NEPAL

Although many essential services are nominally free of charge, particularly to poor and marginalized groups, there is evidence of inadequate resources to meet demand, and out-of-pocket payments constitute 62% of total health expenditure. As a
low-income country with predominantly rural population, communicable diseases remain the greatest source of DALYs lost, although their burden is declining. Further, Nepal has made good progress towards reducing maternal and infant mortality,
and is on track to meet both Millennium Development Goals 4 and 5. However, the availability of physicians, nurses and midwives is still low, and there is limited likelihood of scaling up to meet indicative thresholds by 2035. There may also be
challenges in acceptability, with only one quarter of physicians being women and a ratio of nurses to physicians below the OECD average. Regulation and accreditation mechanisms are in place through the various health professional councils.
However, the evidence indicates challenges in the motivation, retention and performance of the health workforce, which the current strategic plan for human resources for health (2011–2015) is attempting to address.
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Disability-adjusted life years (DALYs) quantify both premature mortality (YLLS) and
disability (YLDs) within a population. The top 10 causes of DALYs are ranked from
top to bottom in order of the number of DALYs they contribute in 2010. Bars going
right show the percent by which DALYs have increased since 1990. Bars going left
show the percent by which DALYs have decreased.
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*See Annex 1 for full explanation on country profile methods and sources.

