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Abstract

Nepal’s Primary Health Care (PHC) is aligned vertically with disease control programs at the core and a vast network
of community health workers at the periphery. Aligning with the globalization of health and the factors affecting
global burden of diseases, Nepal echoes the progressive increase in life expectancy, changes in diseases patterns,
including the current impact of COVID-19. Nepal’s health system is also accommodating recent federalization, and
thus it is critical to explore how the primary health care system is grappling the challenges amidst these changes.
In this review, we conducted a narrative synthesis of literature to explore the challenges related to transformation
of Nepal’s primary health care delivery system to meet the demands incurred by impact of globalization and recent
federalization, covering following database: PubMED, Embase and Google Scholar. Of the 49 articles abstracted for
full text review, 37 were included in the analyses. Existing theories were used for constructing the conceptual
framework to explain the study findings. The results are divided into four themes. Additional searches were
conducted to further support the narrative synthesis: a total of 46 articles were further included in the articulation
of main findings. Transforming Nepal’s primary health care system requires a clear focus on following priority areas
that include i) Revised efforts towards strengthening of community based primary health care units; ii) Adapting
vertical programs to federal governance; iii) Reinforcing the health insurance scheme; and iv) Strengthening an
existing network of community health workers and health human resources. This review discusses how these broad
goals bear challenges and opportunities.
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Key messages

� Globalization and health have integral impact and
warrants a need to transform the health system
which can be achieved through re-strengthening pri-
mary health care system by re-establishing commu-
nity health care units and their functionalities
(equipment/logistics and human resources).

� Immediate implementation of policies for clarity in
distribution of responsibility, and accountability to
all governance structure (federal, province and local)
is critical..

� Strengthening of social health security system
building on more research and evidence on costs of
service delivery across the health sector; market
costs; with improved quality of Universal Health
Coverage (UHC) through multi-sectoral collabor-
ation and public-private partnership needs
prioritization.

� Improvement of quality of existing primary health
care services based on community health worker
assessment and improvement framework needs
investments.

Background
Nepal has made significant progress on health indicators
over the past several decades [1]. The impressive
achievement in health indicators was the result of
globalization in health including economic development
via-a-viz strengthening of primary (mostly peripheral)
health care (PHC) health care (PHC) system particularly
through investments to establish the health care infra-
structure. PHC service in Nepal has been active since
1978 through a network of district and the distal net-
work that reaches to the community served by health
posts and sub-health posts. At the community level,
nearly 50,000 Female Community Health Volunteers are
mobilized throughout the country. Significant progress
has been achieved by such a vast network of PHC in
Nepal, a lot of which are reflected in millennium and
sustainable development goal indicators [2]. Transform-
ing health system to achieve millennium and sustainable
development goal indicators also reflects how
globalization has promoted health system to adopt these
goals. The infant mortality rate declined by two fold
from 78 deaths per 1000 live births in 1990 to 32 deaths
per 1000 live births in 2016 and pregnancy related mor-
tality rate declined by half from 543 deaths per 100,000
live births in 1989–1996 to 259 deaths in 2009–2016 [1,
2].
The progress over the decades is marred by socio-

economic and geographic differences in access to health
services. Despite showing an increment in institutional
delivery rate from 18% in 2006, 39% in 2011 to 60% in

2016 for the recent birth, far less women from poor
background utilize these services compared to those
from richest wealth quintile in 2016. The 2016 Nepal
Demographic Health Survey (NDHS) found only 36% of
mothers from poorest wealth accessed institutional de-
livery compared to 92% of mothers from richest wealth
quintile [3–5]. Similarly, birth assisted by skilled birth at-
tendants showed increase from 19% in 2006, 36% in
2011 to 58% in 2016 however, only 34% of women from
the lowest wealth quintile accessed SBA compared to
89% of women from richest wealth quintile. These dis-
parities are expected to grow due to the impact of
COVID-19 pandemic and may affect Nepal’s long-term
aspirations in health (e.g. Sustainable Development
Goals/SDGs), economy and development [3–6].
Globalization of the COVID-19 has clearly demonstrated
how health is a global entity and political borders have
little to no impact on restricting the spread of disease [7,
8]. Health system in low- and middle-income countries
can suffer from additional burden due to inadequate
preparedness, and weak primary health care system that
can ultimately increase morbidity and mortality [9, 10].
Achieving the United Nation's (UN's) Sustainable Devel-
opment Goals (SDG3: Ensure healthy lives and promote
well-being for all at all ages) requires sheer attention in
building primary health care [11].
The deficiencies and unmet targets in Nepal’s health

system are often discussed and justified in terms of various
challenges, a lot of which have been widely known (for
e.g., geographical barriers) and are mostly accepted [12,
13]. However, there have not been a systematic attempt to
explore what and how within the system and outside have
affected the delivery of services, achievement of targets
and goals. Although systematic review apparently can aid
in gathering evidence around barriers and facilitators (fac-
tors) related to functioning of the health system; the com-
plexity of the health system, services, and its
operationalities pose unique challenges in comparing and
consolidating these plethoric factors [14, 15]. Unlike how
a systematic review (and meta-analysis) can forge evidence
around certain clinical interventions (clinical trials), in
complex social and programmatic interventions, their na-
ture, particularly due to non-linearity and non-
comparability, it demands a flexible and broader landscape
for evidence synthesis [14, 16–20]. One such method
adopted in this review is blending of relevant literature
with the experiential and disciplinary expertise of the local
social and cultural context of Nepal’s health system [21–
23].
No previous study has examined implementation chal-

lenges in Nepal’s primary health care system (PHC)
using a method that allows academic and experiential
evidence [21–24]. Such methods can compensate the
narrow and prescriptive outcome guided by a systematic
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review at the same time allows to include the compre-
hensive and historical evidence [14, 15]. The main ob-
jective of this article is to review the historical and
current challenges and opportunities of Nepal’s PHC
system in order to forge actionable recommendations
for the future.

Methods
This study utilized a narrative synthesis of literature,
using a scoping review framework outlined by Arksey
and O’Malley [25] which has been previously used in
health system and policy context [26, 27]. Further in-
corporation of authors’ epistemic expertise allowed to
compare and explore more commonalities (and differ-
ences) of the findings in the local social and cultural
context [14, 15, 22, 23]. Our review framework incorpo-
rates the following phases: i) identifying the key research
questions through an iterative review/discussion, ii)
identifying the initial potential studies based on the dis-
cussion, iii) searching literature in major medical data-
bases; iv) collating of data, synthesizing, and reporting of
the findings, and v) discussion among experts and utiliz-
ing their feedback as a required steps in knowledge
translation part of a scoping review methodology (see
acknowledgements). Based on the series of these steps,
we identified prominent themes that are categorized and
presented as themes A, B, C, and D in corollary with the
proposed framework (organization of main findings).
The synthesized evidence was further mapped using a
casual loop diagram (CLD) to show the complex inter-
play of factors in Nepal’s primary health care delivery
system [26].
We searched the medical databases (PubMed/Medline,

Embase and Google Scholar) for scientific and grey liter-
atures up until December 2020 using the following
search terms in combination with Boolean operators
“AND” and “OR”: “Nepal”, “Sustainable development
goals”, “SDG”, “primary health care”, “PHC”, “health sys-
tem”, “health system strengthening”, “health system inte-
gration”, “governance”, “accountability”, “health
financing”, “human resources”, “supply chain”, “disease
control”, “vertical programs”, “health outcomes”, “chal-
lenges”, “weaknesses”, “progress”, “success”, and “com-
munity health workers” (eSupplimentary material 1).
Both peer reviewed publications, reports and webpages
excerpts were considered for analyses. See the supple-
mentary appendix for more information on search strat-
egy. Further, the data on health expenditures, progress
towards achieving millennium development and sustain-
able development goals were extracted from webpages of
WHO, World Bank, and Nepal’s ministry of health and
population. A total of 37 articles was selected in mutual
consensus (BA, SRM) and abstracted in an excel sheet
(Fig. 1, eSupplementary material 2).

Organization of main findings
This narrative synthesis follows an iterative process [25]
for exploration of relevant literature and synthesis of
major findings using elements and components of health
system and its functioning outlined by van Olmen et al.
[28] and WHO [29] (Fig. 2). Specifically, themes that are
relevant for health system in Nepal and supported by
the framework were used. Final four themes were se-
lected and are presented in the results sections that
includes:

1) Theme-A: Historical development in primary
health care delivery system

2) Theme-B: Transition of health system from unitary
to federal system

3) Theme-C: Extending the risk pool for health
4) Theme-D: Primary health care system at crossroad

We followed additional steps to use experts’ feedback
and utilized them in the synthesis of major findings.
Such review process is unique for research aimed at un-
tangling substantial, yet unique challenges facing health
system delivery, and is further aimed at developing un-
biased themes on major findings [30].

Historical development in primary health care delivery
system
From the Alma-Ata declaration of 1978, to the recent
Astana Declaration, Nepal has continuously strived to
reform PHC [31, 32]. These declarations and their com-
mitment have engendered a shift in focus and trans-
formed the way PHC worked in the past. Specifically,
the shift from vertical governance to horizontal and
community-based health program implementation bears
a plethora of benefits including its contribution in

Fig. 1 Flow diagram of the review process

Adhikari et al. Globalization and Health            (2022) 18:8 Page 3 of 12



community engagement in programs and health research
[33–35]. Although the success through this declaration
was not uniform around the globe, many countries includ-
ing Nepal were able to achieve modest coverage in child-
hood immunization and access to water and sanitation
particularly among the urban population [36]. Inevitably,
globalization of health and its indicators have triggered
health system to achieve such goals including strengthen-
ing of primary health care system. These efforts were
reflected in the Millennium Development Goals (MDGs)
which incited a major focus on reducing disease burden
and promoting good health particularly focusing on
mothers and children [37]. The SDGs, which were
adopted in 2016, were another historic milestone in re-
inforcing full focus back to health indicators which were
not covered before in MDG era [38].
In the follow through, the Astana Declaration called for

revitalizing PHC — an agenda established 40 years ago
which nudged policy makers to focus on PHC system
once again. Despite significant progress in reducing the in-
fant and maternal mortality rate, the quality of services
and disparities in delivery of services were wide; and thus
MDG goal 5 (improve maternal health) remained unat-
tained [37]. For example, only 50% of women delivered
their babies with the help of a skilled birth attendant and
even lesser proportion of population was able to afford to
and attend health centers and hospitals with significant
discrepancy between rural and urban regions [37, 39].

Further, progress remained fragmented in number of
areas including but not limited to non-communicable dis-
eases (NCDs), quality of health services, and establishment
of a risk pooling mechanism at the country level. In Nepal,
80% of patients attending outpatient departments present
with at least one NCD and clearly demonstrates how in-
creasing NCDs burden in Nepal aligns with the
globalization of this new epidemic in Low Income and
Middle Income Countries (LMICs) [27]. Based on the re-
cent study, health service readiness towards NCDs
amongst public health facilities, specifically primary health
care centers in Nepal were sub-optimal and inferior com-
pared to private hospitals in Nepal [40]. However, there
has been a consistent decrease in the burden of maternal,
neonatal disorders, and infectious diseases such as tuber-
culosis (Fig. 3). Unsurprisingly, a recent review on per-
formance indicators of Nepal’s PHCs system urged the
need to improve the coverage and quality of existing ma-
ternal, newborn and child health programs—despite these
programs being around for ~ 60 years [41].
Structural challenges, including shortages in resources

in the health system, will have ramifications on coverage
and quality of PHC services [42]. High coverage is often
equated with expansion of health services, which unfortu-
nately, does not account for the poor performance and
poor quality of existing services. Nepal’s primary and par-
ticularly rural health care system is constrained by a lack
of adequate health human resources, poor supply

Fig. 2 A conceptual framework showing the elements and aspects of health system as a normative vision on how a health system functions. This
figure is adapted from health system framework based on van Olmen et al. [28] and WHO [29]
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chain logistics - medicines and equipment, attrition of
health staff, their responsiveness and poor account-
ability [43]. Access to health services in rural regions
of Nepal is additionally constrained by various bar-
riers that includes geographic difficulties (difficult ter-
rain, distance, poor road conditions, and lack of
transportation means), and direct and indirect cost of
attending health services [12, 39].
Alongside growth of PHC system in the government

sector, the extensive network of private health clinics/
pharmacies and hospitals emerged to become Nepal’s
functional health system in urban and semi urban areas
[44, 45]. REPLACE: Although, models and mechanisms
of public-private partnership are critical to optimize the
quality of disease specific and general health care, much
of the synergies in health care are haphazard and rather
compensatory to public health services [9, 40].

Transition of health system from unitary to federal system
Nepal promulgated a new constitution in 2015 and trans-
formed to a federal republic with seven provinces [40].
The seven provinces are sub-divided into 753 local
governments comprising 6 metropolitan cities, 11 sub-
metropolis, 276 urban municipal councils and 460 rural
municipalities [46]. The health system in Nepal has also
been restructured to align with the new federal structure.
Although the federal system paved a new pathway to

opportunities to building better health systems, it can suf-
fer from pre-existing and new challenges (Fig. 4) such as
inheriting structural inequities in health services (health
infrastructure, geographical and economic barriers) [50,
51]. For instance, poor availability (inequitable distribu-
tion) of tertiary health institutions may continue to be
major constraints for health services [45]. In addition,
people in remote regions within Nepal may further suffer

Fig. 3 Epidemiological transition in Nepal from 1990 to 2017. The legends are ordered based on descending DALYs per 100,000 in 1990. The
figure shows the shift in burden of major causes of DALYs in Nepal. Dominated by maternal and neonatal disorders, and communicable disease
in 1990s—the burden of disease shifted over the next twenty years to 2017, when cardiovascular disease was the leading cause of DALYs. Data
for this visualization were derived from Global Burden of Disease Study, Institute of Health Metrics and
Evaluation (https://vizhub.healthdata.org/gbd-compare/)
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from geographical barriers to attending the health centres,
including economic constraints in attending the health
services [12]. Nonetheless, federalization that could offer
local governments increased autonomy and financial inde-
pendence can be an opportunity to tackle the existing
challenges [9, 40]. How health is prioritized by local
governments, health financing and existing constraints in
human resources can be another layer to an existing
challenges [50, 51]. It is essential to utilize the positive
aspects of federalization to redress the challenges. Adher-
ing to the crux of federalization that promotes local own-
ership, local governments must strive to plan and
implement the programs [51]. Recent reports have
suggested the severe constraints in local governance for
health care due to inadequate health human resources [9,
52]. One way to strike a balance during the federalization
process is to adopt a gradual and seamless transitioning
through increased synergy between the federal and
local health structure that can include integrating a
feedback loop through bottom-up and community
engagement approaches. The federal transition re-
quires continued and concerted efforts through multi-
stakeholder engagement to realize attainment of the
SDGs [43, 53].
Reducing disparities in access to services in Nepal will

further depend on the success and performance of these
new federal structures—particularly whether these new
structures will increase accountability of work, financial
transparency, and reduce delays in implementation in
exchange for devolution of power and authority [52].
The accessibility to Primary Health Care Centres

(PHCCs) and the hospitals are beyond reach for a sub-
stantial proportion of the population [13], and the rural
population often negotiate their rights to health care
with the cost of treatment and distance to health centers
[39]. For instance, only 61.8% of the households have ac-
cess to health services within 30min, with the gap be-
tween urban (85.9%) and rural (59%) being alarming
[44]. While longest distance to a tertiary care centre in
Kathmandu could be just 15kms away, in rural areas, a
tertiary care centre could be more than 100kms away.
Transition to the federal system is expected to bridge
gaps in coverage of services. Nepal has already stepped
into the federal structure for the last seven years, though
glimmers of the functional shortcomings and gaps are
emerging [9, 40] and additional evidence is likely to elu-
cidate how these gaps can be curbed.
With the current political reformation of Nepal from

unitary governance to federal governance, primary
health care services have been further muddled due to a
lack of clarity on devolution, responsibility distribution,
and coordination [9, 54]. Poor management are reflected
in various epidemic management, for instance, a recent
ineffective management of Dengue fever outbreak in
southern states and capital Kathmandu where a shortage
of rapid diagnostic tests gained the spotlight in national
and international newspapers [55]. More recently, poor
preparedness and management of COVID-19 pandemic
became a hallmark of globalization and highlighted the
constraints in Nepal’s health system functioning includ-
ing lack of coordination between federal and provincial
authorities [8, 10, 56].

Fig. 4 Challenges and influencing factors in Nepal’s health care system. → (+) sign denotes a positive link, and → (−) sign denotes a negative
link where a change in influencing factor is in the same direction as the influenced element. → ||indicates there is a delay where a change in
influencing factor produces change in influenced element only after an interval of time. ‘RS’ denotes a reinforcing loop and ‘B’ denotes balancing
loop. The figure shows the interaction of factors operating at the i) facility-level, ii) community health worker’s level (e.g. FCHVs) and iii) patients’
level in health system. Some of these factors (e.g. community involvement) operate at both the health facility and CHWs level. Development of
causal loop diagrams were based on an iterative process of review incorporating author’s normative vision on health system. Thematic analysis
and brainstorming with authors’ own reflexivity helped in constructing these causal loop diagrams (CLDs). More description about causal loop
diagrams and its application in decision making is available in the reference [47–49]. For further information in CLDs, please follow the online
resource from the John Hopkins University (https://www.coursera.org/learn/systems-thinking)
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Extending the risk pool for health
An effective health insurance program in a country can
provide adequate financial risk protection to all of the
population against the cost of health care [44]. Ensuring fi-
nancial risk protection can ultimately help facilitate uni-
versal health coverage, for example by securing access to
adequate health care for all at an affordable price [57]. An
important step towards universal health coverage is pool-
ing of risk in a society where all individuals share the fi-
nancing of total healthcare costs, which can be channeled
through either general tax revenue or by compulsory paid
membership to social health insurance schemes. Success-
ful countries with universal health coverage have adopted
mixed health financing systems that protect part of the
population partially through general tax revenue while
others are covered by health insurance [57]. Either of
these paths to universal health coverage in Nepal through
health insurance scheme are jeopardized by baseline hin-
drances that includes inadequate health infrastructure in
place and concerns around how to finance the social
health scheme. In addition, countries who have achieved
health coverage above 80% have strived for many years,
and decades in certain instances, to continually increase
coverage [57]. Amidst these pressing issues, there is a
growing debate around the future structure of Nepal’s
health financing mechanism. As the current roll out of the
social insurance scheme has suffered pro- reach bias and
low enrollment, its fate in the coming years remains un-
certain. Health insurance policy in Nepal also requires
alignment with the costs required to achieve the universal
health coverage, including the inclusion and collaboration
with private sector health services. Further research is es-
sential to explore the costs of health care delivery and
tailor the health insurance program of Nepal.
Strengthening facility-based delivery of services and im-

proving referral mechanisms is the most frequently raised
topic for improving PHC system, however, they have been
inadequately prioritized amidst the fiscal and budgetary
challenges. Currently, Nepal spends only 1.9% of the
Gross Domestic Product (GDP) while the evidence sug-
gests that countries should spend 5% of their GDP to pro-
gress towards universal health coverage [58, 59]. The
budget on health has only marginally increased from USD
3.8 to USD 5.4 in last 19 years [58]. The current budget
(484 million USD) for federal ministry of health and popu-
lation of Nepal is devolved 7.4% to provincial governments
and 32.2% to local governments while 60.4% remains at
the central level. Around 38% of the health budget is allo-
cated as hospital grants and 14% is allocated for capital
construction. A quarter of the health budget is spent on
wages and salaries. A remarkable proportion (93%) of the
budget for equipment remains at the federal level, and the
majority of this is allocated to purchase cancer equipment
[58]. However, budget allocation is not the sole

constraints; poor financial regularity, coordination be-
tween finance and managerial entities needs to be im-
proved within the federal context, for building a value-
based health care system.

Primary health care system at crossroad
Nepal has a massive network of primary health care cen-
ters that includes health posts, and primary health care
centers run by a cadre of health workers that includes
doctors, nurses, paramedics and FCHVs [9]. The health
system operates in four tiers with the first and basic tier
composed of a massive network of the community health
workers (CHWs). In this article, CHWs refer to Female
Community Health Volunteers (FCHVs), who are the
frontline community cadre in Nepal’s primary health care.
Based on the report of 2017, there are currently 50,000
FCHVs with ratio of 20 per 10,000 populations [60]. Since
its inception in 1988, the Female Community Health Vol-
unteers’ program (FCHVs program) has been established
as a crucial pillar of Nepal’s CHW program. These volun-
teers are selected by mother’s groups and receive 18 days
of basic training on family planning, maternal, newborns,
and child health and nutrition issues. Each FCHV could
serve up to ~ 200 [160 to 240] community members a year
depending on geographic location [61]. The second tier
are primary health care centers (PHCC) that include a
network of health outreach units, health posts, and pri-
mary health care centers could serve up to ~ 20,000
[16,000 to 24,000] + patients in a year. A PHCC is also a
referral point (with a trained medical doctor and lab facil-
ities) for health posts and provides training and supervi-
sion to the FCHVs. The third tier of the health care
system in Nepal includes secondary-level health care facil-
ities including former district and provincial hospitals
which could serve upto ~ 100,000 [80,000 to 120,000] pa-
tients in a year [61, 62]. The fourth and the highest tier of
health care system comprises tertiary-level health care fa-
cilities that consists of specialized hospitals serving upto
~ 0.66 [0.53 to 0.80] million people in a year [63]. These
numbers are computed using existing information apply-
ing a generous uncertainly (±20% SD) around the esti-
mates (visits /day) [61–63].
In these four tiers of PHC delivery system, Nepal faces

a perennial shortage of skilled human resources. The
World Health Organization suggests that the availability
of health workers (physicians, nurses and midwives)
should be ~ 45 per 100,000 population which falls short
in Nepal. Current availability of health workers is 34 per
10,000 population [64, 65]. Although the vast network of
primary health care has shaped up over the last decades
and spans across the rural and urban region within the
country, there are several challenges to the optimum
functioning of such a system. In particular, the availabil-
ity of human resources both in terms of quality and
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quantity at the community level particularly in rural
areas are highly disproportionate against the rough ter-
rain of Nepal [13].
Over the decades, the human resource gap between

rural and urban regions in Nepal has not improved sub-
stantially [66] and its impacts are even more prominent
during disasters [13]. During the recent 2015 earth-
quakes in Nepal, the rural population suffered from a
disproportionate burden of morbidity and mortality,
largely attributed to inadequate health services in rural
regions [13, 67]. Such a huge inequity in health services
is also attributed to poor management and policy, aug-
mented by poor financial and human resource manage-
ment and political instability [68, 69]. Human resources
management has struggled with two primary challenges
in Nepal including the lack of incentives for health hu-
man resources to serve rural regions, and second, a gen-
eral lack of accountability and responsiveness of human
resources working in rural regions [43, 70]. In addition,
performance-based assessment, impartial treatment in-
cluding the punitive actions towards irresponsive human
resources and quality are critical for optimal monitoring
and evaluation [71].
The challenges of management of human resources has

long been felt and have achieved increasing prominence in
the new federal system of Nepal [54]. In addition to the
management and availability of human resources, lack of
clarity in the delineation of authority between jurisdictions
in the different layers of government has further impacted
the federal health system. Federal governance requires an
investment in development of health human resources to
function under the new structure [54].
These human resource shortages have been addressed

with deployment of community health workers who
serve as a critical component of PHC system in Nepal
[9, 40]. Assessing their strengths, and areas for improve-
ment is an important component of strategic manage-
ment – the ministry of health can leverage tools for such
evaluation such as the Community Health Worker As-
sessment and Improvement Matrix (CHW-AIM). CHW-
AIM guides policy makers and implementers through 10
core components which are considered to be essential
for effective community health care systems [72]. FCHVs
are the frontline staff at primary health care services in
Nepal. Although much of the literature has built evi-
dence on how FCHVs can improve health outcomes in
the communities, the integration of training, and further
responsibilities to FCHVs are constrained by various fac-
tors, the least of which is whether adding more responsi-
bilities to FCHVs is feasible [71, 73]. The recently
drafted FCHV strategy focuses on revitalizing the FCHV
program, however, there are several loopholes which
needs to be addressed to go forward. FCHVs currently
lack dedicated supervisors who could provide timely

mentoring and support. FCHVs need digital inputs and
aids which will overcome the challenge of not having a
dedicated supervisory system [74]. However, not all of
Nepal’s FCHVs are literate or able to easily use a mobile
device. The drafted FCHV strategy brought changes on
educational and age requirement at entry and retirement
that will add new cadres of more educated FCHVs into
the FCHV program [75]. These are important steps to-
wards improving community health care in Nepal, none-
theless, the effective implementation of this strategy and
its output will take time.
In order to strengthen and improve the network of

primary health care services, alignment of policies with
the current federal system is indispensable. Integrating
the vertical programs with horizontal and community-
based health services can help pave the way forward.
Nepal’s health system inherited a challenged structure
comprising vertical programs from the 1970s [76]. Going
forward in the SDG era, these programs need horizontal
as well as vertical integration. For instance, under hori-
zontal integration, the NCD programs can be integrated
with programs on maternal and child, and sexual and re-
productive health. Under vertical integration, the com-
munity outposts such as the immunization clinics can be
integrated with primary health care outreach services
which can ultimately help in increasing coverage and
quality of community services. Nepal’s decade long cen-
tralized approach of vertical implementation of primary
health care services is characterized by inadequate hori-
zontal implementation and community engagement [43,
77, 78]. For instance, the concept of building capacity of
the frontline health staff such as female community
health volunteers have recently been established to im-
prove the clinical care including health indicators in
hypertension [79, 80]. This particular window of oppor-
tunity accessible through community engagement [34,
78, 80, 81] to boost the community level health care
may become promising for a new federal system of
Nepal [43, 78]. Nonetheless, overriding of community
health workers by adding burden to them without efforts
towards 1) increasing their numbers & quality and 2) in-
centives can be counterproductive [82]. At current state,
however, the budgetary constraints and fiscal gaps fur-
ther impede the delivery of health services at the periph-
eral level. Figure 5 shows the trends in total health
expenditure by its sources and demonstrates out of
pocket expenditure as a major contributor (almost two-
thirds of the health expenditure). As shown in the trend,
increase in the current health expenditure but with de-
creasing external funded programs implies that Nepal
may have to struggle to sustain the health services with-
out external aids. Budgetary and fiscal gaps occurring in
parallel with structural and policy level challenges im-
pede the delivery of services. Similarly, the lack of
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public-private partnership in provision of health services,
inadequate concerted efforts between non-governmental
organizations and the government further misalign the
agenda and may disperse the SDG goals [83, 84].
Finally, primary health care system should be built on

Nepal’s long-term aspirations, particularly focusing on
health, economy and development goals. The National
Health Policy 2019 [85] captures the vision laid out in
the Nepal’s constitution promulgated in 2015; therefore,
this may provide further impetus for development in
Nepal’s PHC system. Along with focus on grassroot ser-
vices, strong focus on building the coverage and quality
of secondary and specialist care to tackle the existing
and emerging health issues (e.g., NCDs, COVID-19) is
needed. Current pandemic due to COVID-19 has ex-
posed the capacity and resilience of Nepal’s primary

health care system, particularly how Nepal should
garner preparedness towards the globalization of
health as a major focus. A recent study that looked at
health system’s preparedness towards COVID-19
management found poor coordination between three
tiers of governments; inadequate delineation of
responsibilities, and the least of which affected the
accountability at the local levels [9]. At the heart of
each of these units (mostly excluding federal level),
i.e. at provincial and local levels, lack of trained
health human resources affected the functionality.
Echoing with the deficits that were prominent during
disasters such as the 2015 Gorkha earthquakes,
Nepal’s health system still needs to strive towards
improving community health services by adopting
community and stakeholder engagement [8, 78].

Fig. 5 Trend in health financing indicators in Nepal from 2000 to 2016. The figure shows the changing trends of health financial indicators,
notable of which is the out-of-pocket expenditure, which is above ~ 50% over past several years indicating nearly half of current health
expenditure was paid out-of-pocket in these times. Data for this visualization were derived from the World Bank (https://data.worldbank.org/)
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Strengths and limitations
This review benefits from a blend of systematic search of
literature, thematic synthesis of the findings which hoists
to explore how globalization (targeting SDG goals,
changes in economy, migration, changing disease burden
including recent COVID-19 pandemic) has impact on
health system’s transformation in Nepal. Nonetheless,
health system and the factors affecting its performance
are complex and thus findings from this study may only
serve to allude towards where and why the focus is crit-
ical. The findings and its interpretations in this study
further can be an initial navigation tool or launchpad for
future studies around health system of Nepal. Utilizing
thematic abstraction at a higher level allowed us to
broaden our findings aligning with the research ques-
tion, nonetheless, such an abstraction can miss the spe-
cificity of characteristics of the findings and its nuances.

Conclusions
Nepal has been successfully improving its primary health
care system since the Alma Ata declaration, and recent
commitment to the Astana declaration offers important
opportunity for a way forward. Globalization of health
and the indicators have triggered Nepal to reform the
health system, the core of which lies in improving pri-
mary health care system. This reinforces Nepal’s com-
mitment towards strengthening the peripheral health
care system and achieving the SDGs. Thus, Nepal’s
health system has been transforming towards strength-
ening the peripheral health care networks. Globaliza-
tion’s impact on political reforms, economy, labor
movements and ultimately disease patterns (increasing
NCDs and recent COVID-19 pandemic) have an integral
and profound impact on how Nepal is transforming to
tackle these challenges. With the recent political trans-
formation from centralized vertical to federal governance
with the promulgation of the new constitution in 2015,
Nepal has stepped into a new era and thus requires
renewed policies to overcome the challenges and
materialize the gains so far. Importantly, COVID-19
pandemic further bolstered the critical role of of PHC
system to deliver effective health system response. There
is a clear need for health policies to adapt into the fed-
eral health system with responsibility distribution and
stewardship through the municipal governments. In
addition to restructuring and adapting the new health
policies to suit the local governments, the existing health
insurance scheme requires renewal and tailoring based
on further research on costs of service delivery across
the health sector to achieve the UHC quality. This may
well require the multi-sectoral collaboration including
public-private partnership. The vast network of commu-
nity health workers/volunteers are the major assets of
Nepal’s peripheral health system. These networks can be

built up to increase the coverage and quality of services
through an integrated approach outlined in CHW-AIM
framework.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12992-022-00798-5.

Additional file 1: eSupplementary material 1. Search terms used for
the review.

Additional file 2: eSupplementary material 2. A descriptive summary
of findings from review.

Acknowledgements
We would like to express our gratitude to Pratik Khanal, and Rajesh Yadav,
for their opinions in the early draft of the manuscript.

Authors’ contributions
SRM and BA conceptualized the study. SRM, BA and RS drafted and revised
the manuscript. The author(s) read and approved the final manuscript.

Funding
None.

Availability of data and materials
All data pertaining to the review are presented within the manuscript and
supplementary files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
Authors have no competing interests to declare.

Author details
1Nepal Community Health and Development Centre, Kathmandu, Nepal.
2Mahidol-Oxford Tropical Medicine Research Unit, Faculty of Tropical
Medicine, Mahidol University, Bangkok, Thailand. 3Centre for Tropical
Medicine and Global Health, Nuffield Department of Medicine, University of
Oxford, Oxford, UK. 4Nepal Development Centre, Bharatpur, Nepal. 5Possible,
New York, NY, USA. 6Brigham and Women’s Hospital, Department of
Medicine, Division of Global Health Equity, Boston, MA, USA. 7Harvard
Medical School, Department of Medicine, Boston, MA, USA.

Received: 2 September 2021 Accepted: 8 January 2022

References
1. Chand PB, Kharel R, Politics of Primary Health Care in Nepal. Chapter 11.

Available from: https://www.ncbi.nlm.nih.gov/books/NBK316266/. In:
Medcalf A, Bhattacharya S, Momen H, et al., editors. Health For All: The
Journey of Universal Health Coverage. Hyderabad (IN): Orient Blackswan;
2015; 2015.

2. Ministry of Health and Population Nepal: Revitalizing primary health care
country experience: Nepal. Available online at http://dohs.gov.np/wp-
content/uploads/2014/04/PHC_Rev_country-Experience.pdf. 2021. Accessed
24 Oct 2021.

3. Ministry of Health and Population Nepal: Nepal Demographic and health
survey. Available online at https://dhsprogram.com/pubs/pdf/FR336/FR336.
pdf. 2016. Accessed 24 Oct 2021.

4. Ministry of Health and Population Nepal: Nepal Demographic and Health
Survey. Available online at https://dhsprogram.com/pubs/pdf/FR191/FR191.
pdf. 2006. Accessed 24 Oct 2021.

Adhikari et al. Globalization and Health            (2022) 18:8 Page 10 of 12

https://doi.org/10.1186/s12992-022-00798-5
https://doi.org/10.1186/s12992-022-00798-5
https://www.ncbi.nlm.nih.gov/books/NBK316266/
http://dohs.gov.np/wp-content/uploads/2014/04/PHC_Rev_country-Experience.pdf
http://dohs.gov.np/wp-content/uploads/2014/04/PHC_Rev_country-Experience.pdf
https://dhsprogram.com/pubs/pdf/FR336/FR336.pdf
https://dhsprogram.com/pubs/pdf/FR336/FR336.pdf
https://dhsprogram.com/pubs/pdf/FR191/FR191.pdf
https://dhsprogram.com/pubs/pdf/FR191/FR191.pdf


5. Ministry of Health and Population Nepal: DHS Fruther Analysis Reports No.
118. Available online at https://dhsprogram.com/pubs/pdf/FA118/FA118.pdf
2019. Accessed 24 Oct 2021.

6. Mishra SR, Dhimal M, Bhandari PM, Adhikari B. Sanitation for all: the global
opportunity to increase transgenerational health gains and better
understand the link between NCDs and NTDs, a scoping review. Trop Dis
Travel Med Vaccines. 2017;3(1):8. https://doi.org/10.1186/s40794-017-0051-3.

7. Bickley SJ, Chan HF, Skali A, Stadelmann D, Torgler B. How does
globalization affect COVID-19 responses. Glob Health. 2021;17(1):57. https://
doi.org/10.1186/s12992-021-00677-5.

8. Adhikari B, Ozaki A, Marahatta SB, Rijal KR, Mishra SR. Earthquake rebuilding
and response to COVID-19 in Nepal, a country nestled in multiple crises.
J Glob Health. 2020;10(2):020367. https://doi.org/10.7189/jogh.10.020367.

9. Shrestha N, Mishra SR, Ghimire S, Gyawali B, Marahatta SB, Maskey S, et al.
Health system preparedness for COVID-19 and its impacts on frontline
health care workers in Nepal: a qualitative study among frontline healthcare
workers and policymakers. Disaster Med Public Health Prep. 2021:1–29.
https://doi.org/10.1017/dmp.2021.204.

10. Pokharel S, Raut S, Rijal KR, Adhikari B: Coronavirus Disease 2019 Pandemic -
public health preparedness in Nepal and one health approach. Disaster
Med Public Health Prep 2020:1–2, 5, https://doi.org/10.1017/dmp.2020.172.

11. UN: The 17 goals. Available online at: https://sdgs.un.org/goals. 2021.
Accessed 31Jan 2021.

12. Marahatta SB, Yadav RK, Giri D, Lama S, Rijal KR, Mishra SR, et al. Barriers in
the access, diagnosis and treatment completion for tuberculosis patients in
central and western Nepal: a qualitative study among patients, community
members and health care workers. PLoS ONE. 2020;15(1):e0227293. https://
doi.org/10.1371/journal.pone.0227293.

13. Adhikari B, Mishra SR, Babu Marahatta S, Kaehler N, Paudel K, Adhikari J,
et al. Earthquakes, fuel crisis, power outages, and health Care in Nepal:
implications for the future. Disaster Med Public Health Prep. 2017;11(5):625–
32. https://doi.org/10.1017/dmp.2016.195.

14. Greenhalgh T, Thorne S, Malterud K. Time to challenge the spurious
hierarchy of systematic over narrative reviews? Eur J Clin Investig. 2018;
48(6):e12931. https://doi.org/10.1111/eci.12931.

15. Collins JA, Fauser BC. Balancing the strengths of systematic and narrative
reviews. Hum Reprod Update. 2005;11(2):103–4. https://doi.org/10.1093/
humupd/dmh058.

16. Braithwaite J, Churruca K, Long JC, Ellis LA, Herkes J. When complexity
science meets implementation science: a theoretical and empirical analysis
of systems change. BMC Med. 2018;16(1):63. https://doi.org/10.1186/s12916-
018-1057-z.

17. Norris SL, Rehfuess EA, Smith H, Tuncalp O, Grimshaw JM, Ford NP, et al.
Complex health interventions in complex systems: improving the process
and methods for evidence-informed health decisions. BMJ Glob Health.
2019;4(Suppl 1):e000963. https://doi.org/10.1136/bmjgh-2018-000963.

18. Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A, Hofmann
B, et al. Making sense of complexity in context and implementation: the
context and implementation of complex interventions (CICI) framework.
Implement Sci. 2017;12(1):21. https://doi.org/10.1186/s13012-017-0552-5.

19. Petticrew M, Knai C, Thomas J, Rehfuess EA, Noyes J, Gerhardus A, et al.
Implications of a complexity perspective for systematic reviews and
guideline development in health decision making. BMJ Glob Health. 2019;
4(Suppl 1):e000899. https://doi.org/10.1136/bmjgh-2018-000899.

20. Booth A, Moore G, Flemming K, Garside R, Rollins N, Tuncalp O, et al. Taking
account of context in systematic reviews and guidelines considering a
complexity perspective. BMJ Glob Health. 2019;4(Suppl 1):e000840. https://
doi.org/10.1136/bmjgh-2018-000840.

21. Abimbola S, Pai M. Will global health survive its decolonisation. Lancet.
2020;396(10263):1627–8. https://doi.org/10.1016/S0140-6736(20)32417-X.

22. Khan M, Abimbola S, Aloudat T, Capobianco E, Hawkes S, Rahman-Shepherd A.
Decolonising global health in 2021: a roadmap to move from rhetoric to reform.
BMJ Glob Health. 2021;6(3):e005604. https://doi.org/10.1136/bmjgh-2021-005604.

23. Adhikari B, Pokharel S, Raut S, Adhikari J, Thapa S, KGCN P, et al. Why do
people purchase antibiotics over-the-counter? A qualitative study with
patients, clinicians and dispensers in central, eastern and western Nepal.
BMJ Glob Health. 2021;6(5):e005829. https://doi.org/10.1136/bmjgh-2021-
005829.

24. Adhikari B, Mishra SR, Dirks KN. Green space, health, and wellbeing:
considerations for South Asia. Lancet Planet Health. 2020;4(4):e135–6.
https://doi.org/10.1016/S2542-5196(20)30056-5.

25. Arksey H, O'Malley L. Scoping studies: towards a methodological framework.
Int J Soc Res Methodol. 2005;8(1):19–32. https://doi.org/10.1080/1364557032
000119616.

26. Mishra SR, Ghimire S, Joshi C, Gyawali B, Shrestha A, Neupane D, et al.
Cardio-metabolic disease risk factors among south Asian labour migrants to
the Middle East: a scoping review and policy analysis. Glob Health. 2019;
15(1):33. https://doi.org/10.1186/s12992-019-0468-8.

27. Mishra SR, Neupane D, Bhandari PM, Khanal V, Kallestrup P. Burgeoning
burden of non-communicable diseases in Nepal: a scoping review. Glob
Health. 2015;11(1):32. https://doi.org/10.1186/s12992-015-0119-7.

28. van Olmen J, Criel B, Van Damme W, Marchal B, Van Belle S, Van
Dormael M, et al. Analysing health systems to make them stronger:
ITGPress; 2010.

29. World Health Organisation. Monitoring the building blocks of health
systems: a handbook of indicators and their measurement strategies: World
Health Organization; 2010.

30. Levac D, Colquhoun H, O'Brien KK. Scoping studies: advancing the
methodology. Implement Sci. 2010;5(1):69. https://doi.org/10.1186/1748-
5908-5-69.

31. WHO: WHO called to return to the Declaration of Alma-Ata. Available online
at: https://www.who.int/social_determinants/tools/multimedia/alma_ata/
en/. 2019. Accessed o19 July 2019.

32. Litsios S, On the Origin of Primary Health Care. Chapter 1. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK316278/. In: Medcalf A,
Bhattacharya S, Momen H, et al., editors. Health For All: The Journey of
Universal Health Coverage. Hyderabad (IN): Orient Blackswan; 2015; 2015.

33. Atkinson JA, Vallely A, Fitzgerald L, Whittaker M, Tanner M. The
architecture and effect of participation: a systematic review of
community participation for communicable disease control and
elimination. Implications for malaria elimination. Malar J. 2011;10(1):225.
https://doi.org/10.1186/1475-2875-10-225.

34. Adhikari B, James N, Newby G, von Seidlein L, White NJ, Day NP, et al.
Community engagement and population coverage in mass anti-malarial
administrations: a systematic literature review. Malar J. 2016;15(1):523.
https://doi.org/10.1186/s12936-016-1593-y.

35. Adhikari B, Pell C, Cheah PY. Community engagement and ethical global
health research. Glob Bioeth. 2020;31(1):1–12. https://doi.org/10.1080/112
87462.2019.1703504.

36. Okoro C. Primary health Care in London: onwards from Alma Ata. London J
Prim Care (Abingdon). 2008;1(2):61–5. https://doi.org/10.1080/17571472.2
008.11493208.

37. Government of Nepal NPC: Nepal and the Millenium Development Goals.
Final Status Report 2000–2015. Available online at: https://www.npc.gov.np/
images/category/MDG-Status-Report-2016_.pdf. 2016. Accessed on 19 July
2019

38. Government of Nepal NPC: Nepal’s Sustainable Development Goals.
Baseline Report. Available online at: https://www.npc.gov.np/images/ca
tegory/SDGs_Baseline_Report_final_29_June-1(1).pdf. 2017. Accessed 20
July 2019.

39. Acharya J, Kaehler N, Marahatta SB, Mishra SR, Subedi S, Adhikari B. Hidden
costs of hospital based delivery from two tertiary hospitals in Western
Nepal. PLoS ONE. 2016;11(6):e0157746. https://doi.org/10.1371/journal.pone.
0157746.

40. Ghimire U, Shrestha N, Adhikari B, Mehata S, Pokharel Y, Mishra SR. Health
system's readiness to provide cardiovascular, diabetes and chronic
respiratory disease related services in Nepal: analysis using 2015 health
facility survey. BMC Public Health. 2020;20(1):1163. https://doi.org/10.1186/
s12889-020-09279-z.

41. PHCPI: Nepal. Primary Health Care Vital Signs Profile. Available online at:
https://improvingphc.org/south-asia/nepal. 2019. Accessed 28 Sept 2019.

42. Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan S, et al.
High-quality health systems in the sustainable development goals era: time
for a revolution. Lancet Glob Health. 2018;6(11):e1196–252. https://doi.org/1
0.1016/S2214-109X(18)30386-3.

43. Gurung G, Derrett S, Hill PC, Gauld R. Governance challenges in the
Nepalese primary health care system: time to focus on greater community
engagement. Int J Health Plann Manag. 2016;31(2):167–74. https://doi.org/1
0.1002/hpm.2290.

44. Mishra SR, Khanal P, Karki DK, Kallestrup P, Enemark U. National health
insurance policy in Nepal: challenges for implementation. Glob Health
Action. 2015;8(1):28763. https://doi.org/10.3402/gha.v8.28763.

Adhikari et al. Globalization and Health            (2022) 18:8 Page 11 of 12

https://dhsprogram.com/pubs/pdf/FA118/FA118.pdf
https://doi.org/10.1186/s40794-017-0051-3
https://doi.org/10.1186/s12992-021-00677-5
https://doi.org/10.1186/s12992-021-00677-5
https://doi.org/10.7189/jogh.10.020367
https://doi.org/10.1017/dmp.2021.204
https://doi.org/10.1017/dmp.2020.172
https://sdgs.un.org/goals
https://doi.org/10.1371/journal.pone.0227293
https://doi.org/10.1371/journal.pone.0227293
https://doi.org/10.1017/dmp.2016.195
https://doi.org/10.1111/eci.12931
https://doi.org/10.1093/humupd/dmh058
https://doi.org/10.1093/humupd/dmh058
https://doi.org/10.1186/s12916-018-1057-z
https://doi.org/10.1186/s12916-018-1057-z
https://doi.org/10.1136/bmjgh-2018-000963
https://doi.org/10.1186/s13012-017-0552-5
https://doi.org/10.1136/bmjgh-2018-000899
https://doi.org/10.1136/bmjgh-2018-000840
https://doi.org/10.1136/bmjgh-2018-000840
https://doi.org/10.1016/S0140-6736(20)32417-X
https://doi.org/10.1136/bmjgh-2021-005604
https://doi.org/10.1136/bmjgh-2021-005829
https://doi.org/10.1136/bmjgh-2021-005829
https://doi.org/10.1016/S2542-5196(20)30056-5
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1186/s12992-019-0468-8
https://doi.org/10.1186/s12992-015-0119-7
https://doi.org/10.1186/1748-5908-5-69
https://doi.org/10.1186/1748-5908-5-69
https://www.who.int/social_determinants/tools/multimedia/alma_ata/en/
https://www.who.int/social_determinants/tools/multimedia/alma_ata/en/
https://www.ncbi.nlm.nih.gov/books/NBK316278/
https://doi.org/10.1186/1475-2875-10-225
https://doi.org/10.1186/s12936-016-1593-y
https://doi.org/10.1080/11287462.2019.1703504
https://doi.org/10.1080/11287462.2019.1703504
https://doi.org/10.1080/17571472.2008.11493208
https://doi.org/10.1080/17571472.2008.11493208
https://www.npc.gov.np/images/category/MDG-Status-Report-2016_.pdf
https://www.npc.gov.np/images/category/MDG-Status-Report-2016_.pdf
https://www.npc.gov.np/images/category/SDGs_Baseline_Report_final_29_June-1(1).pdf
https://www.npc.gov.np/images/category/SDGs_Baseline_Report_final_29_June-1(1).pdf
https://doi.org/10.1371/journal.pone.0157746
https://doi.org/10.1371/journal.pone.0157746
https://doi.org/10.1186/s12889-020-09279-z
https://doi.org/10.1186/s12889-020-09279-z
https://improvingphc.org/south-asia/nepal
https://doi.org/10.1016/S2214-109X(18)30386-3
https://doi.org/10.1016/S2214-109X(18)30386-3
https://doi.org/10.1002/hpm.2290
https://doi.org/10.1002/hpm.2290
https://doi.org/10.3402/gha.v8.28763


45. Adhikari B, Mishra SR. Urgent need for reform in Nepal's medical education.
Lancet. 2016;388(10061):2739–40. https://doi.org/10.1016/S0140-6736(1
6)32423-0.

46. Constitution D. Committee: Constitution of Nepal (unofficial translation). In
Singha Durbar, Kathmandu: Constituent Assembly Secretariat, vol. 20722015.

47. Bayer S: Business dynamics: systems thinking and modeling for a complex
world. JSTOR; 2004.

48. Rwashana AS, Nakubulwa S, Nakakeeto-Kijjambu M, Adam T. Advancing the
application of systems thinking in health: understanding the dynamics of
neonatal mortality in Uganda. Health Res Policy Syst. 2014;12(1):36. https://
doi.org/10.1186/1478-4505-12-36.

49. Sharma SR, Mishra SR, Wagle K, Page R, Matheson A, Lambrick D, et al.
Social determinants of common metabolic risk factors (high blood pressure,
high blood sugar, high body mass index and high waist-hip ratio) of major
non-communicable diseases in South Asia region: a systematic review
protocol. Syst Rev. 2017;6(1):183. https://doi.org/10.1186/s13643-017-0576-6.

50. Post TK: Hospitals countrywide ailing due to lack of doctors and nurses.
Available online at https://kathmandupost.com/national/2019/04/01/hospita
ls-countrywide-ailing-due-to-lack-of-doctors-and-nurses. 2019. Accessed 9
Sept 2019.

51. Khanal P, Mishra SR. Federal governance and the undying parade for
universal health coverage in Nepal. Health Prospect. 2019;18(1):1–3. https://
doi.org/10.3126/hprospect.v18i1.22856.

52. Shrestha R. Governance and institutional risks and challenges in Nepal;
2019.

53. Sharma J, Aryal A, Thapa GK. Envisioning a high-quality health system in
Nepal: if not now, when? Lancet Glob Health. 2018;6(11):e1146–8. https://
doi.org/10.1016/S2214-109X(18)30322-X.

54. Thapa R, Bam K, Tiwari P, Sinha TK, Dahal S. Implementing federalism in the
health system of Nepal: opportunities and challenges. Int J Health Policy
Manag. 2018;8(4):195–8. https://doi.org/10.15171/ijhpm.2018.121.

55. Telegraph: Thousands fall ill as Nepal becomes latest country to be hit by
dengue outbreak. Available online: https://www.telegraph.co.uk/global-hea
lth/science-and-disease/thousands-fall-nepal-becomes-latest-country-hit-
dengue-outbreak/ (accessed on 28th September, 2019). 2019.

56. Singh DR, Sunuwar DR, Shah SK, Karki K, Sah LK, Adhikari B, et al. Impact of
COVID-19 on health services utilization in Province-2 of Nepal: a qualitative
study among community members and stakeholders. BMC Health Serv Res.
2021;21(1):174. https://doi.org/10.1186/s12913-021-06176-y.

57. Carrin G, James C. Social health insurance: key factors affecting the
transition towards universal coverage. Int Soc Secur Rev. 2005;58(1):45–64.
https://doi.org/10.1111/j.1468-246X.2005.00209.x.

58. Government of Nepal FMoHaP: Budget Analysis of Ministry of Health and
Population FY 2018/19. Available online at: https://www.nhssp.org.np/
Resources/PPFM/Budget_Analysis_of_Nepal_Federal_MoHP_FY2018_19_
Sep2018.pdf (Accessed on 20th July, 2019). 2018.

59. McIntyre D, Meheus F, Rottingen JA. What level of domestic government
health expenditure should we aspire to for universal health coverage.
Health Econ Policy Law. 2017;12(2):125–37. https://doi.org/10.1017/S1
744133116000414.

60. Khatri RB, Mishra SR, Khanal V. Female community health volunteers in
community-based health programs of Nepal: future perspective. Front
Public Health. 2017;5:181. https://doi.org/10.3389/fpubh.2017.00181.

61. Dreisbach T. Piloting innovations in Nepal’s community health worker
program; 2019.

62. Mahato PK, Sharma Paudel G. Access to free health-care services for the
poor in tertiary hospitals of western Nepal: a descriptive study. WHO South-
East Asia journal of public health. 2015;4(2):167–75. https://doi.org/10.41
03/2224-3151.206686.

63. The Kathmandu Post. Shortage of beds at Teaching Hospital compromises
patients’ health and safety. Available online at https://kathmandupost.com/
valley/2019/02/25/shortage-of-beds-at-teaching-hospital-compromises-pa
tients-health-and-safety (Accessed on 25th August, 2021).

64. WHO: Nepal. Available online at: https://www.who.int/workforcealliance/
countries/Nepal_En.pdf?ua=1 (Accessed on 17th January 2021). 2021.

65. World Health Organisation. Decade for health workforce strengthening in
the South-East Asia Region 2015–2024. New Delhi: WHO; 2018.

66. KH MK. Challenges to health care access in Maoist Nepal. HIMALAYA, J
Assoc Nepal Himalayan Stud. 2003;23:8.

67. Adhikari B, Bhandari PM, Neupane D, Mishra SR: A Retrospective Analysis of
Mortality From 2015 Gorkha earthquakes of Nepal: evidence and future

recommendations. Disaster Med Public Health Prep 2020:1–7, 1, https://doi.
org/10.1017/dmp.2020.12.

68. Dhakal R, Ratanawijitrasin S, Srithamrongsawat S. Addressing the challenges
to health sector decentralization in Nepal: an inquiry into the policy and
implementation processes. Nepal Med Coll J. 2009;11(3):152–7.

69. Lee AC. Barriers to evidence-based disaster management in Nepal: a
qualitative study. Public Health. 2016;133:99–106. https://doi.org/10.1016/j.
puhe.2016.01.007.

70. Mahato RK, Ghimire J, Gupta RP. Human resources for health in major
national policies and plans of Nepal. J Nepal Health Res Counc. 2013;11(24):
158–62.

71. Schwarz D, Sharma R, Bashyal C, Schwarz R, Baruwal A, Karelas G, et al.
Strengthening Nepal's female community health volunteer network: a
qualitative study of experiences at two years. BMC Health Serv Res. 2014;
14(1):473. https://doi.org/10.1186/1472-6963-14-473.

72. USAID: Community Health Worker Assessment and Improvement Matrix
(CHW AIM) Updated Program Functionality Matrix for Optimizing
Community Health Programs. Accessed online at: https://bit.ly/3r84PII
(Accessed on 31st January, 2021). 2021.

73. Panday S, Bissell P, van Teijlingen E, Simkhada P. The contribution of female
community health volunteers (FCHVs) to maternity care in Nepal: a
qualitative study. BMC Health Serv Res. 2017;17(623):6. https://doi.org/10.11
86/s12913-12017-12567-12917.

74. Mishra SR, Lygidakis C, Neupane D, Gyawali B, Uwizihiwe JP, Virani SS, et al.
Combating non-communicable diseases: potentials and challenges for
community health workers in a digital age, a narrative review of the
literature. Health Policy Plan. 2019;34(1):55–66. https://doi.org/10.1093/hea
pol/czy099.

75. MoHP: FCHV Program Background. Available online at https://mohp.gov.np/
downloads/FCHV%20Strategy.pdf (Accessed ib 23rd January 2021). 2020.

76. Dixit H. Nepal’s quest for health. Kathmandu, Nepal: Educational Publishing
House; 2005.

77. Gurung G, Derrett S, Hill PC, Gauld R. Nepal's health facility operation and
management committees: exploring community participation and influence
in the dang district's primary care clinics. Primary Health Care Res Dev. 2018;
19(5):492–502. https://doi.org/10.1017/S1463423618000026.

78. Adhikari B, Mishra SR, Raut S. Rebuilding earthquake struck Nepal through
community engagement. Front Public Health. 2016;4:121. https://doi.org/1
0.3389/fpubh.2016.00121.

79. Neupane D, McLachlan CS, Mishra SR, Olsen MH, Perry HB, Karki A, et al.
Effectiveness of a lifestyle intervention led by female community health
volunteers versus usual care in blood pressure reduction (COBIN): an open-
label, cluster-randomised trial. Lancet Glob Health. 2018;6(1):e66–73. https://
doi.org/10.1016/S2214-109X(17)30411-4.

80. Schwarz D, Schwarz R, Gauchan B, Andrews J, Sharma R, Karelas G, et al.
Implementing a systems-oriented morbidity and mortality conference in
remote rural Nepal for quality improvement. BMJ Qual Saf. 2011;20:1082–8.
https://doi.org/10.1136/bmjqs-2011-000273.

81. Adhikari B, Pell C, Phommasone K, Soundala X, Kommarasy P, Pongvongsa
T, et al. Elements of effective community engagement: lessons from a
targeted malaria elimination study in Lao PDR (Laos). Glob Health Action.
2017;10(1):1366136. https://doi.org/10.1080/16549716.2017.1366136.

82. Jain S. India’s army of unrecognised, unpaid female health workers. BMJ.
2021;375:n2509. https://doi.org/10.1136/bmj.n2509.

83. Magar A, Subba K. Strengthening District health care system through
partnership with academic institutions: the social accountability of medical
colleges in Nepal. JNMA J Nepal Med Assoc. 2012;52(187):142–7. https://doi.
org/10.31729/jnma.365.

84. Marasini B, Chaulagai Oli C, Taylor J. Strengthening state/non-state service
delivery partnerships in the health sector in Nepal. Int Health. 2015;7:228–
38. https://doi.org/10.1093/inthealth/ihv020.

85. Nepal Ministry of Health and Population: National Health Policy-2076.
Available online at http://climate.mohp.gov.np/downloads/National_Health_
Policy_2076.pdf (Accessed on 27th October, 2021). 2019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Adhikari et al. Globalization and Health            (2022) 18:8 Page 12 of 12

https://doi.org/10.1016/S0140-6736(16)32423-0
https://doi.org/10.1016/S0140-6736(16)32423-0
https://doi.org/10.1186/1478-4505-12-36
https://doi.org/10.1186/1478-4505-12-36
https://doi.org/10.1186/s13643-017-0576-6
https://kathmandupost.com/national/2019/04/01/hospitals-countrywide-ailing-due-to-lack-of-doctors-and-nurses
https://kathmandupost.com/national/2019/04/01/hospitals-countrywide-ailing-due-to-lack-of-doctors-and-nurses
https://doi.org/10.3126/hprospect.v18i1.22856
https://doi.org/10.3126/hprospect.v18i1.22856
https://doi.org/10.1016/S2214-109X(18)30322-X
https://doi.org/10.1016/S2214-109X(18)30322-X
https://doi.org/10.15171/ijhpm.2018.121
https://www.telegraph.co.uk/global-health/science-and-disease/thousands-fall-nepal-becomes-latest-country-hit-dengue-outbreak/
https://www.telegraph.co.uk/global-health/science-and-disease/thousands-fall-nepal-becomes-latest-country-hit-dengue-outbreak/
https://www.telegraph.co.uk/global-health/science-and-disease/thousands-fall-nepal-becomes-latest-country-hit-dengue-outbreak/
https://doi.org/10.1186/s12913-021-06176-y
https://doi.org/10.1111/j.1468-246X.2005.00209.x
https://www.nhssp.org.np/Resources/PPFM/Budget_Analysis_of_Nepal_Federal_MoHP_FY2018_19_Sep2018.pdf
https://www.nhssp.org.np/Resources/PPFM/Budget_Analysis_of_Nepal_Federal_MoHP_FY2018_19_Sep2018.pdf
https://www.nhssp.org.np/Resources/PPFM/Budget_Analysis_of_Nepal_Federal_MoHP_FY2018_19_Sep2018.pdf
https://doi.org/10.1017/S1744133116000414
https://doi.org/10.1017/S1744133116000414
https://doi.org/10.3389/fpubh.2017.00181
https://doi.org/10.4103/2224-3151.206686
https://doi.org/10.4103/2224-3151.206686
https://kathmandupost.com/valley/2019/02/25/shortage-of-beds-at-teaching-hospital-compromises-patients-health-and-safety
https://kathmandupost.com/valley/2019/02/25/shortage-of-beds-at-teaching-hospital-compromises-patients-health-and-safety
https://kathmandupost.com/valley/2019/02/25/shortage-of-beds-at-teaching-hospital-compromises-patients-health-and-safety
https://www.who.int/workforcealliance/countries/Nepal_En.pdf?ua=1
https://www.who.int/workforcealliance/countries/Nepal_En.pdf?ua=1
https://doi.org/10.1017/dmp.2020.12
https://doi.org/10.1017/dmp.2020.12
https://doi.org/10.1016/j.puhe.2016.01.007
https://doi.org/10.1016/j.puhe.2016.01.007
https://doi.org/10.1186/1472-6963-14-473
https://bit.ly/3r84PII
https://doi.org/10.1186/s12913-12017-12567-12917
https://doi.org/10.1186/s12913-12017-12567-12917
https://doi.org/10.1093/heapol/czy099
https://doi.org/10.1093/heapol/czy099
https://mohp.gov.np/downloads/FCHV%20Strategy.pdf
https://mohp.gov.np/downloads/FCHV%20Strategy.pdf
https://doi.org/10.1017/S1463423618000026
https://doi.org/10.3389/fpubh.2016.00121
https://doi.org/10.3389/fpubh.2016.00121
https://doi.org/10.1016/S2214-109X(17)30411-4
https://doi.org/10.1016/S2214-109X(17)30411-4
https://doi.org/10.1136/bmjqs-2011-000273
https://doi.org/10.1080/16549716.2017.1366136
https://doi.org/10.1136/bmj.n2509
https://doi.org/10.31729/jnma.365
https://doi.org/10.31729/jnma.365
https://doi.org/10.1093/inthealth/ihv020
http://climate.mohp.gov.np/downloads/National_Health_Policy_2076.pdf
http://climate.mohp.gov.np/downloads/National_Health_Policy_2076.pdf

	Abstract
	Key messages
	Background
	Methods
	Organization of main findings
	Historical development in primary health care delivery system
	Transition of health system from unitary to federal system
	Extending the risk pool for health
	Primary health care system at crossroad
	Strengths and limitations

	Conclusions
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

