for implementation. Yet, without 
detailed specification of the activities needed to 
attain the desired results, assignment of responsi-
bilities for these results to specific staff members 
and allocation of sufficient resources in the annual 
budget, implementation of the GESI strategy 

Note: DHF/M—Dalit Hill female/male; DMF/M—Dalit Madhesi female/male; JHF/M—Janajati Hill female/male; JTF/M—Janajati Tarai 
female/male; NF/M—Newar female/male; BCHF/M—Brahmin/Chhetri Hill female/male; BCMF/M—Brahmin/Chhetri Madhesi female/male; 
MF/M—Muslim female/male; OBCF/M—OBC female/male.

Source: Nijamati Kitabkhana, February 2010; grouped for the study based on GSEA caste/ethnic groupings.
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will not be effective. The VCDP also provided 
for GESI units and their capacity building but, 
as noted, it was never implemented. A review 
indicates that none of the other structures has 
been made specifically accountable for address-
ing GESI issues. In practice, GESI issues are pri-
marily addressed by local-level health facilities. 
But, unless they are given clear responsibility, 
neither decision-makers nor implementers are 
bound to ensure that the barriers facing different 
social groups are recognized and responded to.

The National Health Training Center, five 
regional health training centers and their respec-
tive sub-centers conduct several training programs 
every year but these do not include mainstreamed 
GESI training. Data are not available about gen-
der-related training programs but the investment 
is minimal.40 Conceptual clarity regarding gender 
equality and social inclusion is inadequate and the 
skills to apply such concepts are weak. A short ori-
entation on GESI is generally included in all train-
ing packages but inclusion issues and inequitable 
structures are not clearly addressed.

2.4.4 Motivation and attitudes of health 
service providers

Discriminatory attitudes of health workers con-
tinue to have a major bearing on user satisfac-
tion (RTI/CARE 2009). By contrast, positive 
experiences with health workers are commonly 
cited as the principal cause of client satisfaction 
(SSMP 2009). Common problems of poor pay 
and low motivation affect health service provid-
ers, yet research has confirmed that non-financial 
incentives are as important as monetary remu-
neration in retaining health workers in Nepal 
(WHO 2008). In particular, the fact that there 
are very inadequate incentives linked to perfor-
mance affects services to women, the poor and 
the excluded, as the effort required to provide 
services to these groups is higher. Work with 
HFMCs demonstrates that worker motivation 

can be improved through processes like appre-
ciative inquiry, which supports health facil-
ity managers to take on leadership roles and 
mobilize local stakeholder support to respond 
to their needs (SSMP 2010). GTZ/GIZ and 
UNFPA have supported quality of care strate-
gies. Training of health service providers through 
such strategies has contributed to improving the 
quality of care clients receive. 

2.4.5 Working environment
The working environment is not conducive 
to job satisfaction,41 especially for women and 
Dalits. For Dalit health workers, finding hous-
ing is a serious issue due to bias. Institutional dis-
crimination also exists as even competent senior 
women are rarely appointed as health facility in-
charges and workers from excluded groups have 
difficulty in accessing information on employ-
ment and education opportunities. Despite 
reservations, the recruitment and promotion 
system remains problematic due to an examina-
tion system that focuses on issues beyond prac-
tical experience, lack of support for examination 
preparation, and bribery and other malpractices 
used for transfers and promotions.

2.5 Program Activities and Budget 
Analysis

This section analyzes government and pro-
grams’ budget allocation to examine the extent to 
which resources are being spent on health sector 
activities that are expected in some way to help 
women, the poor and the excluded. The objec-
tive is to “follow the money” in order to assess 
what efforts have been made to address the issues 
that constrain these groups’ access to sector ben-
efits; analyze how much of the budget has been 
allocated and spent on such issues; and assess the 
degree to which government funding for these 
issues is channeled through targeted programs or 
integrated into mainstream programs.
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The government’s annual budget speech pres-
ents three different types of analysis of the budget 
from a gender and inclusion perspective: expen-
ditures in support of “inclusive development and 
targeted programs” are identified; the gender-
responsive budget (GRB) exercise is presented; 
and pro-poor expenditures are identified (Annexes 
8a, 8b and 8c of the annual budget speech 2009-
2010, respectively). The government budget 
speech allocated Rs 17,840,466,000 for health, 
of which none was categorized as “inclusive devel-
opment/targeted programs,” Rs 17,400,195,000 
(40% direct, 57% indirect) was categorized as 
gender responsive, and Rs 10,098,860,000 as pro-
poor (57% of the total budget).

We tried to identify how classifications 
were made and the process that was followed. 
Indicators are not specified for inclusive develop-
ment/targeted programs, but there are indicators 
for GRB42 and pro-poor budgeting.43 Our dis-
cussions with Ministry and line agency staff indi-
cate, however, that guidelines are not clear, and 
in the end it is left to the budget officer to catego-
rize and score the various budget lines to the best 
of his (it is primarily men) understanding. Since 
the scoring and indicators were not clear for the 
other two kinds of budgeting, we have focused 
on reviewing the government’s GRB indicators, 
identifying what sub-indicators are relevant, and 
whether this approach is effective for tracking 
GRB expenditures in the health sector.

As noted above, the annual budget speech 
for fiscal year (FY) 2009-2010 identified 40% 
of the health budget as directly supportive to 
women and another 57% as indirectly support-
ive; the remainder was neutral. However, there 
is a discrepancy in the government documents, 
as MOHP’s Electronic Annual Work Planning 
and Budgeting (e-AWPB) (2010) has specified 
17% for directly supportive and 70% as indirectly 
supportive, indicating the confusion that exists in 
doing GRB within government institutions. The 

e-AWPB assessment was done by the MOHP 
budget officer, while the annual budget speech 
was done by the Ministry of Finance (MOF).44

MOHP staff categorize all expenditure items 
in the health budget into the three catego-
ries (directly supportive, indirectly supportive 
and neutral) based on five indicators of gender 
responsiveness: participation, capacity building, 
benefit sharing, increased access to employment 
and income-earning opportunities, and reduc-
tion in women’s workload. However, these indi-
cators, which were developed in the context of 
agriculture, are not necessarily applicable in other 
sectors. There are no sub-indicators to guide the 
scoring of budget lines or assess how the activi-
ties budgeted contribute to the indicators. Also, 
the GRB indicators tend to be better at captur-
ing expenditures for targeted women’s programs 
than at picking up expenditures for efforts made 
in universal programs to mainstream GESI. 
Finally, of course, the GRB exercise focuses only 
on gender and does not capture expenditures 
aimed at increasing outreach to excluded groups.

Gender equality and social inclusion budget 
analysis
While we have assessed the existing GRB prac-
tice and indicators used, and identified possible 
sub-indicators for GRB analysis in health, we 
have also developed and applied our own ten-
tative GESI budgeting methodology. This is 
intended to capture expenditures that reach and 
support excluded groups and those that support 
women. Although there is no single rule about 
how to determine whether public expenditure 
is discriminatory or equality enhancing, there 
are some general principles that are discussed 
in gender-budgeting literature, which we have 
adapted.45 Our efforts here are intended as a first 
step to identify the approximate resource flows 
to these different purposes; but much more work 
and wider consultation are needed. We hope 
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that this initial attempt can become the basis for 
further collective work with MOF, the Gender-
responsive Budgeting Committee, sectoral min-
istries, donor agencies such as UNIFEM, and 
NGOs which are interested in tracking budget 
expenditures.

The GESI budget analysis assesses what 
activities have been planned/implemented that 
provide direct support to women, the poor and 
excluded social groups to address the barriers 
they experience in accessing resources and ben-
efits from health (e.g., incentives for pregnant 
women, etc); what are the efforts made to provide 
indirect support (e.g., providing disaggregated 
evidence of disparities, sensitivity training for 
healthcare practitioners, etc); and what amount 
is neutral, as it assumes that everyone will benefit 
equally. We have followed the GRB practice of 
three categories but have not followed the GRB 
indicators as they have not been very effective in 
application across the sectors.

The GESI budget analysis was carried out at 
two levels. First, we assessed national-level expen-

ditures in the health sector using the above crite-
ria. The annual MOHP budget for 2009-2010, 
covering 39 programs, came to a total of Rs 
13,254,910,000.46 Our analysis resulted in the 
breakdown shown in Table 2.1. Directly sup-
portive or targeted programs for the poor and 
women amounted to nearly a quarter of the bud-
get, with an additional 1% and 2.7% directly sup-
portive of adolescents and people in remote areas 
respectively. There were no expenditures directly 
supportive of Janajatis, Dalits or Madhesis per 
se—though, of course, many patients from these 
groups were served by the system. We were able 
to identify between 0.34% and 0.42% of the 
budget as indirectly supportive of these three 
groups—in others words, expenditures on efforts 
to mainstream these groups into the healthcare 
system. Indirectly supportive expenditures for 
the poor, women and adolescents were 1.3%, 
8.4%, and 1.2% respectively.

The next step was to move to the district level 
to ground truth both the national-level GRB 
exercise and our own GESI analysis in two dis-

Table 2.1: Gender Equality and Social Inclusion Budget Analysis of Annual Ministry of Health and 
Population Health Program 

(Total budget Rs 13,254,910,000)

Targeted 
group

Directly supportive Indirectly supportive

% of 
budget

Examples of activities
% of 

budget
Examples of activities

Poor 14.43 Free treatment, free healthcare, orientation on 
TB for freed Kamaiya

1.31

Women 9.93 Maternity incentives, support to FCHVs, 
addressing GBV, treatment of patients 
in maternity hospital, nutrition support 
for pregnant women, abortion tools and 
equipment, minilap tool sets, uterine prolapse 
surgery, monitoring of AAMA, celebrating FCHV 
Day, monitoring expenses for reproductive 
health, etc

8.48 Equipping birthing centers, facility 
development and consumption cost 
of maternity hospital, procuring 
contraceptives, family planning clinic 
activation, procuring vasectomy sets, 
preparing International Conference on 
Population and Development+15 manual

Adolescents 1.00 Training on HIV/AIDs 1.17 Survey, training manual development, etc

People from 
remote areas

2.72 Telemedicine programs in remote districts, 
infrastructure support to remote health facilities, 
radio program in remote districts

Janajatis, 
Muslims, 
Madhesis

0.34–
0.42

Information, education and 
communication (IEC) materials, radio 
programs in different districts/languages, 
etc

Source: MOHP annual budget, 2009-2010; analysis by study team.
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tricts,47 Kavre and Morang. We first worked with 
the district health office (DHO) staff to assess 
the current approach to GRB they were using. In 
consultations at the district level, officers stated 
that of the five GRB indicators, only participa-
tion, capacity building and benefit sharing were 
relevant to assess the gender responsiveness of 
health budget items. They were aware of a num-
ber of positive policy provisions48 mandating that 
benefits reach girls/women, the poor and the 
excluded, and felt these automatically ensured 
that the entire budget would be responsive to 
women or specific excluded groups. In reality, 
this has proven to be a problematic assumption.

Next, we worked with the DHO staff to do a 
GESI analysis of the district-level health budgets 
using directly supportive, indirectly supportive 
and neutral categories.49 The results are shown 
in Table 2.2.

Great effort has been made by MOHP to 
address the barriers faced by women and poor 
groups, but for other groups the assumption 
seems to be that benefits will automatically 
reach them through implemented activities. 
The directly supportive and indirectly sup-
portive expenditure of the annual budget for 

women totals 18%, primarily for family plan-
ning, reproductive health issues and building 
capacity of FCHVs. As noted previously, given 
the immense contributions by FCHVs, funds 
for their capacity building are essential. But 
almost no activities or funds have been planned 
to address the barriers of women, the poor and 
the excluded discussed in Section 2, or the 
structural issues that constrain their access. 
This indicates that a more conscious recogni-
tion of the need to address such socio-cultural, 
empowerment and governance issues, along 
with core technical health services, is required. 
The key issues are the criteria, indicators and 
process of budget review.50 Government analy-
sis classifies a majority of activities as directly 
or indirectly contributing to women, based on 
government directives regarding services to 
them. A deeper analysis, however, indicates 
that no activities are budgeted to address the 
specific gender-based barriers that women 
experience. These are necessary even within a 
universal program so that structural barriers 
are addressed and a more even playing field 
created—only then can GESI be considered to 
have been mainstreamed.

Table 2.2: Gender Equality and Social Inclusion Budget Analysis of Annual Program, District Health Office 
Kavre and District Public Health Office Morang

(Rs 78,720,450*)

Targeted 
group

Directly supportive Indirectly supportive

% of 
budget

Examples of activities % of 
budget

Examples of activities

Kavre (total budget Rs 31,486,450)

Women 15.77 Services to pregnant women, safe delivery 
incentive, procurement and distribution of 
delivery equipment

24.80 Review of reproductive health at district level, 
printing of nutrition material, interactions for 
control of iron deficiency, review of nutrition 
program, etc.

Youth 24.80 Training about reproductive health, sex, and 
HIV/AIDs

Morang (total budget Rs 47,234,000)

Women 27.49 Services to pregnant women, safe delivery 
incentive, procurement and distribution of 
delivery equipment

33.88 Health- and nutrition-related materials, 
permanent family planning program, computer 
training to focal person of reproductive 
healthcare

* Combined DHO budgets of Kavre and Morang.
Source: DHO, 2008-2009, MOHP annual budget, 2009-2010; analysis by study team.
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2.6 Monitoring and Reporting
MOHP. Current monitoring mechanisms51 
produce significant information but systems are 
quite scattered and there is limited analysis per-
formed. Gender- and age-disaggregated data are 
collected, but information regarding service uti-
lization by the poor and the excluded is not inte-
grated. As discussed above, a pilot for reporting 
caste/ethnicity-disaggregated data is ongoing, 
but a number of challenges have been identi-
fied, including managing such huge amounts 
of data. Although regular reviews take place at 
multiple levels, these meetings do not system-
atically discuss issues of service to women, the 
poor and the excluded. A key issue is that prog-
ress is measured against planned targets; if there 
were planned targets for women, the poor and 
the excluded (other than for maternal health, 
which exists), monitoring would be forced to 
report against them. Joint annual program 
reviews are also done among central-level gov-
ernment officials, EDPs and other major stake-
holders, focusing on macro-level indicators and 
progress against EDP commitments. Some 
earlier reviews have reported discussion about 
the implementation of the VCDP but there has 
been no action taken.

NHSP-IP 2. Addressing some of the above 
gaps, the results framework of NHSP-IP 2 
has clearly stated objectives and indicators. 
While other indicators are disaggregated, 
the impact-level targets are the same for all 
groups. The impact-level targets and risks/
assumptions/remarks column do not recog-
nize this difference, or the fact that planned 
and properly resourced interventions will be 
required for groups facing additional social 
barriers. NHSP-IP 2 has planned to scale up 
the HMIS/HSIS if feasible, and mandatory 
annual social audits and surveys at each level 
are planned. The results framework does not 
identify any action to revise the existing moni-

toring and evaluation (M&E) processes, how-
ever, and there is a need to advocate with the 
National Planning Commission, which sets 
these formats.

DFID logframe of support to NHSP-IP 2. The 
logframe states that all indicators (from purpose 
level) are to be GESI disaggregated. Output-
level indicators also require disaggregated infor-
mation, and measure not only physical health 
outcomes but also satisfaction with healthcare 
at district facilities, and the number of cases 
recorded, treated and referred related to GBV in 
health facilities.

Results and monitoring framework for World 
Bank-supported Second Health Nutrition and 
Population and HIV/AIDS Project. This proj-
ect’s only objective is improved essential health-
care service delivery, with two subcomponents 
on service delivery and system strengthening. 
The third NHSP-IP 2 objective, of tackling 
socio-cultural constraints and harmful practices, 
is not addressed. Indicators are disaggregated 
along income quintiles, but caste, ethnicity and 
sex disaggregation is not asked for consistently52 
and there is no clear commitment to try to reduce 
disparities in access to services or in health/nutri-
tion outcomes.

2.7 Good Practices and Lessons Learned
In this section, we discuss some practices that 
have been found effective to address the struc-
tural barriers limiting access to health of girls/
women, the poor and the excluded, and the les-
sons drawn from these efforts.

2.7.1 Good practices
We have divided these into practices aimed at 
improving the delivery of health services (supply 
side), and those that seek to increase the ability of 
the potential service seekers to influence the type 
of services they receive and get effective access to 
them (demand side).
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2.7.1.1 Supply side
Favorable government policies resulting in more 
progressive plans, programs, and provisions. With 
the Interim Constitution declaring health as a 
fundamental right, MOHP-initiated programs 
(universal and targeted free services, maternity 
incentives, etc) have contributed to improved 
health outcomes of women and the poor. Other 
provisions (grant for medicated mosquito nets, 
issue-specific transport compensation and sub-
sidies, free treatment of third-degree prolapse) 
are positive government efforts to address group-
specific issues.

Building local change agents and strengthen-
ing institutional actors (Valley Research Group 
2009). Working with existing institutional 
structures to forge coalitions for change at dis-
trict level and below has proven to be effective. 
Capacity strengthening of district administration 
and political parties, health providers and admin-
istration, VDCs, NGOs, community-based 
organizations, FCHVs and women’s groups by 
SSMP, CARE53 and RHDP54 led to improved 
service delivery.

Strengthening HFMCs. Client-oriented, pro-
vider-efficient initiatives of GTZ (GIZ)/SSMP/
UNFPA, participatory learning and action 
(GTZ/GIZ), Reflect (CARE/NFHP) and oth-
ers, and appreciative inquiry (SSMP/UNFPA) 
processes have helped to improve selected 
HFMCs. In UNFPA/NFHP-supported proj-
ect areas, HFMC members, health facility staff, 
all FCHVs, clients, activists and members of 
excluded groups use tools to identify gaps and 
priorities, and develop action plans to identify 
local solutions. Dalit health subcommittees of 
11 members with 50% women have been estab-
lished in UNFPA-supported program areas.

A recent study (Subedi and Paudel 2010) 
indicated significant benefits of appreciative 
inquiry.55 Improvements brought about by this 
included awareness of the importance of quality 

management, improved relations between health 
workers and service users (and facility managers) 
and greater local commitment to support health 
facilities. However, the principal significance of 
appreciative inquiry in furthering GESI objec-
tives is its potential to strengthen HFMCs.

Efforts to disaggregate monitoring and report-
ing information have increased. The NDHS was 
reanalyzed for different caste/ethnic and regional 
groups. The facility reports now disaggregate 
information by income and caste/ethnicity, and 
MOHP has taken initiatives to disaggregate 
HMIS information.

Scholarships. Initiatives such as the annual 
scholarship fund to allow candidates from disad-
vantaged backgrounds to become MBBS doctors 
and scholarships to girls from Dalit families for 
ANM studies have proven to be effective, but 
need to be strengthened.

2.7.1.2 Demand side
Working partnerships. Establishing partnerships 
with local groups is an effective means of infor-
mation dissemination, community mobilization 
and facilitating the interface between service pro-
viders and community members (especially the 
excluded). Significantly, in 2008-2009, MOHP 
approved its first use of financial aid to allow 
DHOs to contract local NGOs to increase access 
to services, particularly by women, the poor and 
the excluded. Some new initiatives with the cor-
porate sector are also promising, such as domes-
tic airlines operating out of remote mountain 
districts agreeing to hold seats on each flight for 
medical evacuations, and the supply of CDMA 
telephone handsets to health workers.

Community-based emergency funds. To address 
health needs, funds at the community level have 
proven very useful for the poor and women. The 
SSMP Equity and Access program, managed by 
ActionAid working through local NGOs, helped 
to establish over 3,500 such funds in 2005-2010, 
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with 80% utilized by families from poor and 
excluded groups. In recent years, most of the 
mothers’ groups have a savings and loan scheme 
as part of their monthly meeting agenda and use 
this for meeting health emergencies. VDCs sup-
ported by RHDP/SDC have also established 
functional emergency health funds, which have 
been used primarily for safe motherhood services 
(RHDP 2009).

Empowerment and community education. 
Where efforts have mobilized communities to 
reflect on social norms that work against safe 
motherhood, there has been an increase in access 
to services (Valley Research Group 2009). In 
communities where various techniques of com-
munity empowerment (REFLECT, partner-
defined quality [PDQ], HFMC strengthening, 
mobile mothers’ groups and FCHV leadership 
building) were applied by CARE,56 preventive 
measures by community have increased, qual-
ity of service has improved and service utiliza-
tion has increased tremendously (e.g., coverage 
of under-fives’ vaccination, reduced incidence of 
diseases related to personal hygiene, increased 
antenatal care visits, and institutional deliveries, 
and Antiretroviral [ARV] centers established 
[Sitaram and Acharya 2006]). GTZ/GIZ, 
through its project on  Poverty Alleviation in 
Selected Rural Areas, has had a similar experi-
ence with participatory learning centers, which 
have seen significant success in mobilizing people 
for better sanitation practices. Members of a cen-
ter in Majkot VDC, Jajarkot, were able to resist 
a cholera outbreak that took more than 300 lives 
by spreading good health messages among the 
community and promoting hygienic behavior 
(PLC evaluation report 2010).

Program interventions addressing socio-cultural 
barriers have improved practices, resulting in, 
among other things, empowerment of women, 
increased antenatal visits, better nutrition and 
improved knowledge of HIV and AIDS (Valley 

Research Group 2009). Nutrition improved in 
districts like Tanahu and Jumla, where United 
Mission to Nepal (UMN)-supported nutrition 
programs were implemented.57 Training on psy-
chosocial issues by the RHDP has also helped in 
reducing fear among children and addressing the 
effects of conflict in health.

Social accountability mechanisms. Social audits 
and similar tools such as partner-defined quality 
(PDQ) and quality assurance initiatives (CARE, 
Save the Children US, Nepal Family Health 
Program I) have provided increasing oppor-
tunities for civil society, including community 
groups, to press for greater accountability of the 
health delivery system. These have the poten-
tial58 to ensure the active participation of women, 
the poor and the excluded. The PDQ approach 
involves assessing quality issues from the perspec-
tive of both health facilities and the community, 
and then jointly developing action plans. Projects 
have sought to empower the management of 
community health services and to strengthen 
the partnership between the community and 
the health facility. NHFP/USAID, though its 
Community and Health Facility as Partners, 
has given technical input to health facility staff, 
HFMCs and other community members dur-
ing the PDQ process, and through this has con-
tributed to improvements in quality of services, 
skills and understanding of responsibilities. 
There has been an increased sense of ownership 
of health facility programs among HFMC mem-
bers (http://nfhp.jsi.com). RHDP has worked 
with HFMCs in 25 districts to strengthen their 
capacities.

Incorporating an inclusion perspective in course 
curriculum. The Institute of Medicine has incor-
porated a community-based approach to health, 
offering related theoretical and practical classes.59 
This builds students’ understanding of social 
issues and enables them to contextualize their 
technical learning.
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increased due to delayed release of funds and 
misuse, exacerbated by lack of accountability 
and specifications defining standards. An active 
HFMC and hospital board could monitor the 
level of drug supply in health facilities, control 
local malpractice, and ensure that stock-outs are 
dealt with on time. The newly approved drug 
procurement policy will also ensure that quality 
drugs are procured on time with transparency.

Targeted behavior change interventions are 
necessary to change attitudes of service pro-
viders. Overcoming deeply set informal resis-
tance to social inclusion remains the greatest 
challenge facing the health sector but experi-
ence suggests that this can be dealt with in part 
through participatory learning and action by 
health workers and reinforcement workshops 
(Sapkota and Shrestha 2009). The SSMP (and 
the Nepal Safer Motherhood Project earlier) 
likewise worked on improving interpersonal 
communications between clients and health-
care providers. Such efforts reconfirmed what 
other studies (Crow et al 2002; D’Ambruoso et 
al, quoted in Clapham et al 2008) have demon-
strated: patient-provider relationships greatly 
influence service use.

Addressing socio-cultural barriers can make a 
difference in improved health outcomes. Experience 
shows that knowledge and awareness of women 
and decision-makers in their families and com-
munities regarding practices that impact nega-
tively on health improved after continuous work 
for a period (e.g., nutritional levels of women 
and children improved after sustained field-
work regarding feeding and dietary practices by 
National Planning Commission Secretariat).

A multi-sectoral approach to address barriers is 
required for women, the poor and the excluded 
to have increased access to health services because 
these groups experience multiple exclusions (e.g., 
CARE’s non-health programs support com-
munity groups for resource mobilization and 

2.7.2 Lessons learned
Targeted interventions are important, but GESI 
needs to be mainstreamed in universal programs. 
MOHP has addressed issues of the poor and 
women, contributing to increased access to ser-
vices. But similar efforts to reach out to Dalits 
and other socially excluded groups are not evi-
dent. Gains will come when those designing and 
implementing mainstream programs begin to 
recognize that these programs can impact differ-
ently on different people. Additional activities 
within universal programs can make untargeted 
programs more accessible for women, the poor 
and the excluded (e.g., sanctions for discrimi-
natory behavior of service providers and, con-
versely, incentives for respectful behavior).

Institutionalizing gender and inclusion in bud-
geting requires further clarity and capacity. The 
government has very seriously initiated GRB, 
but conceptual confusion remains in categories 
and criteria. MOHP has thus been unable to 
internalize the GRB process effectively or use 
the information for informed policy-making. 
Nor has the inclusion dimension been system-
atically incorporated, suggesting that much 
remains to be done to develop a simple, logical, 
relevant process of budget analysis that is able 
to capture multiple dimensions of social exclu-
sion and ensure that public funds are best used 
to reduce it.

Institutional structures for GESI need to be made 
functional. Merely creating structures is insuffi-
cient as the position of gender focal point in dif-
ferent ministries has demonstrated. Resources, 
authority and capacity are essential for the posi-
tion to be influential. Clear responsibilities, links 
with the sector’s core work, and clear lines of 
accountability are also critical.

Governance and community-based monitoring 
are essential for schemes delivering services to the 
poor. Free healthcare has improved utilization of 
health services by the poor, but stock-outs have 
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all programs target people living with HIV and 
AIDS, women, the poor and the excluded, which 
enables these groups to improve their capacities 
for accessing health services). There is evidence 
of higher education (especially of women) leading 
to improved family health. Improved connectiv-
ity through better transportation infrastructure 
and improved water supply and sanitation facili-
ties are necessary for improving health outcomes. 
Thus, MOHP needs to work systematically with 
other sector ministries.

Limited understanding of the impact of social 
issues on technical outcomes of health remains a 
problem. Often, GESI is considered a distrac-
tion, as professionals in the sector argue that 
everything is meant for all citizens. However, 
indicators demonstrate that there are con-
straints experienced by certain groups which 
continue to bar them from access to supposedly 
universal services. GESI-responsive program 
design and implementation, based on system-
atic analysis and continuous feedback, can make 
all the difference in access to healthcare for 
excluded groups.

2.8 Mainstreaming Gender Equality and 
Social Inclusion: The Way Forward 
in Health

Based on this analysis, operational guidance 
for application/mainstreaming of GESI in the 
health sector is discussed below. Ideally, GESI 
must be a regular part of each step of program/
project design, implementation, monitoring and 
reporting. But what is essential is recognition of 
the different assumptions, beliefs and experiences 
underpinning the health situation of women and 
men from different social groups. NHSP-IP 2 
has already been designed and begun operation 
with an inherent GESI strategy and the generic 
steps below should be approached in the context 
of this existing sector-wide program. Against the 
backdrop of the preceding analysis, the following 

steps should be read as guidance on what might 
be done to complete the process of operationaliz-
ing GESI in NHSP-IP 2, and ensuring the effec-
tive implementation of the GESI strategy.

2.8.1 Identify barriers

2.8.1.1 Analyze existing power relations, and 
the formal and informal institutions 
that reinforce and perpetuate social and 
economic inequalities

Gender inequality and social exclusion in health 
are linked to the wider socio-cultural and politico-
economic context. Often, the “barriers” we need to 
remove or work around in order to provide more 
equal access to health are part of interconnected 
formal and informal institutions or “rules of the 
game” that structure Nepali society. These insti-
tutions or systems allocate privileges and obliga-
tions to individuals and groups in accordance with 
different roles (e.g., district health officers, doc-
tors, other health workers, HFMCs, patients) or 
ascribed characteristics (female, Brahmin, Dalit, 
Madhesi, etc). Some of these institutions are for-
mal, with formal rules and procedures. Our proj-
ects/programs work with these systems and try to 
improve them so that they can deliver health ser-
vices more effectively. We are aware that chang-
ing these “rules” upsets some stakeholders who 
have benefited from them in the past. This is why 
we always need to be aware of the local “political 
economy,” so that we can include ways to keep 
these stakeholders from blocking needed changes. 
Here, we also have to think about the more “infor-
mal” institutions, the ones that are deeply embed-
ded in people’s values, beliefs and ways of doing 
things. Some of these—like the gender system 
or the caste hierarchy—are so deeply ingrained 
that people often follow such informal “rules” 
without being aware of it. While not all of these 
practices are negative (e.g., taking care/respecting 
elders), some of these informal “rules” keep some 
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groups from getting full access to the benefits of 
development.

2.8.1.2 Start with the formal systems
Review the sector policies. It is important to assess 
the existing policy mandates that provide the 
space to work on GESI issues in the health sec-
tor, identifying policies that enable and con-
strain as well as policy gaps. A review of existing 
programs of MOHP and other actors needs to 
assess awareness of gender and social exclusion 
and identify strengths (and potential champi-
ons), blockages and areas for improvement.

Review sectoral and project budget, and M&E 
system. How well are the positive policy and pro-
grammatic provisions resourced, and where are 
resources inadequate? How does money flow, 
and who makes the decisions along the way? If 
funds are allocated at local levels, how inclusive 
and transparent are the bodies making these deci-
sions? Does the M&E system capture disaggre-
gated information? Who collects and analyzes 
this data? At what level are the M&E results 
shared?

2.8.2 Design and implement policies and 
programs

It is necessary to develop new mechanisms to 
address identified barriers, particularly those 
limiting utilization of services by women, the 
poor and the excluded.

2.8.2.1 Demand side
Real change must happen at the local level but 
communities need help in breaking out of old 
patterns. Here are some of the approaches that 
have been effective and need to be upscaled.

Empower communities. Both the excluded 
and the non-excluded need to be empowered to 
address inequitable power relations and social 
practices. REFLECT-type processes have proven 
very effective in building consensus and capacity 

for social action against identified issues60 (e.g., 
creating an enabling environment for maternal 
and neonatal health [MNH] service utilization, 
or preventing a cholera epidemic, as noted previ-
ously). Such processes can be helpful in address-
ing medicine stock-outs, discriminatory staff 
behavior and harmful social practices that nega-
tively impact on health.61

Create/strengthen community-based funds to 
make it easier for women, the poor and the 
excluded to get cash rapidly to bear the costs 
associated with getting medical care, apart from 
the free essential healthcare services. This is par-
ticularly important for women, who often need 
to ask permission from family members to use 
cash. These funds also help to improve nutrition 
supplementation, especially of malnourished 
children, pregnant or newly delivered mothers 
and ARV users.

Develop localized behavior change communica-
tion materials in local languages, using a range of 
media to address specific discriminatory beliefs. 
Materials from the National Health Education 
and Communication Center give key health mes-
sages but do not adequately address issues of gen-
der-, caste- and ethnicity-based discrimination.

2.8.2.2 Supply side
Strengthen the GESI unit, staff capacity and 
authority from the center up to local levels
Implementation guidelines and criteria/proce-
dures must be developed through wide consul-
tation to orient service providers on the GESI 
strategy and gather inputs, followed by a bud-
geted roll-out plan. Working with the Ministry 
of General Administration, all job descriptions 
must be revised to ensure that they are gender and 
inclusion sensitive, and clearly identify responsi-
bilities, lines of accountability and deliverables. 
A GESI section with desks must be established62 
in MOHP as planned, the terms of reference for 
which must clearly state its role, human resource 
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requirements, and how its results will be moni-
tored. The capacity of these desks must be 
strengthened so that they can provide technical 
support for GESI mainstreaming and monitor-
ing from a GESI perspective.

Affirmative action is necessary to increase the 
diversity of service providers and fulfill the pro-
visions of the amended Health Service Act. 
Multiple actions are required: scholarships; tax 
incentives to private medical colleges to take 
students from excluded communities; efforts by 
NGOs and medical professional organizations 
to coach candidates from excluded communities; 
selective recruitment, with conditions that candi-
dates return to their home communities to work; 
and exploring options for local, transparently 
managed recruitment by HFMCs. The human 
resource strategy needs to be revisited to identify 
creative ways to address these issues.

Deploy skilled staff where they are most 
needed, increase skills and improve attitudes 
of service providers
Absenteeism and the lack of trained health ser-
vice providers particularly affect services for 
women, the poor and the excluded. NHSP-IP 
2 has identified a number of measures for bet-
ter deployment and retention of staff serving in 
remote areas. These must be implemented but 
with an effort to localize health worker selection.

Culturally and linguistically competent care. The 
skills of service providers to recognize GESI 
issues and identify ways to respond to them have 
been inadequate. To address this, the curricula for 
different courses have to incorporate and explain, 
practically and logically, the GESI aspects of the 
technical services to be provided. There is a need 
to build capacity and sensitize service providers 
on the particular needs of different social groups, 
and how their own behavior can discourage cli-
ents from excluded groups. Incentives and sanc-
tions must be created to encourage health service 

providers at all levels to be sensitive to members 
of all social groups. Arrangements must be made 
with community groups for language interpreta-
tion in order to ensure effective communication 
with service providers. Space must be created for 
local groups to present information about their 
community’s health beliefs, practices and histo-
ries. If some of these practices are seen by health 
providers to be negative, they should initiate a 
community dialogue.

Targeted behavior change interventions for 
health workers have resulted in positive out-
comes. For instance, while three years ago 17% of 
community members felt discriminated against, 
all respondents of a subsequent survey stated they 
had not experienced any discriminatory behavior 
from health workers. This was explained as being 
due to continuous dialogue, interactions and 
training (Sapkota and Shrestha 2009).

Strengthen and give clear authority to HFMCs
HFMCs are the structures authorized by the 
government at the community level and are well 
placed to be the coordinating link between peo-
ple and service providers, and also to act as the 
watchdog to ensure equitable and reliable ser-
vice to the community. HFMCs require capacity 
building and technical guidance on how to per-
form their many responsibilities and maintain 
strong links with the community, thus requir-
ing block grants63 (learning from the practice in 
education and school management committees), 
with proper and effective implementation guide-
lines, operational procedures and accountability 
mechanisms. Governance rules for the forma-
tion and operation of HFMCs need to be clari-
fied: allowing selection of women and members 
of excluded communities by women and the 
excluded people themselves, reflecting GESI 
responsibilities more clearly in the roles of the 
chair and members, and taking a prominent role 
in community-based monitoring activities.
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Improve planning, programming and budget-
ing processes
Develop programs with the community, identifying 
what approaches would assist women, the poor 
and the excluded to gain easier access to services. 
The current MOHP planning process does not 
provide the space for genuine community-level 
consultation, and is out of sync in terms of tim-
ing with the VDC and district development 
committee (DDC) planning processes that do 
involve communities.

Use alternative methods of getting services to 
communities. Outreach clinics, focused health 
camps, adjusted timings, mobile clinics and 
other such measures address important time 
and mobility barriers of women, the poor and 
the excluded.

Plan and incorporate targeted activities. Targeted, 
group-specific interventions within the univer-
sal programs are required to reach those whose 
health indicators are poor (e.g., to reach the TFR 
target of 2.1 of NHSP-IP 2, specific efforts have 
to be made to reach the 30% of the population 
whose TFR at the moment is nearly 4.0).

Key health issues need to be addressed sys-
tematically by both government and non-govern-
ment agencies, with sufficient budget allocations. 
For nutrition, for instance, an excellent recent 
study identified substantial changes in food and 
healthcare behaviors that are deeply rooted in 
cultural custom, and has recommended a truly 
community-based nutrition program, utilizing 
existing community structures as entry points. 
From a GESI perspective, these need to be 
nuanced enough to respond to vast socio-eco-
nomic differences, and should be included in the 
MOHP annual plan.

Multi-sectoral coordination mechanisms are 
necessary from national to community levels to 
address barriers that the health sector is unable 
to address alone. But this will not occur unless 
there is in-depth work with NPC to encourage 

it to issue directives for joint action plans encom-
passing different ministries.

GESI budgeting as a tool can identify the kinds 
of activities budgeted/spent for, but the current 
GRB budgeting criteria and process provided 
by MOF require revision. In particular, we sug-
gest three points. First, GESI budgeting should 
be done simultaneously with program develop-
ment and as part of every annual budget plan 
during implementation. Second, when prepar-
ing programs, ensure that activities/sub-projects 
address the barriers to access faced by women, 
the poor and the excluded, and an adequate sum 
is allocated for these activities. Targeted pro-
grams in health are necessary for women due to 
their biological needs. These targeted programs 
must address gender relations that limit women’s 
health outcomes. Similarly, targeted programs 
to address untouchability issues in health ser-
vice might need to be built into program activi-
ties. Third, part of effective mainstreaming is 
to create an enabling environment, by chang-
ing policies, procedures and assumptions. This 
requires funds for research, advocacy and capac-
ity building of men, non-excluded and the not-
so-poor. For GRB, the criteria need to be revised. 
Participation, capacity building and benefit shar-
ing have to be given more weight, and the other 
extraneous indicators dropped. See Annex 2.1 
for suggested sub-indicators.

2.8.3 Monitoring and reporting
Social audits have been planned and can be a use-
ful tool to strengthen accountability, particularly 
to determine how accessible various services are 
for different groups. However, the guidelines 
will need to clearly detail the process, perhaps 
provide professional facilitation for the initial 
rounds, and ensure the participation and inputs 
of women, the poor and the excluded.

Community-based monitoring, with an agree-
ment between HFMCs and community groups, 
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 Table 2.3: Gender Equality and Social Inclusion in Existing Monitoring Process

Monitoring 
meetings

Existing process 
and discussion

Suggested process from a GESI perspective

Information collection/discussions People involved Reporting

Monthly meetings

VDC level No regular 
meetings

•HFMC to meet and identify issues of 
access to health services of all people; 
disaggregated monitoring format* to be 
used

•FCHVs, health workers, 
health post in-charge, 
HFMC representatives, 
project/program staff

•Health post in-charge 
to coordinate

•Disaggregated 
attendance register to 
be maintained

Report for monthly 
ilaka-level meeting 
to be prepared 
with disaggregated 
information

Ilaka level Held regularly 
under primary 
healthcare 
center in-charge 
with health post 
in-charge

•Primary healthcare center, health post 
in-charge to provide disaggregated 
reports on existing issues and barriers in 
accessing services, and positive examples 
of addressing exclusion 

•Primary healthcare 
center, health post 
in-charge, HFMC 
representatives

•Disaggregated 
attendance register to 
be maintained

Report for monthly 
district-level 
meeting to be 
prepared with 
disaggregated 
information

District level DHO meeting 
with health 
post in-charge; 
progress against 
targets and 
achievements

•Health post in-charge to come after 
discussion with HFMC and other health 
workers with disaggregated information 
regarding access and services

•DHO, health post in-
charge

•Disaggregated 
attendance register to 
be maintained

Report to regional 
directorate to be 
prepared with 
disaggregated data 
and information 
analysis

Quarterly meeting

Regional 
directorate 
level

Regional director 
with DHOs; 
progress against 
targets and 
achievements

•DHOs to report analysis regarding access 
of people to services (disaggregated); 
issues/challenges in reaching services to 
women and excluded; good examples of 
addressing barriers of the poor and the 
excluded

•Meeting to identify common issues and 
strategy required to address them

•DHOs, regional 
director, relevant 
regional directorate 
staff

•Disaggregated 
attendance register to 
be maintained

Report to provide 
disaggregated 
information

Annual meeting

Regional 
directorate 
level

Progress 
against targets, 
achievements 
with DHOs

Quarterly reports to be synthesized and 
analysis regarding access and services 
discussed, with possible strategies identified

DHOs, regional director, 
relevant regional 
directorate staff, primary 
healthcare center and 
health post in-charges, 
HFMC representatives

Report to provide 
disaggregated 
data and analytical 
information

DHS, 
MOHP/
central level

Progress 
against targets, 
achievements 
with regional 
directorate and 
selected DHOs

Analysis regarding barriers of women, the 
poor and the excluded, their access to 
services, and their ability to benefit from 
MOHP schemes; challenges of providers to 
ensure service access to the poor and the 
excluded; required future steps

MOHP, DHS, regional 
directorates, DHOs, 
HFMCs, representatives 
of health workers and 
FCHVs

Report to provide 
disaggregated 
data and analytical 
information

* The DHS M&E formats ask for caste/ethnicity coding but this information has not been analyzed yet. Other M&E and reporting formats 
do not ask for disaggregated data and a separate process is necessary for that revision. But until these are changed, service providers 
can ask for disaggregated data under each heading of the existing formats or identify other ways to ensure that the necessary informa-
tion is collected.

was recommended in the last VCDP. This could 
be a useful mechanism, and combined with social 
audit activities, although HFMCs must first 
be strengthened, resourced and granted more 
authority.

There are some very progressive policy provi-
sions in the local government guidelines: DDCs 
and VDCs need to conduct public and social 
audits; integrated planning committees in VDCs 
and ward citizens’ forums at the ward level 
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(established with the guidelines) can work with 
HFMCs and health facilities to identify health-
related priorities in the allocation of block grants 
and ensure strengthened accountability for the 
operation of local health facilities.

Table 2.3 presents existing monitoring pro-
cesses, and possible ways for GESI mainstream-
ing in monitoring and reporting.

2.9 Conclusion
The health sector has made immense efforts to 
improve the health outcomes of Nepal’s citizens, 
and has responded well to the mandates of inclu-
sion through its pro-poor and pro-women pro-
grams. The recently developed NHSP-IP 2 has 
recognized the barriers experienced by women, 
the poor and the excluded, and has made very 

impressive plans with disaggregated objectives 
and indicators. Key sector-specific issues of 
human resource management, delays in medicine 
supply, poor governance and low accountability 
are aspects that require committed and systematic 
interventions. A well-governed sector, ensuring 
more readily available supplies and services with 
trained staff performing effectively, will improve 
the access of women, the poor and the excluded 
to services. The different levels of analysis and 
review in this chapter have provided the inputs 
for operationalizing GESI in the sector. It is only 
with action that addresses different aspects of 
GESI in the whole program cycle of identifying, 
designing, implementing, monitoring and report-
ing that the vision we have of equitable health 
outcomes for all Nepali citizens will be achieved.

Notes
1 Ministry of Health and Population, New ERA and Macro International Inc, 2007.
2 Infant mortality declined by 39%, from 79 deaths per 1,000 live births in 1991-1994 to 48 deaths in 2001-2005. Under-five 

mortality declined by 48% from 118 to 61 deaths per 1,000 live births and neonatal and postnatal mortality also decreased 
by 34% and 48%, respectively. Skilled antenatal care increased from 35% in 2001 to 44% in 2006, and the rate of skilled birth 
attendance increased from 11% to 19% during the same period. More than 90% of children aged 6-59 months receive vitamin 
A supplements and deworming twice yearly. Iron and folic acid supplement coverage during pregnancy increased from 23% 
in 2001 to 60% in 2006, with a related decrease in maternal anemia prevalence from 75% in 1998 to 42% in 2008. Similarly, 
coverage of DPT3 increased from 72% in 2001 to 89% in 2005 and full immunization increased from 66% to 83%.

3 The private sector accounts for around 62% of total out-of-pocket expenses (National Health Accounts, 2003-2004).
4 Chhaupadi is practiced particularly in the Far- and Mid-Western regions: women and girls are expected to stay outside the 

home in cowsheds during menstruation, and during and after childbirth.
5 Boksi is the word for “witch” in Nepali and refers to a practice whereby women, usually elderly and single, are declared witches 

and publicly punished (sometimes by forcing them to eat human excrement) and ostracized.
6 UNFPA and an NGO, Saathi, analyzed gender-based violence in Surkhet and Dang districts.
7 There are 25,000-34,000 female sex workers in Nepal, with an estimated HIV prevalence of 1.3-1.6%. HIV infection rates 

among street-based sex workers in Kathmandu Valley are 15-17%. Nationally, clients of female sex workers have an estimated 
HIV prevalence of 2%. In Kathmandu, according to the 2006 Integrated Biological and Behavioral Surveillance Survey, 45% 
of sex workers are married and 21% of spouses have co-wives. Coverage of sex workers in terms of prevention interventions is 
very low: only 38% of women compared to 55% of male sex workers.

8 Recent reports show that targeted interventions have reached almost 80% of female sex workers (National HIV and AIDS 
Action Plan, 2008-2011).

9 Principle 3 of the ILO Code of Practice on HIV/AIDS and the World of Work.
10 Consultations with key stakeholders, February 2010.
11 UNFPA estimates that there may be 600,000 women with uterine prolapse in Nepal.
12 A total of 1,544 women benefited from surgical treatment of uterine prolapse through RH camps organized in 32 districts by 

the DHS in 2006.
13 Of the households in Chepang-Raji-Raute-Kasunda ethnic groups with children, nearly 49% have at least one child who is 
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more than two standard deviations below the normal height for age (Bennett and Parajuli 2011).
14 The National Centre for AIDS and STD Control reports that there are 15,000 people with HIV, including 2,700 with 

AIDS (www.ncasc.gov.np).
15 Refer to World Bank/DFID 2005 for an update of policies up to 2004.
16 Consultations were held with about 50 people in Kathmandu covering MOHP, DHS, district public health offices, interna-

tional non-governmental organizations, project staff and representative organizations. Meetings and focus group discussions 
were held with four HFMCs of Lalitpur and Morang, and 400 community women and men of different social groups in three 
VDCs. Information was also gathered from HFMCs of Kailali, Bara and Sunsari.

17 The National Health Policy (1991) prioritized maternal and child health and extended it to rural areas. Since its initiation 
in 1997, the Safe Motherhood Program has made significant progress in terms of development of policies and protocols and 
service delivery through staff nurses and assistant nurse midwives. The National Reproductive Health Strategy (1998) and 
National Safe Motherhood Long-term Plan (2002-2017), revised as National Safe Motherhood and Newborn Health Long-
term Plan (2006-2017), the policy on skilled birth attendants and national blood transfusion policy (2006) also establish the 
government’s commitment to safe motherhood.

18  On gender equality, childhood mortality, maternal mortality, HIV/AIDS, malaria and other diseases.
19 Including AusAID, DFID, GTZ/GIZ, KFW, SDC, UNAIDS, UNFPA, UNICEF, USAID, WHO and the Global 

Alliance for Vaccines and Immunisation; the pool partners are the World Bank, DFID and AusAID.
20 Communication, Health Sector Reform Unit chief, MOHP.
21 The free healthcare service program policy for target groups was announced in fiscal year 2006-2007 in hospitals and primary 

health centers for inpatient and emergency services, and was made free for all citizens in all health posts and sub-posts from 
fiscal year 2007-2008. It was expanded in 2008 to include primary health services. In 2008, hospitals with at least 25 beds 
provided listed medicines free to all citizens, while essential drugs and all services were made free for target groups (the ultra-
poor, vulnerable, poor, disabled, senior citizens and female community health volunteers). In 2008, institutional delivery was 
made free for all women.

22 Dalits and Muslims increased their use of free services by 2.5% and 5.4%, respectively. Use by Brahmins/Chhetris and 
Newars increased by 3.4% and 4.9%, respectively, although relatively few Newars use the services. Use by Madhesis and 
Janajatis decreased by 4.5% and 9.6%, respectively, between the second and third facility survey interval (RTI/CARE 2009).

23 The three main components of the maternity incentive scheme are a cash payment to women presenting for delivery at a 
recognized BEOC or CEOC facility, which vary according to ecological area; a payment of Rs 200 to staff classified as trained 
health workers for attending a delivery either at home or in a facility; and, in selected districts, free delivery services at facilities 
for both normal and complicated deliveries. In these districts there is a payment of Rs 1,000 to the institution for each normal 
delivery, Rs 5,000 for cesarean sections, and Rs 3,000 for complication management.

24 These cover fully immunized children, percentage of TT2 or 2+, underweight children below five years, incidence of ARI/
CDD, antenatal care first and fourth coverage, delivery conducted by skilled birth attendants, PNC first visit, number of safe 
abortion cases, family planning new acceptors, malaria positive cases, tuberculosis new sputum-positive cases, leprosy cases, 
new HIV positive registered at VCT centers, OPD and inpatient cases, senior citizens visited OPD (disaggregated data in 
HMIS, social inclusion information system, HMIS flyer).

25 Dalits, disadvantaged Janajatis, disadvantaged non-Dalit Tarai caste groups, religious minorities, relatively advantaged 
Janajatis and upper-caste groups. There is a view that renaming these categories “upper caste” is not fitting terminology to be 
used now in Nepal.

26 Meeting with Pawan Giri and two other persons, HMIS/FHD, DHS, February 2010.
27 The Department for Civil Personnel and Records under the Ministry of General Administration has initiated a process for 

civil servants’ caste/ethnicity disaggregation, using six groupings with regional identity and sex disaggregation: Dalit (Hill/
Madhesi), Janajatis (Hill, Madhesi, Newar), Brahmin/Chhetris (Hill/Madhesi), OBCs and Muslims.

28 Interview, National Health Training Center and DHS, February 2010.
29 Review of the minutes of selected HFMCs, done by the study team, February 2010.
30 As part of DFID’s Support to Safe Motherhood Program, a total of 50 health facilities from 28 districts, including health 

posts, primary healthcare centers, and hospitals were selected for training in appreciative inquiry; 82 persons received training 
as appreciative inquiry facilitators and were provided with checklists and guidelines for conducting workshops in the district. 
The main purpose of the appreciative inquiry planning process was to enable HFMCs to plan and establish improved and 
regular maternal health services, especially 24-hour delivery and B/CEOC, as appropriate. Various implementation modali-
ties for taking appreciative inquiry planning down to facility level were used, including the provision of support to the district 
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appreciative inquiry facilitation team by external consultants and regional coordinators, as well as the district team acting 
alone (SSMP 2010). Appreciative inquiry is also a major activity of the RHDP.

31 These include AusAID, DFID, GTZ/GIZ, the International Labor Organization, German Development Cooperation, 
KFW, SDC, UNAIDS, UNFPA, UNICEF, USAID and WHO.

32 The estimated total cost of NHSP-IP 2 is US$ 1,527 million. DFID, the World Bank and AusAID will contribute US$ 
220 million (14% of the total) through sector budget support to the government. DFID’s contribution of US$ 86.6 million 
includes US$ 57.6 million for sector budget support and US$ 29 million for technical assistance (on health systems and poli-
cies, aid effectiveness, maternal health and procurement). It is expected that GAVI and GDC will join the pool fund in 2010. 
Another eight partners support the SWAp through parallel-funded programs.

33 DFID will support NHSP-IP 2 through sector budget support (66%) and technical assistance (34%). It is contributing to the 
pooled fund without earmarking, as NHSP-IP 2 has strong program components reflecting DFID priorities.

34 The terminology used in the MOHP results framework and the DFID project memorandum is different. What is an “objec-
tive” in the MOHP document is an “output” in the DFID document.

35 Output 2: Reduce cultural and economic barriers to accessing healthcare services and harmful cultural practices in partner-
ship with nonstate actors.

36 Following the appreciative inquiry planning workshops, HFMCs in four facilities took responsibility for hiring local ANMs 
using their own resources, with the Parasan Health Post hiring two ANMs (SSMP 2010).

37 Records of civil servants maintained by Nijamati Kitabkhana were reviewed and disaggregated according to the surnames of 
the government staff and their place of permanent residence, following rules by the World Bank Social Inclusion Index devel-
opment team and census-based caste/ethnicity groupings. We appreciate that a participatory process facilitated by Nijamati 
Kitabkhana, Ministry of General Administration, for the self-identification of employees has been initiated.

38 Field consultations, February 2010.
39 MOHP has recently nominated three staff from its planning division for the GESI focal unit. This, hopefully, will result in 

this unit becoming more effective.
40  Discussion in DHS. MOHP has now planned a number of regional and district workshops on gender and inclusion.
41 Information regarding the working environment is drawn from interviews and inputs of participants in the consultation meetings.
42 The three prescribed categories are direct contribution, indirect contribution and neutral. Each sub-activity is assigned a code 

of 1, 2 or 3, considering the percentage of contribution to women. The formula for coding has five indicators, each valued at 
20%: capacity building of women, women’s participation in planning process and implementation, women’s share in benefit 
sharing, support for women’s employment and income generation, and qualitative progress in the use of women’s time and 
reducing their workload (eAWPB 1.0 Operating Manual 2009). In order to measure these categories quantitatively, five 
qualitative indicators were assigned quantitative values of equal denominations totaling 100. Direct gender contribution indi-
cates more than 50% of the allocation directly benefiting women, indirect gender contribution indicates 20-50% of the alloca-
tion benefiting women, and the neutral category indicates less than 20% of the allocation benefiting women. This is gradually 
being used by ministries like that of health, but due to difficulties in the application of the criteria, which do not seem relevant 
to all the sectors, it has not been fully used by all ministries. Also, since it gives a higher weighting to projects with a higher 
proportion of the budget “directly” benefiting women, this tends to give more weight to targeted programs than to national 
programs that work to mainstream women’s access.

43 Indicators for the pro-poor budget are investment in rural sector; income-generation program in rural areas; capacity enhance-
ment program in rural areas; budget allocated for social mobilization; expenditure focusing on poverty reduction; grant for 
local bodies; social security programs; and investment in the social sector, especially for education, health, etc (Annex 8c, 
Budget Speech, 2009-2010). But it is not clear how these are scored and what sub-indicators are used.

44 When we discussed these budget speech annexes with MOHP staff, they were themselves surprised by the differences in 
numbers and were unaware of the inclusive development and targeted programs column.

45 We are adapting from gender budget initiatives that have aimed to assess the impact of government expenditures and revenues 
using three-way categorization of gender-specific expenditure, equal opportunity expenditure, and general expenditure (the 
rest) considered in terms of its gendered impact (Budlender et al 1998).

46 MOHP annual budget 2009-2010 in National Planning Commission format.
47 Implemented budget of districts was reviewed to assess actual expenditure and its effect on addressing the barriers for women, 

the poor and the excluded. Program budgets of the current year were reviewed to assess allocations.
48 Universal and targeted free services program, maternity incentive scheme, etc.
49 Directly supportive (i.e., targeted to provide direct support to women, the poor and the excluded); indirectly supportive 
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(contributing to creating an enabling environment, supporting in any manner the access of women and the excluded to 
services, or addressing the structural difficulties confronting them); and neutral.

50 DHO budget of Kavre: Rs 31,486,450; DHO budget of Morang: Rs 47,234,000.
51 There are five major data systems which track health indicators: Population Census, Demographic Health Survey, Nepal 

Living Standard Survey, Maternal Mortality and Morbidity Study and Health Management Information System. Monthly, 
four-monthly and annual reviews at different levels do take place, and are based around the review of the HMIS, which has 
data from the lowest level of health institution to the national level.

52 The document says that there has been an agreement between MOHP and the joint partners to use a limited number of rele-
vant and meaningful “tracer” indicators to measure progress against the objective of reducing inequity in health service utiliza-
tion. The indicators are the percentage of women who deliver with the aid of an SBA, the percentage of children between 11 
and 23 months who are fully immunized, and the percentage of pregnant women who receive IFA supplementation.

53 CARE’s experience in some districts of the Far-Western Region, such as Kanchanpur, Doti and Kailali, has been that trained 
and empowered FCHVs and mothers’ groups and strengthened HFMCs facilitate healthcare delivery, run smoothly on their 
own, continue health messaging, ensure that the communities practice and maintain healthy behavior, and improve their 
health conditions and status.

54 For greater empowerment of mothers’ groups, RHDP conducts capacity building, awareness raising and participatory rural 
appraisal, which has enabled members to function as community “change agents” to reach and raise health awareness among 
“discriminated” and disadvantaged populations in Dolakha, Ramechhap and Okhaldhunga districts (RHDP 2009).

55 Appreciative inquiry is a management tool which focuses on positive features and achievements, rather than gaps and failings, 
and builds self-esteem and a belief in the ability to change.

56 In Kanchanpur, Chitwan, Nawalparasi, Doti, Kailali, Dhanusha and Mahottari districts, where its child survival and NFHP 
program is running.

57 Evaluation reports of Tanahun and Jumla, Nutrition Promotion and Consultancy Center, 2006.
58 The Family Health Division introduced a social audit mechanism to monitor the AAMA program through local NGOs.
59 The MBBS/BPH course of the Institute of Medicine has incorporated GESI issues in family health and medical sociology 

anthropology. In its MBBS course, there is a one-month residential community health diagnosis in the first year, and family-
based studies in five clinical cases to learn family dimensions of causation and recovery, including social factors affecting 
healthcare-seeking behavior (third year), plus nine weeks’ posting to learn health service delivery by regional or zonal hospitals 
(three weeks), district hospitals (three weeks), and non-profit NGO-based hospitals (three weeks). In this practice they learn 
about the management of health services in peripheral facilities.

60 Empowered communities ensured that infrastructure needs such as availability of means to dispose of placentas, water in 
toilets, separate delivery rooms were addressed; women staff were increased, infection prevention practices promoted, and 
health facility staff pressured to provide services (SSMP 2010).

61 A concern about such interventions is the cost, which can be high. SSMP’s Equity and Access Program projection esti-
mates a cost of Rs 40,757,767/district. For a three-phased intervention like the Equity and Access Program, in years 1-3, 
SSMP/ActionAid pioneered community-level and mass-media equity and access activities working through local NGOs 
from marginalized communities in 10 districts. DHOs were consulted and kept informed of activities but did not have direct 
responsibility for equity and access work. In year 4, SSMP/ActionAid continued its work in these 10 districts but, in addi-
tion, supported DHOs to contract local NGOs for equity and access activities in two further districts and provided facilita-
tion and training support to these NGOs. In year 5, DHOs contracted local NGOs for equity and access activities in 10 
districts with SSMP/ActionAid staff providing facilitation and training support. Costs of a scaled-up approach may reduce 
if national or local groups are used as facilitators, instead of NGOs (SSMP 2010).

62 Consultations with MOHP staff showed that the GESI unit was to be established but this had not yet happened . Study team 
consultations, March 2010.

63 The Ministry recently designed and approved the Strengthening of Local Health Governance Program, to be piloted in three 
to five districts in the near future. It includes provisions to give formula- based health grants to districts and below, increased 
role of local government units, and other innovative approaches. Providing some financial resources to HFMCs can make 
them much more effective.
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CHAPTER 3

Checklist for Mainstreaming Gender Equality 
and Social Inclusion
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inclusion. A core group of selected staff must have 
analytical skills on gender and inclusion issues 
in order to provide technical support to others; 
time has to be created at all management levels to 
identify issues, design processes and implement 
activities; and resources need to be identified and 
consistently made available. A gender/empower-
ment/inclusion perspective needs to be integrated 
into all policies, activities and routine functions in 
the sector, with appropriate management struc-
tures in place, followed by M&E methods that are 
responsive to empowerment efforts/programs. 
Finally, strong outside technical support from 
local and external providers is also necessary.

3.3 Core Information Requirements for 
Gender Equality and Social Inclusion 
(GESI) Mainstreaming

• Key data should be disaggregated by sex, caste, 
ethnicity, class, location, age and any other rel-
evant variable (e.g., disability or HIV/AIDs 
status, where required).

• Issues of division of labor, access to resources 
and decision-making power (who is doing 
what, who has access to what, who makes the 
ultimate decisions) have to be assessed for 
their differential impact on women and men of 
different social identity groups.

•  Key policies, programming and budgeting; 
institutional arrangements; human resources 
issues; and M&E systems must be assessed 
from a GESI perspective by those designing 
the project/program or policy and then pre-
sented and discussed with stakeholders from 
the government, project staff, partner organi-
zations and community groups.

3.4 Five Steps of GESI Mainstreaming: 
A Checklist

As discussed in Chapter 1, a five-step framework 
for GESI mainstreaming has been followed for 
all sectoral assessments in this series. We present 

3.1 Introduction
The first chapter of this monograph presented 
the gender equality and social inclusion (GESI) 
mainstreaming framework, summarizing the key 
findings from the GESI review of the seven sec-
tors with the steps required to move forward. 
Chapter 2 focused on how to make projects, 
programs and policies in the health sector more 
accessible and useful for the poor and the socially 
excluded. This final chapter is presented mainly 
as a handy reference guide. It sets out the generic 
steps necessary for mainstreaming GESI in any 
sector with a few blank formats that practitioners 
may find useful in the course of their work. Of 
course, these need to be contextualized, made 
sector specific and refined to address the issues of 
different social groups. We follow the five steps 
of mainstreaming: 1) identifying; 2) design; 3) 
implementation; 4) monitoring and evaluation; 
and, when necessary, 5) responding to the moni-
toring and evaluation (M&E) findings by revi-
sions in project design or policy framework. Some 
tools that can be used for the required analysis are 
also presented and discussed.

3.2 Organizational Prerequisites for 
Effective Gender Equality and Social 
Inclusion (GESI) Mainstreaming

Even though sector policies have often integrated 
gender and inclusion concerns, persistent gaps in 
implementation continue to hinder the achieve-
ment of equitable outcomes in different sectors. 
As discussed in Chapter 1, these gaps occur for 
multiple reasons, ranging from technical capac-
ity to attitudes and beliefs of stakeholders. 
Mainstreaming GESI effectively requires some 
essential organizational prerequisites in the sec-
toral implementing institutions.

For instance, the senior management’s personal 
commitment to and support for GESI is essential, 
as is clarity and understanding by staff at all levels 
on concepts of gender, empowerment and social 
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here the generic steps and some suggestions on 
how to implement them.

3.4.1 Step 1: Identification phase—Situation 
analysis

Objective. To identify the specific barriers of 
women, the poor and specific excluded groups 
in accessing services and opportunities, and the 
causes of their exclusion; and to understand 
the political economy of the sector or subsec-
tor, both nationally and locally, in the particu-
lar sites1 where the project or program will be 
implemented. Identifying the excluded groups in 
a particular sector and understanding their situa-
tion involve using available qualitative and quan-
titative data to answer the question: “Who had 
access in the past to resources and decision-mak-
ing, and how are different social groups doing at 
present?”

To understand the barriers these groups face in 
gaining access, it is necessary to look at and think 
through several levels. Table 3.1 shows the levels, 
what to do and some suggestions on how to do it.

We can thus assess barriers constraining each 
group from enjoying their rights and areas where 
additional measures are needed to address the 
barriers comprehensively or where existing sec-
toral efforts need improvement.

3.4.2 Steps 2 and 3: Design and implement 
responses that address exclusion

Objective. To address the sociocultural barriers 
and weaknesses in the policy framework or deliv-
ery system by revising/strengthening policies, 
program activities, resource allocations, institu-
tional arrangements and staff incentives as well 
as monitoring and reporting systems. Responses 
must be developed based on the assessment and 
the design of the interventions must address the 
specific barriers of the excluded at the different 
levels discussed above. Key steps are detailed in 
Table 3.2.

3.4.3 Step 4: Monitoring, evaluation and 
reporting

Objective. To design/strengthen M&E systems 
to collect and analyze disaggregated data on out-
puts, outcomes and development results (Table 
3.3), and ensure that the system is linked into 
management decision-making and the feedback 
loop to changes in implementation is robust.

Note that none of the existing government 
M&E systems in the sectors reviewed for this 
series has been able to monitor GESI outcomes 
effectively. Although some sectors like education 
have made a good beginning, comprehensive and 
consistent systems are not in place to collect, ana-
lyze and report with disaggregation. Hence, the 
steps and process outlined below require advo-
cacy as well as technical support. Programs/proj-
ects have initiated some good practices but these 
need to be institutionalized. Major gains could be 
achieved if the National Planning Commission 
(NPC) and the Ministry of Finance could rein-
vigorate the collection and consolidation of 
sectoral output and outcome data as planned 
in the poverty monitoring and analysis system 
(PMAS). A common system for collection and 
analysis of disaggregated data across the sec-
tors would allow NPC to generate a much more 
accurate picture of progress and problem areas 
on the path towards gender equality and social 
inclusion. 

The roles of the different actors and the tim-
ing of monitoring are summarized in Table 3.4.

3.4.5  Step 5: Changing policy and 
project design to respond to M&E 
findings on inclusion. 

Where government policy-makers (and politi-
cians) have real incentives to be responsive to all 
groups in society, and projects are designed to 
be flexible and respond to what they learn, this 
step is automatic. But in settings where account-
ability and willingness to change are less than 
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Table 3.1: Analysis of Barriers

S.N. Level Analysis of barriers How to do

1 Household & 
community

•What practices, beliefs, values and traditions at family and 
community levels constrain women, the poor and the excluded 
from accessing sectoral resources, opportunities and services?

•What are the different rules, practices, divisions of labor, social 
expectations and differences in vulnerability and mobility for 
women and men and for different caste/ethnic groups? How 
have these impacted on women, the poor and the excluded?

•Stakeholder consultation; participatory rural 
appraisal (PRA) tools like social mapping, labor, 
access and control profile, mobility maps, etc

•Anthropological and sociological literature on 
Nepal

2 Status of 
women, the 
poor and the 
excluded

•Collect disaggregated data and substantive evidence to find 
out existing status of women, the poor and the excluded, and 
assess areas and level of disparities—with particular attention 
to data on their participation and status in sector for which the 
program or policy is being designed.

•Review Census, Nepal Living Standards Survey, 
Department of Health Services data, health 
management information system, Nepal 
Demographic and Health Survey, education 
management information system, Nepal Human 
Development Report, Millennium Development 
Goals progress reports, etc, project/program-
related information

3 Policy2 •What policies exist, and how have these affected women and 
men of different social groups? 

•What new policy initiatives are being taken to address sectoral 
issues, and what are the likely gender/caste/ethnic/regional 
identity differentials in access to benefits from such initiatives?

•What policies have the potential to transform existing relations 
of inequality, i.e., bring changes in socially prescribed division 
of labor and access to resources and decision-making power 
between women and men, and between people of excluded 
and non-excluded groups?

•Review government policies/Acts/ regulations 
relevant to the sector (see Annex 3.1 for policy 
analysis matrix); project/program log frame, 
operational guidelines/other policy statements; 
other guidelines, partners’ log frames, project 
guidelines, etc 

4 Formal 
institutional 
structures and 
processes

•What kind of institutional structures/mechanisms/processes 
are there in the sector, and how responsive are they to the 
needs and issues of the excluded (e.g., how representative are 
committees, project offices, other such bodies formed at local, 
district and national levels)?

•Is work on GESI specifically mentioned as a responsibility of 
any of these different institutions or their constituent units? 

•What kinds of structures/mechanisms exist to enable women 
and the excluded to be part of planning and monitoring 
processes in the sector?

•Human resource policies for recruitment, transfer, promotion, 
staff performance evaluation: how diverse is the staff profile in 
terms of gender, region, caste/ethnicity and other variables? 
What provisions recognize specific issues/constraints of women, 
e.g., maternity leave, breastfeeding, flexible hours, security? 
How does the performance evaluation system capture efforts of 
the staff at addressing gender and inclusion issues? 

•What is the working culture in committees and offices? How 
supportive is it for women, the poor and the excluded to work 
comfortably? What is the behavior of the non-excluded towards 
these groups? Is the language used in the meetings understood 
well by all? How well does the language proficiency of the 
project staff reflect the languages spoken in the project area? 
What time are the meetings held?

•Develop disaggregated staff profiles of project 
office, partner organizations, local government 
partner, user groups formed by project (see 
Annex 9.2 for format)

•Review job descriptions of departments/
divisions and staff such as project manager, 
planning officer, field facilitator, M&E (and any 
other relevant staff) and terms of reference of 
consultants and other teams

•Facilitate interactions/discussions with staff on 
situation regarding working environment

perfect, it is important to build in formal pol-
icy reviews and project mid-term and periodic 
evaluations that ask for data-based analysis of 
which groups are benefiting from the policy or 
program and require specific follow-on actions 
to respond to the findings. If this analysis reveals 

that certain groups are being left out, then the 
suggestions for responding outlined in Table 
3.2 can be used to guide a critical re-thinking 
of the various processes, criteria and underlying 
assumptions upon which the policy or program 
has been designed.
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S.N. Level Responses Process

1 Policy •Ensure policies (e.g., government directives at 
the national level, project criteria/guidelines at 
community levels, program goals and objectives) 
explicitly address constraints of women and the 
excluded, and mandate action to address them

•Results planned in project plans/log frames must aim 
to improve assets, capabilities and voice of women, 
the poor and the excluded; they must address 
formal and informal practices that are inequitable 
and discriminatory, and aim to transform existing 
structural frameworks that disadvantage women and/
or the excluded

•Policies can support a targeted approach or address 
GESI issues in a non-targeted manner, integrating 
whatever special measures may be necessary 
(and economically feasible and sustainable) into 
mainstream programs to overcome barriers faced by 
women and excluded groups in accessing services, 
opportunities and benefits provided by the sector

•Organize participatory workshops/consultations with 
stakeholders—women and men of different social groups; 
time, venue, methodology, language and tools should be 
suitable for women and the poor in particular

•Phrase objectives, outputs, activities and indicator 
statements to reflect both technical and social issues

•Review who will benefit—which women, men, girls, boys 
(with caste, class, location, ethnicity, age disaggregation): 
who is likely to have access to benefits from these policies? 
Who is likely to control them? Who is likely to benefit less 
from this intervention? Are targeted groups defined in 
clear terms or are general terms such as “disadvantaged” 
or “vulnerable” used without a clear definition of who 
they are? What assumptions are being made on women’s 
roles, responsibilities, time and access to and control 
over resources? On the capacity of people from excluded 
groups?

•With the above in mind, what procedures, criteria or ways 
of working can shift these patterns to be more equitable? 
What incentives for sector staff and recipient community 
can be built into the interventions and operation of 
(government and non-government) institutions in the 
sector?

2 Formal 
institutional 
structures and 
processes

•There must be desks/units/sections/departments with 
specific GESI responsibility located within sectoral 
institutions/organizations from national to community 
levels, adequately resourced and mandated to 
provide technical support to address GESI issues

•Terms of reference/job descriptions of all, including 
policy-makers and technical staff, must allocate 
responsibility to work on GESI issues, integrating them 
into their responsibilities

•Efforts must be made to achieve an inclusive staff 
profile, with women and people from excluded 
groups in positions of responsibility

•Human resource policies for recruitment, promotion 
and capacity building must be gender- and inclusion-

•Identify GESI work responsibilities at different levels; review 
existing mechanisms to assess how they are addressing 
identified responsibilities—what has worked, why, what 
has not, why not; identify through a participatory process 
what existing structures and organizations can take on 
GESI responsibilities effectively; assess what new skills and 
approaches are needed and design accordingly

•Review terms of reference/job descriptions of 
departments/divisions/key staff to assess the level of GESI 
responsibilities; revise and add; integrate into technical 
responsibilities for technical staff

•Integrate recognition and incentives for staff that are 
successful in improving GESI outcomes

•Review human resources policies: for recruitment,3 identify 

Table 3.2: Responses to Exclusion

S.N. Level Analysis of barriers How to do

5 Programming 
and budgeting

•What have been the main interventions in the sector? How 
have these interventions affected women and people from 
other excluded groups (e.g., how did gender/caste/ethnic 
differentials support/constrain access to opportunities from 
interventions)? Did interventions have explicit inclusion goals 
and outcome indicators? Did they have an M&E system that 
was sufficiently disaggregated to track differential outcomes for 
different groups?

•What is the budget allocation and expenditure on activities to 
address issues of women, the poor and the excluded?

•Review annual budget (see Annex 3.3 for 
format) of government agency, program/
projects/partner organization; identify how 
adequately activities addressing GESI issues 
have been budgeted for; what percentage 
of the entire project cost has gone for GESI 
related activities; how transformative are these 
budgeted activities?

•Review M&E system and a sample of periodic 
and special reports and studies from the main 
interventions in the sector

6 Informal 
institutions 
(kinship, 
gender and 
caste systems 
and business 
and party 
networks)

•What are the income levels, social and human development 
characteristics of groups identified as excluded in the sector 
that might present barriers to their access?

•What are the existing employment options in the sector and 
what barriers exist for women and other excluded groups in 
terms of skill levels, mobility, social norms, etc?

•Who has access to control over what resources in the sector?
•How are political parties active in this sector at different levels? 

At the national level what are their linkages with the sectoral 
ministry and other key organizations in the sector? 

•Consultation/interaction
•Political science, economic, sociological and 

anthropological literature on Nepal
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S.N. Level Responses Process

sensitive, and personnel policies must support 
gender-specific responsibilities

•Performance evaluation systems must capture 
responsibilities for GESI dimensions and efforts 
made by staff to address gender and inclusion issues

issues constraining applications from women and excluded 
groups; adopt alternative strategies to publicize vacancies 
through networks, in local languages; define “merit” to 
include language skills, understanding of local community 
cultures, etc

3 Informal 
institutions 

•Activities (e.g., sustained dialogue and advocacy) 
must be developed and implemented to address 
informal institutions that violate human rights of 
women, the poor and the excluded; strategies to work 
with rich, powerful, advantaged men and boys to 
change values and attitudes, getting buy-in from even 
the privileged members of the community to change 
the status quo. are necessary and have often been 
very successful 

•Through consultations and review of previous efforts, 
identify what has blocked implementation; what behavioral 
issues, values, social norms have been a challenge

•Identify measures necessary to work with women, the 
poor and the excluded and with family decision makers, 
community leaders, local political leaders and elites, 
e.g., poverty analysis with leaders, decision makers, 
sustained dialogue with men on masculinity, advocacy 
campaigns against social ills like chaupadi, dowry, 
boksi

4 Programming 
and 
budgeting

•There must be programmatic activities and 
budget allocations that specifically address issues 
experienced by women and people from excluded 
groups; budget must also be allocated for activities 
that can create a supportive environment to address 
gender/caste/ethnicity and other dimensions of 
exclusion 

•Activities must ensure that livelihoods and voice of 
women, the poor and the excluded are enhanced, 
along with changing inequitable social norms and 
formal policies; sufficient budget allocations must be 
made for these activities

•Estimate required resources and include human 
and financial resources for activities on gender 
and inclusion awareness for women and men 
and capacity building of women at program and 
organization level

•Include resources required to support childcare 
responsibilities, field escort for security reasons and 
other specific constraints/responsibilities faced by 
women and people of excluded groups

•Allocate sufficient resources for gender-balanced 
staff, training and institutional capacity building; 
include sufficient budget and time to build linkages 
and networking to strengthen different interest 
groups and to make sure that communication 
materials can be produced in several languages if 
need be

•Those responsible for implementation must be held 
accountable for ensuring that planned activities are 
executed and the budget allocated is spent

•Review program activities and budget in detail; assess 
likely impact of each activity on women, the poor and the 
excluded

•Ask whether activities are addressing barriers identified: 
will poor and excluded women and men be able to access 
resources and benefits coming from this activity? What will 
be their benefits? Will they get these directly? Will these 
activities help to address structural issues constraining 
progress of women, the poor and the excluded, e.g., 
violence against women or untouchability? Or, will they 
provide immediate benefits by improving livelihoods 
or welfare? Identify percentage of budget allocated to 
different activities addressing barriers and assess whether 
these will enable groups to benefit equally
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Table 3.3: Monitoring and Evaluation

S.N. Level Responses Process

1 NPC •Revise planning, budgeting, M&E and reporting formats 
and processes to capture GESI dimensions according 
to three domains of change: changes in assets/services; 
changes in voice and ability to influence; changes in 
informal and formal policies and behavior

•Issue directives to all ministries to report disaggregation 
at output and outcome levels; provide common format 
for gender and social disaggregation to be used by all 
sectoral ministries

•Review and strengthen PMAS and the District Poverty 
Monitoring and Analysis System (DPMAS)—or whatever 
province-level system may be established after the new 
federal structure is determined

•Review existing formats; identify strengths and areas of 
improvement; advocate for revision; create pressure for 
change

2 Ministry •In every program/project at least some objectives, 
outputs, and indicators must be phrased in a way that 
captures gender and inclusion issues; these indicators 
demand collection of disaggregated data

•M&E section to be strengthened to monitor according 
to three domains of change ((services, voice, rules) with 
disaggregation, and guide departments and other key 
stakeholders to monitor and report with disaggregation 
and analytical evidence

•As revision of NPC formats may take time, the M&E 
section of the sectoral ministry involved in the project/
program must develop operational guidelines that 
identify what disaggregated information is possible 
at national and district levels, and document case 
examples of success and lessons learned on how to 
ensure services and opportunities to excluded groups

•Log frame/results framework to be developed in a 
participatory manner with representatives of excluded 
organizations; log frame development team to have an 
expert on GESI

•Develop M&E and reporting formats requiring 
disaggregated information to be developed

•Information management system to be reviewed and 
strengthened

•M&E officers to be trained on GESI-sensitive M&E

3 Department •Revise necessary formats, indicators and monitoring 
guide to collect disaggregated information and 
evidence

•Monitor programs implemented by government and 
nongovernment actors in the sector

•Assess information provided by districts and report 
accordingly 

•In joint consultation with ministry and other stakeholders, 
identify steps required to make existing M&E system more 
GESI responsive and revise accordingly

•Remember qualitative data and participatory M&E 
involving the beneficiaries can be an important source of 
insight about the GESI impact of interventions

4 District •District line agencies to monitor whether programs 
are implemented as planned and expected outputs/
outcomes achieved, and report with disaggregation 

•District Information and Documentation Centers 
(DIDCs) to be strengthened to maintain disaggregated 
database showing status of women and people of other 
excluded groups in district

•GESI implementation committee to be formed in 
district development committees (DDCs) according 
to approved MLD GESI strategy; collaboration and 
linkages between these must be established, with clarity 
in roles

•Budget expenditure and planned progress (monthly and 
quarterly) must be disaggregated, as must reporting

•In annual reports, analysis must not be activity based 
but should be based on data that capture outcomes for 
women and people of other excluded groups

•To achieve all this, the Ministry of Local Development 
(MLD) has to give a directive to the local bodies

•Local bodies will need technical support to understand 
GESI-sensitive M&E and to establish database systems 
that can be maintained to provide disaggregated 
information about progress and achievements

5 VDC/
community

•Establish disaggregated database providing information 
regarding existing situation of village development 
committee (VDC) population; this can include “social 
mapping” that identifies the caste/ethnic identity and 
other significant features (such as female headship, etc) 
of each household in the project VDC

•Design/implement participatory M&E system

•Initiate participatory self-assessment process which is 
sensitive to social constraints like mobility, domestic work 
burden and family support

•Use mechanisms that ensure participation of women and 
men of different social groups
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S.N. Level Responses Process

•Work jointly with the Integrated Planning Committee 
(IPC) in VDCs and Ward Citizens’ Forums (which are 
to be established in each ward according to MLD VDC 
Block Grant Operational Manual 2009 of MLD) for 
monitoring

•Develop mechanisms and work according to an M&E 
plan.

•Establish/strengthen systems for use of social 
accountability tools like public audit, citizens’ scorecard, 
public hearing, etc, and ensure that these are 
implemented by disinterested third parties who can be 
objective about the results

6 Project/
program

•All of the above
•Incorporate GESI dimension in all processes, 

mechanisms and progress of project/program activities

•Work with government bodies as required, and 
strengthen government systems

•Efforts must be made not to establish a parallel system 
but rather to identify joint monitoring mechanisms that 
produce disaggregated data and analysis on outcomes 
for different social groups by gender

•Reflect in log frame/results framework objectives, outputs 
and indicators in a consultative process
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Table 3.4: Roles and Timing in Monitoring

Time
Ward Citizens’ 

Forum/ward level

Village Citizens’ 
Forum, Integrated 

Planning 
Committee/VDC

GESI 
implementation 
committee/social 
committee, DDC

GESI section/
division/unit 
of ministry/
department

Projects/programs NPC

Facilitate setting up 
of GESI-sensitive 
monitoring and 
reporting systems

PMAS, 
DPMAS: 
GESI 
aspects in 
formats, 
process

Monthly • Monitor progress in 
group participation, 
access to 
services, cases of 
discrimination

• Maintain 
disaggregated data 
about program 
implementation as 
per plan

• Self-monitoring

Regular meetings, 
monitoring of 
social mobilization 
and program 
implementation

• Regular supervision
• Assessment of 

progress as per 
plans

• Basis of monitoring 
to be three domains 
of change (services, 
voice, rules)

• Regular 
supervision 

• Assessment of 
progress as per 
plans

• Basis of 
monitoring to be 
three domains of 
change

Quarterly 
review

Review progress with 
focus on the three 
domains of change 

• Monitoring visits 
• Review with 

disaggregation 
as per the three 
domains of change

• Analyze reports of 
VDCs

• Integrate progress 
and learning to 
inform decision 
makers for 
strategic change

• Report as per 
three domains of 
change

Six-monthly Public hearing, 
covering program 
implementation and 
social mobilizers’ work

• Public hearing
• Public audit

• Participation in 
public hearing and 
audit

• Quarterly report to 
cover GESI

Supervision and 
review

Annual Gender and social 
audit

Gender and social 
audit

• Participation in 
public hearing and 
audit

• Annual report to 
cover GESI

Report

Source: Adapted from GESI strategy of LGCDP, MLD, 2009.

Notes
1 In a national program, a mapping of the local political economy of the sector in a sample of the different types of sites where 

the program would be implemented would provide enough to go on. 
2 Policy is understood here as a statement of intent, so it can be at the macro, meso or micro level, and it can be formal (govern-

ment Act or program-level guidelines/criteria) or informal, such as social practices/norms.
3 See SIAG (2009) for suggestions to increase GESI sensitivity in recruitment policies.
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Annex 1.1: Definitions of Socially Excluded Groups

Brief definitions1 of the socially excluded groups (women, Dalits, Adivasi Janajatis, Madhesis, Muslims, 
people with disabilities and people of geographically remote areas) are provided below.

Women. Due to existing gender relations in Nepal and a patriarchal society, women experience une-
qual power relations, resulting in their social exclusion. Although the depth of gender discrimination 
varies between social groups in Nepal, all women are excluded. However, women from excluded com-
munities face caste, ethnicity and location-based constraints in addition to the constraints imposed by 
their gender. Women constitute 51% of Nepal’s population.2

Dalits.3 People who have been suffering from caste and untouchability-based practices and religious, 
social, political and cultural discrimination form 13% of Nepal’s population. Within the Dalit com-
munity, there are five sub-caste groups from the hills (Hill Dalits) and 22 sub-caste groups from the 
Tarai (Madhesi Dalits).

Adivasi Janajatis.4 Peoples or communities with their own mother tongue and traditional social struc-
tures and practices, separate cultural identity, and written or unwritten history form 37% of Nepal’s 
population, with 5.5% Newars and 31.8% Hill and Tarai Janajatis. There are 18, 24, 7, and 10 sub-
groups respectively among the Mountain, Hill, Inner Tarai and Tarai Janajati groups.

Madhesis. People of plains origin who live mainly in the Tarai and have languages such as Maithili, 
Bhojpuri, Awadhi, Urdu and Hindi as their mother tongue are considered Madhesis. They include 
Madhesi Brahmin/Kshatriyas (2% of the population), Madhesi “other” caste groups (13%) and 
Madhesi Dalits.

Muslims. Muslims are a religious group found predominantly in the Tarai and form 4.3% of Nepal’s 
population.

People with disabilities.5 “Persons with disabilities include those who have long-term physical, mental, 
intellectual or sensory impairments which in interaction with various barriers may hinder their full 
and effective participation in society on an equal basis with others”.6 Persons with full disabilities can-
not manage daily life without assistance. They include people with total mental, intellectual or sensory 
impairment such as complete blindness. People with partial disability are persons who have long-term 
physical and/or mobility impairments, and require regular assistance to manage daily life.

People of remote geographic regions. This covers people living in geographic regions which have distinct, 
difficult terrain for movement, transportation and communication, and difficulties in accessing ser-
vices (e.g., Karnali has been defined as geographically excluded by the government in the Three-Year 
Interim Plan). Similarly, in a DDC some locations (VDCs) can experience geographical exclusion 
due to difficult terrain and remoteness. Within these kinds of geographically excluded regions, people 
experiencing gender-, caste-, and ethnicity-based discrimination experience further exclusions.
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The specific issues of exclusion differ between these groups. For Dalits it is caste-based exclusion; for 
Adivasi Janajatis it is cultural rights/language-based exclusion; for Madhesis it is identity-based exclu-
sion; for the poor exclusion it is economic-based; while for remote regions it is distance-related. For 
women, it is gender-based, a characteristic that cross-cuts each of the other dimensions of exclusion.

Notes 
1 Gender equality and social inclusion strategy, LGCDP/MLD, 2009.
2 Population figures are from Census 2001, CBS/NPC, Government of Nepal.
3 Based on the National Dalit Commission reports.
4 Based on NFDIN descriptions.
5 Based on Social Security Guidelines, MLD/Government of Nepal, 2065 (p. 1).
6 ‘Convention on the Rights of Persons with Disabilities’, www2.ohchr.org/english/law/disabilities-convention.htm.



Health

81

Annex 1.2: Step 1 Gender Equality and Social Inclusion Framework: Analysis 
of Policy, Institutional, Program, and Monitoring and Evaluation 
Barriers

As part of designing responses that are based on the assessment done in Step 1, the analysis of the bar-
riers and responses must be viewed at several levels.

Policy. Analysis at this level assists us to identify which policies are addressing or reinforcing social 
inequalities, and reducing, maintaining or increasing disparities. This analysis will, in turn, guide us in 
the design of appropriate strategies for reprioritization or redefining policies. Policies exist at all levels. 
Some are more formal and official, others more informal and traditional.

Organizational structures. The rules and practices within organizations need to be reviewed to identify 
ways in which social inequity is created and maintained. The extent to which GESI policy commitments 
are formulated and effectively implemented depends on the understanding, skills and commitment 
of the staff in policy-making, planning and implementation roles. Additionally, most organizations 
have official rules and procedures, but unofficial norms and practices operate informally and influ-
ence results. Tools for organizational assessment in projects/NGOs/partner organizations include 
disaggregated staff profiles showing who has access to what opportunities and types of resources and 
levels of decision-making power; reviewing the job descriptions and terms of reference for including 
GESI in objectives, tasks/responsibilities, and key skills/competencies; and human resource policies 
for recruitment, promotion, capacity building and support for gender-specific responsibilities.

Program and budgeting. The program activities should be reviewed to assess the strengths and identify 
areas of improvement for addressing the needs and interests of women, the poor and the excluded. The 
program and budget should be assessed on whether they are specific, supportive or neutral towards 
these groups. A financial commitment to gender- and inclusion-related activities is an essential ele-
ment of mainstreaming GESI, reflecting the spending choices the concerned organization has made as 
per its available resources. When auditing budget and program design to assess their effectiveness in 
reaching different excluded groups and the poor, it is important to keep a separate eye on expenditures 
for men and women in these various groups. Otherwise gender-based disparities may not be picked 
up. Similarly, when conducting a gender audit, it is important to look separately at the expenditures 
and outcomes for women from different social groups since women from certain social groups may not 
have been reached.

Monitoring and evaluation. Monitoring and reporting should follow the conceptual frame of the three 
areas/domains of change: 1) changes in assets/services; 2) changes in voice and ability to influence; and 
3) changes in informal and formal policies and behavior. All monitoring and reporting formats must 
have disaggregation by poverty, sex, caste, ethnicity and location. Monitoring teams must be inclusive, 
with representation of women and people from excluded communities as members. Monitoring teams 
must consult with community women and men, including those experiencing exclusion, representa-
tive organizations and others. Monitoring must also focus on the process of implementation: what was 
done and how it was done, and from a GESI perspective, with whom it was done; and on the outcome 
or results of action.
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Annex 1.3: List of Budgets Reviewed, FY 2009-2010, for Gender Equality and 
Social Inclusion Budgeting Covering 22 Programs and Annual Plans 
of Two Ministries 

Sector
Number of project/ 
program budgets

List of budgets reviewed of FY 2009-2010 for GESI budgeting

Agriculture 3
• Commercial Livestock Development Project, ADB
• Project for Agriculture Commercialization and Trade, WB 
• Regular program of MOAC: extension services

Education 5

• School Sector Reform Program
• School Sector Support Program 
• Capacity Development Program
• Secondary Education Support Program, district level
• Education for All, district level

Health
Annual plan (covering 41 

programs) 
• Annual budget of FY 2009-2010 of MOHP

Forest
Annual plan (covering 18 

programs) + 2
• Annual budget of FY 2009-2010 of MOFSC
• Annual program budget of Kavre and Morang, FY 2008-2009

Water supply 
and sanitation

6

• Community-based Water Supply and Sanitation Program 
• Rural Water Supply and Sanitation Fund Development Board
• Small Town Water and Sanitation Project
• Regular program of district water supply and sanitation

Irrigation 3

• Community-managed Irrigation and Agriculture Support Program
• Integrated Water Resource Management Program
• Department of Irrigation
• Annual program budget of Kavre and Morang, FY 2008-2009

Rural 
infrastructure

4

• Rural Access Program 
• Rural Rehabilitation and Reconstruction Project 
• Decentralized Rural Infrastructure and Livelihood Improvement Program 
• District Road Support Program
• Rural Access Integrated Development Program
• Annual program budget of Kavre and Morang, FY 2008-2009
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Annex 2.1: Proposed Sub-indicators for Gender-responsive Budgeting

Indicators (score) Subindicators

Participation idecision-
making (30)

•Regular meetings of the mothers’ group

•Representation of ANMs and staff nurses in the ilaka/district-level health annual review and planning 
meetings

•Representation of women in the health facility management committee: community (Dalit/women/
Janajati) and FCHVs select their representatives instead of nomination by health facility in-charge

•Representation of women in all district-level monitoring committees (free health service, district AIDS, 
immunization, reproductive health, etc)

Capacity building (30)

•Participation of women health staff in training /workshops and seminars 

•Participation of HFMC members in training and seminars

•Participation of FCHVs in training and seminars

•Orientation to different level staff and committee members on related policies and provisions 

•Gender orientation to staff and committee members to create gender-friendly environment in 
committees, offices and workplaces

Benefit sharing (40)

•Access of women to available health services 

•Women-specific health-related programs (reproductive health, uterus prolapses, etc)

•Improvement in major health indicators (where there is wide gender gap)

•Proportion of women health workers (indirectly this would encourage women to access health services) 
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Annex 3.1: Policy Analysis Format

Policy, provision, article No GESI analysis of policy statements, provisions, criteria, guidelines, etc

Addresses human condition within 
existing social hierarchy and division of 

responsibilities, does not make structural 
changes

Establishes 
equal rights and 

promotes structural 
transformation

Neutral

1……

2…..

Annex 3.2: Format for Disaggregated Diversity Profile

S.N. Post

Dalit
Janajati

Brahmin/Chhetri
Other 

Madhesi 
Castes/

OBC 
groups

Muslims Others
Total

Others

Newars
Hill Madhesi Hill Tarai Hill Madhesi

F M F M F M F M F M F M F M F M F M F M

1

2

3

4

5

6

Annex 3.3: Program and Budget Analysis Format

Description

Directly supportive 
activity (1)

Indirectly supportive 
activity (2)

Neutral activity (3) Total

Amount % Amount % Amount % Amount %

Women

Dalit

Janajati (except 
Newar)

Newar

Brahmin/Chhetri

Muslims

Other Madhesi 
Castes/Other 
Backward Classes 
(OBC)

Location (rural, 
remote, Karnali, 
Tarai, etc)

Poor

Adolescents

Elderly

Disabled

.....
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