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ABSTRACT
Introduction Although women’s health is prioritised in 
global research, few studies have identified structural 
barriers and strategies to promote female leadership and 
gender equality in the global health research workforce, 
especially in low- income and middle- income countries.
Methods We conducted a mixed- methods study to 
evaluate gender equality in the mental health research 
workforce in Nepal. The scoping review assessed gender 
disparities in authorship of journal publications for Nepal 
mental health research, using databases (PsycINFO, 
PubMed, Web of Science, NepJol, NepMed) for 5 years. 
Qualitative interviews were conducted with 22 Nepali 
researchers to identify structural barriers limiting women’s 
leadership.
Results Of 337 articles identified, 61% were by Nepali 
first authors. Among Nepali first authors, 38.3% were 
women. Nepali women had half the odds of being first 
authors compared with men, when referenced against 
non- Nepali authors (OR 0.50, 95% CI 1.30 to 3.16). When 
limiting publications to those based on funded research, 
the odds were worse for first authorship among Nepali 
women (OR 0.37, 95% CI 0.19 to 0.71). The qualitative 
analysis supported the scoping review and identified a 
lack of gender- friendly organisational policies, difficulties 
in communication and mobility, and limited opportunities 
for networking as barriers to women’s leadership in global 
health research.
Conclusion Efforts are needed for greater representation 
of Nepali women in global mental health research, which 
will require transformative organisational policies to foster 
female leadership. Those in leadership need to recognise 
gender inequalities and take necessary steps to address 
them. Funding agencies should prioritise supporting 
organisations with gender equality task forces, policies and 
indicators.

INTRODUCTION
There has been increased discourse among 
global health advocates for greater equity 
for women in health and in the workplace, 
as committed in United Nations’ Sustain-
able Development Goal 5.1 Although global 

health prioritises women’s health interven-
tions, there have been limited studies on the 
gender gap in the health research workforce, 
especially in low- income and middle- income 
countries (LMICs),2 where gender inequali-
ties are greater than in high- income countries 
(HICs).3 4

Women in leadership roles leads to a 
‘ripple effect’: it benefits women’s recruit-
ment and retention in the workforce as well 
as in the prioritisation of women’s issues that 
have received less attention.4 However, very 
few women hold decision- making positions. 
The 2019 data suggest that women hold 
70% of jobs in the health and social care 
workforce globally, but only hold 30% of the 
leadership positions.5 A gender composition 
analysis of the COVID- 19 response task force 
from 87 countries also found that 85.2% of 

Key questions

What is already known?
 ► Women in research face major structural barri-
ers that hinder their career growth in global health 
research.

What are the new findings?
 ► Barriers and discrepancies in communication, mo-
bility, gendered positions and work burden are even 
more prominent for female researchers in low- 
resource settings, such as Nepal. Current organi-
sational policies are inadequate to address these 
barriers and a more nuanced approach is necessary 
to achieve gender equity in the workplace and in 
global health authorship.

What do the new findings imply?
 ► Current organisational policies are exploitative at 
worst and accommodating at best for women in 
Nepal. Transformative policies are needed to support 
female researchers’ careers in Nepal.
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leadership and decision- making positions were held by 
men.6

Such a lack of gender- balanced representation in 
leadership can be seen in all phases of the global health 
programme cycle7: funding, design, implementation 
and evaluation.8 Authorship and publishing of global 
health research is also a gendered system where men 
are more likely to be first and last authors9 and women 
are less likely to be named authors in research publica-
tions, even if they made contributions to the publica-
tion.10 11 Although women’s representation as first and 
last authors is increasing, they still account for only one- 
third (37%) of total publications.12 This has been further 
exacerbated by the COVID- 19 pandemic, where the 
proportion of women in senior author roles has dropped 
below 30%.13 Structural inequalities and barriers such as 
lack of women in leadership, and the additional burden 
of women’s domestic and caregiving roles are some of the 
noted reasons behind the gender imbalance.13 14 These 
gendered stereotype within the patriarchal structure are 
reproduced and manifested at the workplace, which can 
further pose a challenge for women to advance their 
careers.15 Although several papers have highlighted the 
need for equity and diversity in authorship representa-
tion from LMICs and HICs,16 17 few have raised concerns 
for inclusive practices of employment and remuneration 
in these global mental health research programmes, 
which may further perpetuate issues of gender inequality 
in LMICs.18

Nepali women continue to face challenges in everyday 
life: less household decision- making power,19 20 greater 
exposure to sexual violence,20 adverse reproductive 
healthcare outcomes,21 and less labour market partic-
ipation.22 Because women face structural vulnerability 
in Nepal, they are also more likely to face disadvantages 
in the workplace.23 The gender wage gap remains high 
in Nepal: US$2910 gross national income for women 
compared with US$4108 for men,24 with greater dispar-
ities for women of lower castes and those living in rural 
areas.25 The national literacy rate in 2018 was 59.7% for 
women compared with 78.6% for men25 and only 13.2% 
of managerial positions are held by women in Nepal.26 
Societal expectations to fulfil traditional gender roles 
(eg, marriage and having children) coupled with the lack 
of gender- sensitive policies in the workplace continue to 
hamper Nepali women’s professional opportunities and 
compensation.27 Because challenges in gender equity are 
also common in many LMICs,28 general findings from 
Nepal may be applicable to other LMIC settings.

In this paper, we use a mixed- methods approach in 
which we first aim to understand the status of women’s 
leadership in academic productivity in global mental 
health research in Nepal by conducting a scoping review 
of published peer- reviewed papers and comparing 
the number of publications by Nepali authors who are 
women, as well as Nepali women’s representation as 
senior authors. Second, we employ qualitative methods to 
explore the structural barriers and discrimination faced 

by women who have worked in Nepal’s mental health 
research, and we document their strategies to overcome 
these barriers.

METHODS
Scoping review methodology
The first component of the study was a scoping review 
to determine representation of Nepali women as first 
and senior authors. The review followed the five steps of 
scoping methodology: (1) identifying the research ques-
tion; (2) identifying relevant literature; (3) article selec-
tion; (4) data charting and; (5) collating, summarising, 
and reporting results.29 We first identified published 
peer- reviewed journal articles on mental health in Nepal 
dated 2015–2020 using keywords and search terms in 
international journal databases (PubMed, PsycINFO, 
Web of Science) and Nepal national research databases 
(NepMed, NepJol) (see online supplemental material 
1 for search terms and inclusion criteria). The scoping 
review was registered in Open Science Framework 
(date: 28 June 2020, registration doi:10.17605/OSF.IO/
J8FHA). The preferred Reporting Items for Systematic 
Reviews and Meta- Analyses (PRISMA)- Scoping Reviews 
(ScR) checklist for scoping reviews is included in online 
supplemental material 5).

Screening, extraction and analysis
Three researchers (SM, AP and DG) used keywords across 
five databases and uploaded the articles from PubMed, 
PsycINFO and Web of Science on Covidence, whereas 
articles from Nepali databases (NepMed and NepJol) 
were downloaded in Excel for screening because they 
were unable to be uploaded in Covidence. SM, AP and 
DG screened the titles and abstracts for inclusion based 
on our criteria, followed by a detailed abstract and full- 
text review. Any discrepancy was discussed and resolved 
by a senior researcher (BAK). SM, AP, DG and MS then 
coded the articles in an extraction sheet, which recorded 
information on gender and ethnicity of first, last and 
corresponding authors, funding type, study type, journal 
of publication, list of authors, ethnicity and gender.

To determine caste/ethnicity among Nepali authors, 
researchers of Nepali origin (DG, MS, AP and PS) iden-
tified ethnicity by surname because caste/ethnicity in 
Nepal is typically indicated by last name. Though deter-
mining gender without self- report methods risks inaccu-
racies, we followed the practice of coding gender by first 
name in authorship lists, which is standard practice in 
other studies which have analysed authorship represen-
tation.8 9 Because of the limited information available 
from authorship name lists, we have limited the use of 
‘gender’ to the terms ‘women’ and ‘men’, while acknowl-
edging this will not accurately capture all authors’ gender 
identities.

To identify patterns of difference in authorship, we 
conducted within group comparisons for one sample 
binomial comparisons for gender biases within the 
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specific group (ie, Nepali and non- Nepali authored 
publications are analysed separately). Significant results 
demonstrate a deviation from 50% split by gender. In 
addition, between group comparisons are Mantel- 
Haenszel ORs with 95% CIs. Odds represent the ratio 
of the odds of an event in one demographic group 
compared with the odds of an event in a comparison 
demographic group, for example, women’s authorship 
compared to men’s authorship among Nepalis refer-
enced against the ratio for non- Nepali authors based on 
gender. Analyses were conducted using SPSS Statistics 
V.27.0. 30

Qualitative methodology
Participants
Authors recruited participants by compiling a list of 
professionals who had experience working in global 
mental health research and with varying years of expe-
rience. Persons that added diversity to the sample in 
terms of academic background, age, type of institution 
and work experience were added to the list. For the qual-
itative component, all participants self- reported their 
gender identity. Authors prioritised interviewing women 
to collect data on their work experiences but also inter-
viewed a smaller sample of men to gather their perspec-
tives. Exclusion criteria were persons providing only 
clinical care and not conducting health research, and 
persons who did not self- identify as of ‘Nepali origin’ 
We checked for data saturation after every interview and 
stopped conducting new interviews when the saturation 
point was reached. Participants were initially contacted 
via phone or email. After confirming initial interest in 
the research, interviewers met with participants and 
conducted face- to- face interviews.

Data collection
Interviews lasted 30–75 min and were conducted by 
researchers DG, MS and PS. Detailed field notes were 
also recorded on structured reflection sheets. Inter-
view guides were developed to be unbiased with open- 
ended and neutral questions and were also pilot tested 
to address potential biases as well as the best methods to 
probe about sensitive personal experiences. At least two 
interviewers were present during each interview to hold 
each other accountable to remain neutral. All interviews 
were conducted in neutral (eg, not their workplaces) 
and safe spaces. All interviews were conducted in Nepali 
and were audio recorded. All interviewers (DG, MS and 
PS) were employed by the same mental health organi-
sation (Transcultural Psychosocial Organization Nepal) 
and identified as having Nepali origin. Interviewees 
were asked about their experiences working in health 
research, barriers to gaining leadership (such as through 
promotions and publications), their understanding of 
why such difficulties occurred, and potential strategies to 
mitigate these barriers.

Data analysis
Interviews were translated from Nepali audio recordings 
into English. We used an exploratory- descriptive level of 
qualitative analysis.31 Parent and child codes were created 
by the authors after initially reviewing interview guides, 
transcripts and field notes. The coders (DG, MS and PS) 
brought extensive training and experience to conducting 
and analysing qualitative data, and the team used an iter-
ative process to apply the initial codes to the transcripts, 
review and revisions to codes until a final codebook with 
definitions, inclusion and exclusion criteria was devel-
oped. After several rounds of interrater reliability (IRR) 
testing, coders finalised an IRR score of 0.78 before 
coding all transcripts in NVivo.16 32 33 While coding the 
transcripts, coders met regularly to discuss further clar-
ifications in the codebook, observations and challenges. 
See attached Consolidated Criteria for Reporting Qualita-
tive Research (COREQ) Checklist (online supplemental 
material 4) for details on the quality of the qualitative 
research methods. Data were analysed using the ‘what 
matters most’ framework, which has previously been 
used to understand structural discrimination in several 
populations including mental health problems among 
Chinese immigrants.34 In the data analysis process, the 
researchers identified ‘what matters most’ to women 
working in research, ‘what matters most’ to organisations 
they are working in, and the discrepancies in these values.

RESULTS
Scoping review
A total of 1413 articles were identified after the keyword 
search across five databases from the period of 1 January 
2015—31 December 2019 in PubMed (n=506), PsycINFO 
(n=268), Web of Science (n=366), NepJol (n=163), 
NepMed (n=110). After removing duplicates (n=446), 
there were 967 articles identified for title and abstract 
screening. We removed 453 articles because they did not 
meet our inclusion criteria. A detailed title, authorship 
and abstract review was done for 514 articles. A total of 
177 articles were removed because they did not meet the 
inclusion criteria after detailed review. A total of 337 arti-
cles met the inclusion criteria (see online supplemental 
material 2- PRISMA diagram).

Table 1 and figure 1 summarise the authorship in 
mental health publications in Nepal over the past 5 years. 
Of 337 journal publications, 61.1% were by Nepali first 
authors. Among Nepali first authors, 38.3% were women. 
This gender disparity was not observed among non- 
Nepali first authors among whom, 55.7% were women, 
the majority of whom were from the USA (17.5%) and 
UK (10.7%). The proportion of Nepali female first 
authorship decreased to 35% when including only inter-
national journals, and further decreased to 30.4% for 
funded research publications. Among senior authors, the 
gender disparity was comparable for both Nepali author-
ship (27.3% women) and non- Nepali authorship (33.0% 
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women), that is, Nepali, USA, UK and other senior 
authors were more likely to be men.

When Nepali men were senior authors, only 37.5% of 
the first authors were women. In contrast, when Nepali 

women were senior authors, 62.9% of the first authors 
were women, demonstrating nearly three times greater 
odds of female first authorship when the senior author 
was a Nepali woman (OR 2.80, 95% CI 1.26 6.26, p=0.012). 

Table 1 Authorship in mental health research Journal publications from 1 January 2015 to 31 December 2019 (n=337) 
compared by gender and nationality

Authorship and 
publication type Group* Men, n (%) Women, n (%)

Gender within 
nationality 
comparison†

Gender between 
nationality 
comparison‡

First authorship, all 
publications (n=337)

Nepali 127 (61.7) 79 (38.3) T=3.28, p=0.001 OR=0.50 (0.32 to 0.77)

Non- Nepali 58 (44.3) 73 (55.7) T=-1.22, p=0.221

First authorship, 
international journals§ 
(n=263)

Nepali 87 (64.4) 48 (35.6) T=3.27, p=0.001 OR=0.43 (0.26 to 0.70)

Non- Nepali 56 (43.8) 72 (56.3) T=-1.32, p=0.19

First authorship, funded 
research¶ (n=159)

Nepali 48 (69.6) 21 (30.4) T=3.13, p=0.002 OR=0.37 (0.19 to 0.71)

Non- Nepali 41 (45.6) 49 (54.4) T=-0.74, p=0.46

Senior** authorship, all 
publications (n=337)

Nepali 93 (72.7) 35 (27.3) T=5.85, p<0.001 OR=0.76 (0.47 to 1.25)

Non- Nepali 128 (67.0) 63 (33.0) T=3.55, p<0.001

Senior** authorship, 
international journals§ 
(n=263)

Nepali 53 (75.7) 17 (24.3) T=5.35, p<0.001 OR=0.67 (0.36 to 1.25)

Non- Nepali 125 (67.6) 60 (32.4) T=5.59, p=0.001

Senior** authorship, 
funded research¶ 
(n=159)

Nepali 21 (75.0) 7 (25.0) T=3.42, p=0.001 OR=0.83 (0.32 to 2.13)

Non- Nepali 92 (71.3) 37 (28.7) T=4.11, p<0.001

*Group refers to Nepali descent, whether Nepali nationality or non- resident Nepali living outside the country. Non- Nepali authors include 
American, Dutch, Norwegian and other academics conducting research in Nepal.
†Within group comparisons are one sample binomial comparisons for gender biases within the specific group (ie, Nepali and non- Nepali 
authored publications are analysed separately). Significant results demonstrate a deviation from 50% split by gender.
‡Between group comparisons are Mantel- Haenszel ORs with 95% CI. Odds represent the ratio of the odds of women’s authorship compared 
with men’s authorship among Nepalis referenced against the ratio for non- Nepali authors based on gender.
§International journals are defined as any journal published outside of Nepal, including non- Nepali regional journals from Asia.
¶Funded research refers to journal publications where a funder was identified, such as the Wellcome Trust, the US National Institutes of 
Health, foundations and university grants.
**Senior author is the last author unless otherwise specified in the publication.

Figure 1 Authorship of Nepal mental health research in journal publications from 1 January 2015 to 31 December 2019 
(n=337)
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When non- Nepali men were senior authors, only 39.1% 
of the first authors were women, which is comparable to 
the findings with Nepali male senior authors. When non- 
Nepali women were senior authors, 52.4% of the first 
authors were women. However, there was no statistical 
evidence of an association in the odds of having a female 
first author given a non- Nepali female senior author (OR 
1.71, 95% CI 0.93, 31.15, p=0.082).

High- caste Hindu groups (Brahman/Chhetri) 
comprised 75.0% of the Nepali first- authored publi-
cations. Among high- caste Hindu first authors, only 
35.3% were women, which represents a statistically 
significant gender disparity among high- caste Hindus 
(T=6.19, p<0.001). In contrast, for the other ethnic 
and caste groups (Janajati ethnic minorities and lower 
caste Hindu groups) there were no gender differences: 
women comprised 47.1% of the first authorship positions 
(T=−0.28, p=0.78).

Qualitative interviews
Table 2 provides the demographic characteristics of the 
respondents and table 3 summarises the findings from 

the interviews. Three major themes were identified from 
our qualitative interviews: organisational structures, 
barriers and mitigating strategies. Online supplemental 
material 3 includes direct quotes from participants under 
each of the domains discussed below.

Organisational structures
Participants across varying institutions reported similar 
patterns in organisational structure and workplace poli-
cies. Most participants noted that their organisations 
employed more women than men, but women’s posi-
tions were often limited to assistant- level staff while those 
in decision- making positions were predominantly men. 
Because many women are employed in the public health 
sector, some male participants characterised these organ-
isations as gender inclusive. Women pointed out that 
gender equity is beyond gender representation. They 
mentioned that opportunities, such as furthering educa-
tion or receiving grants to conduct research projects, 
are often only accessible to those with decision- making 
power. Women shared that they were tokenised and often 
felt unheard by leaders in the decision- making process.

In terms of organisational policies, gender sensitive 
policies such as sexual harassment and time flexibility 
were mostly reported by participants from international 
non- government organisations (INGOs) and not from 
Nepali institutions. Participants from non- governmental 
organisations (NGOs) and government organisations 
cited maternity leave and quotas as gender sensitive poli-
cies. Early- career participants were unaware of organisa-
tional gender- sensitive policies and mentioned that they 
did not receive an overview of them. Gender Equality and 
Social Inclusion policies were discussed across organisa-
tions. However, participants, mainly from government 
organisations, stressed that even if there are gender sensi-
tive policies, they are rarely implemented.

If we look at the entry level…there are quotas for men 
and women, quotas for Dalit [lower caste Hindu groups] 
and Janajati [ethnic minority groups], so the gender is bal-
anced [at entry level]. However, there isn't such a system… 
to ensure balance in higher positions. (Male, Government 
employee)

Barriers
Mobility
Participants mentioned challenges with transportation, 
security, socio- cultural norms, and stigma, that reduced 
their mobility in project implementation and research 
sites. For example, organisations often provide motor-
bikes as transportation for their staff but women in 
Nepal rarely have experience driving them. A partici-
pant mentioned that scooters, which more women have 
licenses for, are often not provided.

Many female participants cited safety and security as a 
challenge when travelling for work, such as walking in 
secluded areas. Participants also mentioned other socio- 
cultural norms and values that restricted their mobility 
to rural areas, such as not being able to leave their 

Table 2 Qualitative study participant characteristics

Participant characteristics N (%)

Gender

  Men 7 (30.4)

  Women 16 (69.6)

Caste/ethnicity

  Brahman/Chhetri (historically considered 
upper caste groups)

17 (73.9)

  Dalit (historically considered lower caste 
groups)

1 (4.3)

  Newar (ethnic minority group) 3 (13.1)

  Janajati (historically marginalised ethnic 
minority groups)

2 (8.7)

Current workplace institutions

  Non- governmental organisation 8 (34.8)

  International non- governmental 
organisation

6 (26.1)

  Government organisation 5 (21.7)

  Academic institution 3 (13.1)

  Other workplace 1 (4.3)

Years of experience in research

  3 months to 2 years 5 (21.7)

  3–6 years 9 (39.2)

  7–10 years 5 (21.7)

  11–20 years 3 (13.1)

  >20 years 1 (4.3)

Educational qualification

  Master’s degree (MA, MPH, MSc, MPhil) 17 (73.9)

  Medical degree (MD) 2 (8.7)

  PhD 4 (17.4)
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Table 3 Summary of structural barriers, what matters most to women and organisations, and mitigation strategies

Structural barriers
What matters most for 
women

What matters most for 
organisation leaders Mitigating strategies

  Mobility

Lack of safety and 
security while travelling
Stigma of travelling 
with men and living 
separately from family
Family roles and 
responsibilities 
restricting mobility

Safety, security and social 
acceptance while travelling 
for work
Fulfilling family expectations 
and societal norms

Staff can meet the frequent 
travel demands of the job

Female staff able to travel in groups or 
in pairs
Organisations ensure safe transport 
mechanisms
Gender- friendly policy

  Effective communication and networking

Lack of understanding 
about harassment and 
abuse, and reporting 
process
Social norms restricting 
women to raise 
grievances, negotiate, or 
speak against authority
Challenges in networking 
due to social restrictions

Clearer understanding of 
harassment, abuse and the 
reporting process
Clear mechanisms to 
raise grievances and fair 
or structured salary and 
incentive policies
Environment to build rapport 
and network without going 
against societal norms

Staff who can build good 
rapport with relevant 
stakeholders, donors, 
project beneficiaries, 
research participants and 
government officials for 
smooth implementation of 
the project

System to deal with harassment and 
protect dignity
Clear communication of organisational 
policies, confidentiality policies and 
grievance handling processes (through 
orientation or training)
Capacity building and empowerment 
through training relating to 
communication skills and negotiation 
skills.
Practice strategic assertiveness
networking opportunities
Female role models: women in 
leadership positions within the 
organisation can inspire other women 
to be better advocates
Establishing women’s networks

  Work burden and productivity

Multiple roles and 
responsibilities- 
professional as well as 
primary caretaker in the 
family
Safety and social 
restrictions limiting 
women’s time 
contribution
Unfair and 
inadequate leave and 
structural policies 
and organisational 
expectations

Being able to fulfil 
professional as well as family 
roles and responsibilities 
without being penalised
Organisation’s structure and 
policies facilitate women’s 
productivity and career 
growth

Staff are able to complete 
the tasks efficiently on 
time to meet the deadlines 
of donors and other 
stakeholders

Gender- sensitive policy
Gender equality mechanisms 
(dismantle or redefine the definition of 
the ‘ideal worker’)
Conducive work environment (family- 
friendly workplaces; equal parental 
leave)
Time flexibility
Destigmatising parenting roles

  Gendered positions and role

Biased view that 
women’s personal traits 
do not fit leadership 
positions
Disregarding female 
authority or leadership
Assigning positions and 
roles based on gender- 
biased views

Being able to apply to 
any positions without 
discrimination based on their 
gendered expectations
Roles and authority being 
respected

Those in leadership 
positions can deal with 
government officials 
and other stakeholders 
confidently, can handle 
challenging situations, and 
can fulfil the positions and 
roles assigned to them 
effectively

Supportive female role models in 
leadership positions
Gender analysis of organisational 
systems and diversity management
Affirmative action and gender- equitable 
recruitment, promotion, career 
advancement and retention
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family, husband and children behind. Participants also 
mentioned the stigma placed on women for travelling 
alone, with male colleagues or staying overnight in unfa-
miliar places.

It’s acceptable for my parents if I take a room anywhere. 
But if my sister did the same then my parents would be wor-
ried about her whereabouts. People in our society think 
that women of reproductive age are vulnerable… Such 
problems create obstacles in mobility. Organizations also 
demand frequent travelling, and they ask women if they 
are willing to take the job or not, or if they have any kids or 
not. In many places, they try to recruit women under 25, 
for the front desk job. (Male, NGO employee)

Although considerations related to safety, security, 
and meeting family obligations were cited as important 
for women, what mattered most for organisations was 
to hire staff who were able to meet the frequent travel 
demands of the job. Therefore, participants mentioned 
that their organisations often offered women jobs that 
do not require travel, without exploring options to ease 
mobility challenges. Participants reported that women 
are left with the option of either challenging social norms 
by travelling independently around the country vs only 
fulfilling tasks that do not require mobility, thus limiting 
their career opportunities.

Effective communication and networking
Study participants highlighted that women in Nepal are 
often raised to be complacent and amiable. This makes 
it challenging for women to identify and communicate 
effectively, develop a professional network and to nego-
tiate salary and other incentives. Most of the female 
participants stated that they had not experienced sexual 
harassment at work but had colleagues with such experi-
ences. However, female participants faced emotional and 
verbal abuse, but were not certain if this was considered 
harassment. Participants mentioned that because Nepali 
culture does not normalise open discussions about sex, 
identifying sexual innuendos or sexual harassment, and 
communication about these issues becomes a challenge. 
Participants were often unaware of harassment policies 
and how to report it. Because of this systemic barrier, 
female participants noted that they often communicated 
their difficulties to other women in the organisation but 
not formally to the decision makers.

Participants agreed that effective communication was 
key for salary negotiations, building rapport with govern-
ment officials and stakeholders, and claiming author-
ship positions. Female participants expressed that, in 
Nepali culture, men are taught to express their opinions 
and ‘fight for it’, whereas non- agreeable women are less 
accepted in society, especially in the workplace, which 
makes it difficult for women to push for a higher salary. 
Female participants expressed that it is difficult to be 
taken seriously by government officials and community 
leaders who are typically men, and the women said they 
often get sidelined by their male colleagues:

Even if the male researcher is a new guy from a non- research 
background people in the community would listen more to 
him and completely disregard what I say. [They] address 
him as ‘Sir,’ and call me ‘Sister.’ It has happened to me so 
many times. (Female, INGO employee)

Participants explained that close social interactions are 
necessary to build effective working relationships with 
government officials but these interactions are often 
deemed ‘culturally unfit’ for a woman.

It works better when you can engage in an informal gath-
ering, go out to dinner and all… And if women have to be 
engaged in such things with government officials, or with 
some male colleagues, then they would feel it’s culturally 
inappropriate and difficult at the same time…When you 
aren't part of these activities then you tend to be sidelined. 
(Female, INGO employee)

Work burden and productivity
Because of limited funding from donors and short project 
cycles, participants described their work in academics and 
research as competitive. I/NGOs, government organisa-
tions, and academic institutions have limited available 
positions in Nepal, which leads to pressure to excel at the 
job. However, this is a challenge for women, who often 
have to balance multiple roles and familial responsibili-
ties outside the workplace.

Women are working competitively in the organization 
and looking out for their families. They work three times 
more than men and it is a lot of burden. And there is a 
dilemma for them to set their priorities between work, 
home and oneself. We have to struggle with the time…
We prioritize others more than ourselves, so that might 
have created barriers for progress. (Female, NGO em-
ployee)

Inflexible work hours were another challenge. Partic-
ipants gave examples of pay cuts for late arrival while 
having to work late to meet donor deadlines. A male 
NGO employee shared that he could stay late in the office 
to meet deadlines only because he is a man and the same 
could not be expected from female staff. In most fami-
lies, women are expected to be home by early evening 
and often have difficulty finding safe transportation at 
later hours of the evening. On the contrary, a female 
participant shared that her organisation is led by women 
who have children and, therefore, is accommodating to 
their office hours and roles outside of work.

Although 3- month maternity leave was often cited as an 
example of a policy that supports women’s career growth, 
many participants also shared that this was not enough. 
Participants reported that organisations preferred not 
to hire newly married or pregnant women because they 
would have to provide maternity leave. The participants 
thus described flexibility in working hours, being able to 
take leave without a hassle, and considerations of other 
roles and responsibilities while setting work deadlines as 
what mattered most to them.
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Gendered positions and roles
Societal and organisational bias towards gender roles 
was noted as another key barrier to professional growth. 
Participants shared that positions such as managers, 
board members, faculty leads, advisors and permanent 
staff were mostly held by men in their organisations. 
Similarly, technical roles, such as statisticians or research 
managers, were occupied by men while caregiving roles, 
such as counsellors or psychologists, were said to be occu-
pied by women. Many participants also highlighted that 
staff were often selected based on their preconceived 
gender roles. For example, women were often seen as 
efficient, easy- going, and non- questioning of leaders, 
making them a fit for entry- level positions. However, for 
higher or leadership positions, women were seen as less 
proactive in nature.

Most of the time, men take the lead. But they hire women, 
whenever they need to execute easy tasks, assuming that 
women readily obey commands. For example, they pre-
fer women for intern and data entry positions. And, they 
prefer men in field coordinator positions. (Female, NGO 
employee)

Participants revealed that Nepali culture and society 
groomed men to be confident and women to be 
compliant. Even if women were in leadership posi-
tions, their authority was often disregarded. Participants 
reported that these gendered positions based on stere-
otyped views of women’s nature and skills make them 
hesitant to apply for certain positions and, even if they 
do, they have difficulty being hired. A male participant 
acknowledged this issue: women have to ‘be rebellious to 
become a leader’ or work harder than male colleagues to 
get the same role.

Mitigating strategies
Some of the mitigating strategies suggested by the partic-
ipants included gender- sensitive organisational poli-
cies, support for female role models in the workplace, 
women’s support networks, tailored networking and 
mentorship opportunities for female employees. Partic-
ipants suggested that gender- sensitive policies should 
go beyond sexual harassment policies and should also 
encompass equitable opportunities for all staff. Mater-
nity leave, day care support, flexible work hours and 
work from home options were some of the gender- 
sensitive policies important for female productivity at the 
workplace. Recognition of the challenges that women 
face when travelling and providing safety and security, 
such as provision of vehicles and proper accommoda-
tions, instead of not hiring women for certain positions 
or limiting travel opportunities, was another important 
mitigation strategy. Participants also suggested that the 
organisation clearly communicate their harassment poli-
cies so that all the employees know about them.

Participants noted that effective implementation of 
existing gender sensitive policies is integral. Creating 
a comfortable work environment and a mechanism for 

women to report harassment anonymously is important. 
Therefore, responsible and anonymous handling of 
grievances was an important strategy to ensure a gender- 
equitable work environment.

Women should feel safe sharing their problems, and our 
goal should be that we should not limit their voice and per-
ception…in most of the cases, men don't understand wom-
en’s problems. Thus, we can create a safe space for women 
where we could all share our problems…we can create a 
channel from where we can circulate our [women’s] mes-
sages to all [staff]. (Female, INGO employee)

Participants also mentioned that gender sensitivity 
should go beyond policies. It was suggested that male 
colleagues should take the responsibility to be inclusive 
of their female colleagues when networking with govern-
ment officials and community leaders. This includes 
not conducting meetings at inopportune times, clearly 
introducing staff and their position to stakeholders, 
and creating space for female colleagues to discuss their 
opinions during meetings. For professional develop-
ment, participants emphasised the need for supportive 
female role models in decision- making positions and 
tailored networking opportunities for female employees. 
Although respondents had experience discussing gender 
issues with their male supervisors, they believed that a 
female supervisor might be more inclined to empathise 
with the female employees’ problems and advocate for 
gender- sensitive policies.

DISCUSSION
Our scoping review demonstrated that first authors were 
high- caste Nepali men, whereas senior authors were non- 
Nepali men, especially for funded research. The qualita-
tive study highlighted structural challenges and nuances 
behind the disparity in authorship and leaderships in 
mental health research sector. The interviews revealed 
various structural barriers for women to attain leadership 
roles, such as lack of female role models, lack of gender- 
sensitive organisational policies to support female lead-
ership along with inadequate implementation of existing 
policies, limited opportunities for networking, and a 
clash between personal, family and organisational expec-
tations. This is reflected in the authorship positions 
of women in the scoping review, with a similar lack of 
women in key authorship positions in other global health 
research.13

Our analysis using a ‘what matters most’ framework 
highlighted the discrepancies in the expectations of 
women researchers versus organisational leadership. 
What mattered to the organisation leaders was staff who 
were able to build good rapport with relevant stake-
holders, donors, project beneficiaries, and government 
officials for smooth implementation. This was prioritised 
by leadership as an important skill for career progres-
sion, while not accounting for the structural and cultural 
barriers against women to participate in these communi-
cation avenues. Although organisation leaders preferred 
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employees who were efficient and productive, female 
staff had competing interests at home and work, which 
did not fit the stereotypical expectation for an ‘ideal 
worker’.35 What matters most to organisation leadership 
may stem from the social and cultural norms and their 
expectations may be reflective of the wider social struc-
ture, as institutions are an extension of such community 
and culture.34

Strategies to reflect and adjust discriminative or exploit-
ative policies to transformative policies may help organi-
sations achieve gender equity in leadership positions and 
authorship. We use the Gender Integration Continuum36 
(figure 2) to highlight the structural barriers identified 
in our study and to recommend possible strategies based 
study participants’ experiences and findings from litera-
ture. Study participants stated that although their organ-
isations had some gender- sensitive policies surrounding 
maternity leave, salary promotions and sexual harass-
ment, they also practised exploitative implementation 
processes where only those who aggressively negotiate 
are provided with benefits of increased salary or leave. 
Although some negotiations are better than strict 
no- negotiation policies, when negotiations are feasible 
and practised mostly by male employees, this may lead 
to exploitative process that institutions must acknowl-
edge and amend.37 Though often unintentional, these 
approaches are categorised as exploitative according to 
the Gender Integration Continuum because they rein-
force gender inequalities and do not address the socio-
cultural barriers and gender norms that prevent equal 
access to supportive policies.36

A majority of participants suggested accommodating 
policies such as establishing a support network for 
women and providing trainings for women on communi-
cation and negotiation skills. While these approaches are 
helpful and necessary, the gender integration continuum 

suggests that they may not be transformative as they do 
not attempt to address the gender systems that cause the 
differences and inequalities.36 38 Gender- transformative 
approaches such as normalising supportive conversations 
on gender while fostering an enabling workplace environ-
ment, annual gender auditing to identify gaps in policies 
and practices, and active promotion of women for author-
ship and leadership positions,39 were not suggested by 
our study participants. This may be because there are few 
examples of gender- transformative approaches known by 
the participants within local organisations.

Gender- transformative approaches such as hiring and 
promoting more women to senior and leadership roles 
has been recommended widely to have positive down-
stream effects, as we observed in our finding that Nepali 
female senior researchers are more likely to support 
women in first authorship roles.40 Therefore, instead of 
hiring based on gender stereotypes or basing a worker’s 
performance on the current definition of ‘ideal worker’ 
which is shaped by masculine norms, the organisation 
could reimagine the qualities of the ‘ideal worker’ by criti-
cally understanding the sociocultural barriers that women 
face, stopping exploitative approaches, and integrating 
both gender- accommodating and gender- transformative 
approaches.41 Similarly, conducting institution’s gender 
analysis, promoting substantive equality principles such 
as affirmative mobilisation and fairness, putting in place 
special measures and enabling conditions to dismantle 
gendered disadvantages have also been recommended to 
help organisations become gender egalitarian and drive 
women’s leadership.1

These findings are important not only at the organi-
sational level but also to guide international collabora-
tions, funding and publishing. Power imbalances can be 
seen in publications and funding in global health where 
priorities are often set by stakeholders at HICs who may 

Figure 2 Adaptation of characteristics of the gender integration continuum based on findings in Nepal.
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not prioritise inclusion of women from LMICs. Our 
findings show that foreign male lead authors were not 
more likely than Nepali male lead authors to have female 
first authors. This highlights the need to support more 
women in research leadership positions by expanding 
programmes such as Athena Scientific Women’s Scientific 
Network (SWAN)39 to academic and research institutions 
in LMICs: the Athena SWAN programme recognises and 
awards institutions pursuing gender equality in an array 
of organisational policies and indicators. The programme 
has shown greater and faster increase in female repre-
sentations in UK institutions.42 Similarly, global mental 
health research funders could take gender equity indica-
tors of organisations into account when selecting grant 
recipients. Journal publishers could also play a role in 
supporting female authorships by developing waiver 
systems for female authors from countries in the lower 
tiers of the Gender Inequality Index or Gender Develop-
ment Index. Future research should evaluate of specific 
mitigation strategies and if and how they work to reduce 
gender barriers in the workplace, especially in LMICs. 
Our team is currently conducting a longitudinal social 
network analysis in Nepal to evaluate how mentoring and 
other forms of collaboration influence gender equity in 
academic productivity, as mediated by changes in self- 
efficacy and outcome expectations.43

Limitations
This study was only conducted with male and female 
staff based in Kathmandu, who may have a higher soci-
oeconomic status, education level and greater access to 
resources when compared with staff living and working 
in rural areas of Nepal. However, based on prior gender 
research and experiences that our participants reported 
in rural communities, we can assume that the barriers 
that female staff face are even greater outside of urban 
areas. Experiences also may be different for women in 
Kathmandu with lower levels of education than our study 
participants. Our interviews are also structured within the 
male/female dichotomy and do not address the experi-
ences and views of gender non- binary individuals. Non- 
binary gender identity was not identifiable solely through 
names in authorship lists, and non- binary gender identity 
is not explicitly discussed at the organisational level in 
Nepal. Although the scoping review identified the lowest 
levels of representation were among ethnic minorities 
and members of low caste groups, we did not extensively 
explore the qualitative experiences of intersectionality 
(ie, gender by caste/ethnicity), nor the particular differ-
ences among castes and ethnicities in gender norms. 
Future research should explore intersectional stigma by 
gender and ethnicity from both the personal perspective 
and organisational policies. Our final limitation is that 
the study focused specifically on the field of mental and 
behavioural health, and the results may not be generalis-
able to other fields such as reproductive health or mental 
health researchers outside Nepal. However, our finding 
that Nepali women represent 38% of first author positions 

compared with 61% among Nepali men is consistent with 
the finding that women hold 37% of the key authorship 
positions across health research publications globally.12

CONCLUSION
This mixed- methods study combined a scoping review to 
explore the gender gap in research publications among 
Nepali mental health researchers with a qualitative study 
to further delineate the structural barriers that exacer-
bate the gender gap in health research in Nepal. Our 
findings from the scoping review shows disparities in 
authorship not just based on gender but also ethnicity. 
In- depth interviews revealed that there were wider 
structural discriminations within the organisations in 
areas of mobility, communication and networking, and 
work burden that restricted women’s leadership and 
career development. Overall, what mattered to women 
were structures that fostered professional opportunities 
and growth without clashing with cultural norms. This, 
however, conflicts with what matter most to the organisa-
tion leadership that bases its structures around the tradi-
tional ‘ideal worker’ concepts. Reimagining the concept 
of the ‘ideal worker’ through transformative—and not 
merely accommodating—policies that consider what 
matters most to female researchers may foster gender 
equity and women’s leadership in mental health research 
in Nepal.
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Search strategy 

 

Search terms: 

Five databases, PubMed, PsycINFO, Web of Science, NepMed, and Nepjol were searched using the 

keywords relevant to mental health in Nepal.  To refine the search for relevant studies, the following 

key terms were iteratively used in an advanced search bar of the databases in conjunction with the 

search term “Nepal”: (“mental health” OR “mental* ill*” OR “psychiatr*” OR “psychological 

disorder” OR “depress*” OR “schizo*” OR “bipolar” OR “anxiety disorder” OR “alcoholic” OR 

“alcoholism” OR “alcohol dependen*” OR “alcohol use*” OR “substance use*” OR “recreational 

drug” OR “illicit drug” OR “illicit substance” OR “anorex*” OR “bulimi*” OR “obsessi*” OR 

“phobi*” OR “panic” OR “personality disorder*” OR “self injur*” OR “self harm” OR “affective” OR 

“manic” OR “mania” OR “addict*” OR “dual diagnosis” OR “prescription abuse” OR “prescription 

misuse” OR “post traumatic stress disorder” OR “mental disorder*”) AND Nepal 

Inclusion criteria:  

 

Type of publication: Peer-reviewed journal articles.  

 

Time frame: January 1, 2015, to December 31, 2019.  

 

Language: English. 

 

Type of Journal: Nepali, regional Asian journal, and international or other regions.  

 

Types of review articles: Original research, systematic reviews, meta-analyses, and scoping reviews. 

Secondary data analysis included studies conducted in Nepal.  

 

Nepal can be one of the countries of study sites [include multi-site paper]  

 

Related to mental health in Nepal 
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From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-
Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/journal.pmed1000097 
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Records after duplicates removed 

(n = 967) 

Records screened 

(n = 967) 

Records excluded 

(n = 453) 

Full-text articles assessed 

for eligibility 

(n = 514) 

Full-text articles excluded, 

with reasons 

(n = 177) 

Studies included in 

analysis 

(n = 337) 

Duplication  

(n=446) 
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Direct quotes of participants under each domain  

 

Domains Sub-domains Direct quotes 

Organizational 

Structures 

 “The organization I work for has more female employees than male. 
They [Women] raise [concerns about] their situations and challenges 

during staff meetings. I know about a few cases and challenges that 

were resolved at the policy and management level. I don’t think there 
are any challenges faced by female candidates which were not already 

faced by male candidates. I might not be aware [of that].” (Male, 
NGO)  

“Most of the managerial positions in this organization are led by 
women and they have their own kids, that's why it’s [the organization 
is] quite flexible regarding time. I have said that I would attend the 

office from 9:30 to 5:30 because most of them have children, they need 

to send their children to school, and also have to do various household 

chores.” (Female, INGO) 
“If we look at the entry level, there is GESI [Gender Equality and 
Social Inclusion], there are quotas separated for those who enter via 

loksewa [Public Service Commission Examination], quotas for men, 

and women, quotas for Dalit [lower caste Hindu groups] and Janajati 

[ethnic minority groups] and such, so the gender is balanced. However, 

such system is not implemented after someone reaches a higher position 

in the government. For instance, the head of the nursing division would 

always be a doctor. So, there isn't such system in the government [to 

ensure balance in higher positions]. Yet, the balance occurs only at the 

entry level.” (Male, Governmental Organization) 
   

Barriers Mobility “The office provides bikes, but we don’t have scooters, and I don't know 

how to drive a car. There are practical challenges. I will have to rely on 

someone else, but the drivers only take office heads with them. They 

don't give us a ride. So, there are practical challenges.” (Female, NGO) 
“The female candidates wanted to go along with male candidates on 
field [for data collection], which required walking through jungle and 

secluded pathways. They had challenges due to the distance, had to 

walk alone in the community. It's said that women find it difficult to 

walk alone in the community, people might look at them differently 

[negatively]. So, their safety and security could be major challenges.” 
(Male, NGO) 

“For instance, if there is a vacancy for Dailekh [rural district in 
Nepal], then men don't hesitate to go, whereas women find it very 

difficult to go to such [remote] places. She will have her family, 

husband and everything that she cannot leave behind. She has to 

balance both the areas, it will be very difficult to manage dual roles. We 

are not discriminating, but it's in the [social] structure itself, so the 

structure has made it difficult.” (Male, INGO) 
“It's acceptable for my parents if I take rooms at any place. But if my 
sister did the same then parents would be conscious about her 

whereabouts. People in our society think that women at her 

adolescent’s age, reproductive age, are vulnerable. And that is again 

linked to the pre-marital concept that a female before marriage 

shouldn’t have sex... Such problems will create obstacles in mobility. 
The organization also demands frequent travelling and asks the women 

if they are willing to take it or not, or if they have any kids or not. In 
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many places, they try to recruit women under 25, for the front desk 

job.” (Male, NGO) 
Effective 

communication 

and networking 

“I should accept the fact that I may have been a little less [capable] or 
incapable...Being a female, we are easily submissive. It would have 

been different for male, while confronting, expressing their opinions, for 

lobbying. So that could be gender, I don't want to disagree with that, 

that could be due to gender issues so often.” (Female, Academic 
Institution) 

“They don't even understand it [about sexual harassment]. Women are 
very clueless in our culture; they never get the exposure. People cannot 

speak openly about sex. I [as a male] can understand what men mean 

when they flirt...I have known about lots of those incidents that 

happen.” (Male, Academic Institution) 
“There is one person in our team itself...I found out that he negotiated a 
lot for his salary. He fought for it, and he got what he wanted. I do 

negotiate, but not to that extent. We get our per day fee, and my task 

team leader told me that it was the highest they could offer me. I was 

like fine, it's good.” (Female, INGO) 
“Even before the completion of PhD, he regularly visited the university, 
met with people, and got recommendations from them. That way, he was 

able to get promotion before me. I completed my PhD one and half 

years before him but [I] am not promoted yet.” (Female, Academic 

Institution) 

“Even if the male researcher is a new guy, from a non-research 

background, people in the community would listen more to him, and 

completely disregard what I say. [They] address him as “Sir,” and call 
me “Sister.” It has happened to me so many times.” (Female, INGO) 
“It was fine until now since I was more familiar with the old director. 

But now the new director has come in and he is a man. You know how 

things work in our society and system. It works better when you can 

engage in an informal gathering, go out to dinner and all...And if 

women have to be engaged in such things with government officials, or 

with some male colleagues, then they would feel it’s culturally 
inappropriate and difficult at the same time. I have felt that such 

informal gatherings are the mechanism to build the network. When you 

aren't part of it then you tend to be sidelined at times.” (Female, INGO) 
“.. In order to work with the government, we need to walk and talk with 
them. It's easy for men but not possible for women. They cannot hang 

out with those officials and stay late... they can't always follow those 

people around. It's difficult due to the time and situation. And another is 

about family. If you are unmarried and stay late until night, then society 

wouldn't accept.” (Male, INGO) 
 “I think that men at managerial and leadership positions have better 

relationships and reach with donors and stakeholders. If a female 

candidate is able to communicate with donors and bring projects for the 

organization, they will automatically be elected to the decision-making 

positions.” (Male, NGO) 
Work Burden and 

productivity 

“Mostly women are working competitively in the organization as well 
as looking out for their families. They work three times more than men 

and it is a lot of burden. And there is a dilemma for them to set their 

priorities between work, home, and oneself. We have to struggle with 

the time. I myself am one of the examples of those women. We prioritize 

others more than ourselves, so that might have created barriers for 

progress.” (Female, NGO) 
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“I wish there wasn't any meeting on weekends. The organization usually 

organizes staff meetings, management meetings on the weekends. There 

are just two female employees, including me, who have been staying 

with our family. When we complain about it, they reply saying that no 

one else has any problem until now, so it will continue working this 

way. It's easy for men to stay away from their families, but it's not good 

to expect the same from women.” (Female, NGO) 
Gendered 

positions and roles 

“The technical lead, the country director is a man. [Organization 

name] consists of 4 men, 2 women [in management]. This organization 

works on promoting safe abortion and reproductive health rights of 

women. So, it's quite active and sensitive regarding gender balance [in 

projects]. Despite that, it's not the case with the senior management 

team.” (Female, INGO) 
“It's said that women cannot handle big data and do the analysis; they 
are asked to just carry out the qualitative interviews. And we have to 

struggle a lot to ask for it. It takes a long time to change the perspective 

of people.” (Female, Independent researcher) 
"Most of the time, men take the lead. But they take women, whenever 

they need to execute easy tasks, assuming that women readily obey to 

the commands. For example, they prefer women for intern and data 

entry positions. But again, they prefer men in the position of field 

coordinator.” (Female, NGO) 
“While in the field, it would be quite disturbing, ...because even while 
leading the team, [women’s] authority is completely disregarded in 

favor of man, because he is a man. It has happened to me many times.” 
(Female, NGO) 

“Women are brainwashed and daunted in the earlier stages of their 
career. I have seen that there are very few commanding women. She 

should be rebellious to become a leader. If I am in a competition with a 

woman then she has to be more rebellious to get the role. She should be 

better than me to get the leadership position. Unfortunately, she can 

never be better than me. She is strongly brainwashed, is very shy to 

speak about anything.” (Male, Academic Institution) 
   

Mitigating 

Strategies 

 “...there should be such things mentioned in the policy itself, talk about 
it with employees, while hiring them, while asking them to sign the 
contract, and ask them to read the content in the contract. They can add 

1-2 paragraphs about gender, if they really want to address the issue. 

Gender issue doesn’t just mean sexual harassment but rights as well. 
While hiring new employees, they [management] could educate them on 

how to behave with younger employees” (Male, Academic Institution) 

  “(women) they should feel safe sharing their problems, and our goal 
should be that we should not limit our voice and perception among 

women only, but be more inclusive, and try to spread the messages [to 

male and female employees]. For instance, there are both men and 

women in an organization, and in most of the cases, men don't 

understand women’s problems. Thus, we can create a safe space for 
women where we could all share our problems, and at the same time, 

we can create a channel from where we can circulate the message to all 

and not just limit [information] to women.” (Female, INGO) 
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1 

Consolidated criteria for reporting qualitative studies (COREQ): 32-item 

checklist 
 
Developed from: 
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist 

for interviews and focus groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: pp. 

349 – 357 
 

No.  Item   Guide questions/description 
 

Domain 1: 

Research team 

and reflexivity  

  

Personal 

Characteristics  

  

1. Inter 

viewer/facilitator 

Which author/s conducted the 

interview or focus group?  

DG, PS, MS 

2. Credentials What were the researcher’s 
credentials? E.g. PhD, MD  

MPH, PhD, MPhil 

3. Occupation What was their occupation at the 

time of the study?  

Researchers, Project coordinators 

4. Gender Was the researcher male or 

female?  

Female 

5. Experience and 

training 

What experience or training did 

the researcher have?  

MS has PhD degree and has extensive experience 

leading mental health projects in Nepal. DG and PS 

have an MPH and an MPhil degree respectively and 

have extensive experience working and conducting 

mental health research in Nepal. AP has an MPH and 

is a research associate. BK has PhD degree and has 

supervised several PhD and Masters level students in 

conducting both quantitative and qualitative research. 

Relationship with 

participants  

  

6. Relationship 

established 

Was a relationship established 

prior to study commencement?  

Some of the participants had an established 

relationship with DG, MS, PS before the study 

commencement. These were professional 

relationships. The interviews were conducted by a 

researcher who did not have a relationship with the 

study participant.  

7. Participant 

knowledge of the 

interviewer  

What did the participants know 

about the researcher? e.g. 

personal goals, reasons for doing 

the research  

Participants were informed that the researchers were 

interested in understanding facilitators and barriers to 

conducting health research in Nepal.  

8. Interviewer 

characteristics 

What characteristics were 

reported about the inter 

viewer/facilitator? e.g. Bias, 

assumptions, reasons and 

interests in the research topic  

A brief introduction about the study, organization and 

interviewer’s names and positions provided to the 
participants before starting the interview. Interviewer-

related biases were not identified. 

Domain 2: study 

design  

  

Theoretical 

framework  
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9. Methodological 

orientation and 

Theory  

What methodological orientation 

was stated to underpin the study? 

e.g. grounded theory, discourse 

analysis, ethnography, 

phenomenology, content analysis  

Thematic analysis 

Participant 

selection  

  

10. Sampling How were participants selected? 

e.g. purposive, convenience, 

consecutive, snowball  

Convenience sampling was used. 

11. Method of 

approach 

How were participants 

approached? e.g. face-to-face, 

telephone, mail, email  

Face-to-face interviews were conducted.  

12. Sample size How many participants were in 

the study?  

23 

13. Non-

participation 

How many people refused to 

participate or dropped out? 

Reasons?  
NA 

Setting 
  

14. Setting of data 

collection 

Where was the data collected? 

e.g. home, clinic, workplace  

All interviews were conducted in safe and neutral 

locations convenient to the participants. This included 

private areas in their workplaces (if staff felt 

comfortable) or a separate location.  

15. Presence of 

non-participants 

Was anyone else present besides 

the participants and researchers?  

No 

16. Description of 

sample 

What are the important 

characteristics of the sample? e.g. 

demographic data, date  

Health professionals currently working in 

government, non-government, or academic sector in 

Nepal.  

Data collection  
  

17. Interview guide Were questions, prompts, guides 

provided by the authors? Was it 

pilot tested?  

Interview guide was prepared and it was rigorously 

discussed among the authors. Probes were used to 

facilitate discussions. Interview was pilot tested with 

males and females.  

18. Repeat 

interviews 

Were repeat inter views carried 

out? If yes, how many?  

No 

19. Audio/visual 

recording 

Did the research use audio or 

visual recording to collect the 

data?  

Interviews were audio recorded.  

20. Field notes Were field notes made during 
and/or after the interview or focus 

group? 

Field notes after the interview were also transcribed 

and translated and included in the dataset for the 

analysis.  

21. Duration What was the duration of the 

inter views or focus group?  

Interviews with women lasted for about 30-75 

minutes. 

22. Data saturation Was data saturation discussed?  Yes.  

23. Transcripts 

returned 

Were transcripts returned to 

participants for comment and/or 

correction?  

No 

Domain 3: 

analysis and 

findings  

  

Data analysis  
  

24. Number of data 

coders 

How many data coders coded the 

data?  

Three authors (MS, DG, PS) coded the data. 
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25. Description of 

the coding tree 

Did authors provide a description 

of the coding tree?  

Yes, the authors generated a coding system and 

codebook in MS Excel with domains, codes, and 

themes generated.   

26. Derivation of 

themes 

Were themes identified in 
advance or derived from the 

data?  

Themes were derived from the data.  

27. Software What software, if applicable, was 

used to manage the data?  

NVivo 12.0 

28. Participant 

checking 

Did participants provide feedback 

on the findings?  

No 

Reporting  
  

29. Quotations 

presented 

Were participant quotations 

presented to illustrate the 

themes/findings? Was each 
quotation identified? e.g. 
participant number  

Yes, quotations were presented to illustrate the 

themes/findings, and each quotation was identified 

with an anonymous participant code.  

30. Data and 

findings consistent 
Was there consistency between 

the data presented and the 

findings?  

Yes, there was consistency between the data presented 

and the findings. 

31. Clarity of 

major themes 

Were major themes clearly 

presented in the findings?  

Yes, major themes were clearly presented in the 

Results section using specific sections regarding each 

theme.  

 
32. Clarity of 

minor themes 

Is there a description of diverse 

cases or discussion of minor 

themes?       

Yes, minor themes were clearly presented in the 

Results section using specific sections regarding each 

theme.  
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Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for 
Scoping Reviews (PRISMA-ScR) Checklist 

SECTION ITEM PRISMA-ScR CHECKLIST ITEM 
REPORTED 
ON PAGE # 

TITLE 

Title 1 Identify the report as a scoping review. 
ABSTRACT 

Structured 
summary 

2 

Provide a structured summary that includes (as 
applicable): background, objectives, eligibility criteria, 
sources of evidence, charting methods, results, and 
conclusions that relate to the review questions and 
objectives. 

INTRODUCTION 

Rationale 3 

Describe the rationale for the review in the context of 
what is already known. Explain why the review 
questions/objectives lend themselves to a scoping 
review approach. 

Objectives 4 

Provide an explicit statement of the questions and 
objectives being addressed with reference to their key 
elements (e.g., population or participants, concepts, and 
context) or other relevant key elements used to 
conceptualize the review questions and/or objectives. 

METHODS 

Protocol and 
registration 

5 

Indicate whether a review protocol exists; state if and 
where it can be accessed (e.g., a Web address); and if 
available, provide registration information, including the 
registration number. 

Eligibility criteria 6 
Specify characteristics of the sources of evidence used 
as eligibility criteria (e.g., years considered, language, 
and publication status), and provide a rationale. 

Information 
sources* 

7 

Describe all information sources in the search (e.g., 
databases with dates of coverage and contact with 
authors to identify additional sources), as well as the 
date the most recent search was executed. 

Search 8 
Present the full electronic search strategy for at least 1 
database, including any limits used, such that it could be 
repeated. 

Selection of 
sources of 
evidence† 

9 
State the process for selecting sources of evidence (i.e., 
screening and eligibility) included in the scoping review. 

Data charting 
process‡ 

10 

Describe the methods of charting data from the included 
sources of evidence (e.g., calibrated forms or forms that 
have been tested by the team before their use, and 
whether data charting was done independently or in 
duplicate) and any processes for obtaining and 
confirming data from investigators. 

Data items 11 
List and define all variables for which data were sought 
and any assumptions and simplifications made. 

Critical appraisal of 
individual sources 
of evidence§ 

12 

If done, provide a rationale for conducting a critical 
appraisal of included sources of evidence; describe the 
methods used and how this information was used in any 
data synthesis (if appropriate). 

Synthesis of results 13 
Describe the methods of handling and summarizing the 
data that were charted. 

Title page

Page 2-3

Page 4-5

Page 5

Page 6

Page 6 & 
supplement file 
1
Page 6

Supplement 
file 1

Page 6

Page 6 & 7

NA

NA

Page 6 & 7
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SECTION ITEM PRISMA-ScR CHECKLIST ITEM 
REPORTED 
ON PAGE # 

RESULTS 

Selection of 
sources of 
evidence 

14 

Give numbers of sources of evidence screened, 
assessed for eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally using a flow 
diagram. 

Characteristics of 
sources of 
evidence 

15 
For each source of evidence, present characteristics for 
which data were charted and provide the citations. 

Critical appraisal 
within sources of 
evidence 

16 
If done, present data on critical appraisal of included 
sources of evidence (see item 12). 

Results of 
individual sources 
of evidence 

17 
For each included source of evidence, present the 
relevant data that were charted that relate to the review 
questions and objectives. 

Synthesis of results 18 
Summarize and/or present the charting results as they 
relate to the review questions and objectives. 

DISCUSSION 

Summary of 
evidence 

19 

Summarize the main results (including an overview of 
concepts, themes, and types of evidence available), link 
to the review questions and objectives, and consider the 
relevance to key groups. 

Limitations 20 Discuss the limitations of the scoping review process. 

Conclusions 21 
Provide a general interpretation of the results with 
respect to the review questions and objectives, as well 
as potential implications and/or next steps. 

FUNDING 

Funding 22 

Describe sources of funding for the included sources of 
evidence, as well as sources of funding for the scoping 
review. Describe the role of the funders of the scoping 
review. 

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses 
extension for Scoping Reviews. 
* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media
platforms, and Web sites.
† A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g.,
quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping
review as opposed to only studies. This is not to be confused with information sources (see first footnote).
‡ The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the
process of data extraction in a scoping review as data charting.

§ The process of systematically examining research evidence to assess its validity, results, and relevance before
using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable
to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used
in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document).

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews 
(PRISMAScR): Checklist and Explanation. Ann Intern Med. 2018;169:467–473. doi: 10.7326/M18-0850. 

Supplemental 
file 2

Table 1 and 
page 9

NA

Page 9-10

Page 9-10

Page 17

Page 19-20

Page 20

Page 22
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