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Abstract  

Introduction 

The caste system is a three-millennium-old social stratification system. Caste 

discrimination is common in Nepal despite being illegal since 1962. Dalits (known as 

untouchables) rank at the bottom of the caste hierarchy and often experience 

discrimination due to notions of untouchability resulting in poor health outcomes. 

Caste-based inequality has an impact on the wellbeing of individuals, experiences of 

violence, and opportunities to access education, employment, and healthcare. This 

research will help to understand discrimination by caste through exploring experiences 

and challenges that Dalit minorities face in accessing and utilising health services. 

Methods 

A cross-sectional mixed-methods study was conducted in Makwanpur district, Nepal 

in 2019. Qualitative study included six focus group discussions, six key stakeholders’ 

interviews and five exit interviews. The quantitative survey included 202 health 

workers. Qualitative data were organised using NVivo 12 software and thematically 

analysed, and quantitative data were analysed using SPSS 26 descriptive analysis. 

Findings 

The qualitative findings identified, caste discrimination affects health (physical and 

psychological), impacts wider health determinates (gender, education, employment, 

and poverty) and positive attitudes of health workers towards Dalits. Research 

presented that Dalits do not prioritise medical healthcare thus, resulted poor health. 

Nearly all (98.5%) health workers stated that no discrimination in health services 

towards Dalits, however, 53% reported that no discrimination and promoting equal 

opportunity will contribute to better health outcomes within Dalit communities. 

Conclusion 

Caste-based discrimination is still prevalent in Nepali society and influence 

individual’s health. The services that actively promote, and address health inequality 

experienced by Dalits are lacking. The outcomes of this thesis can help to identify 

gaps in Dalit healthcare, leading to better training and education and benefitting policy 

makers, health workers and researchers alike. 
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Chapter 1 Introduction to the study 

1.1 Overview 

This chapter presents the background of the study. It introduces and explains the caste 

system within Hindu society and provides further explanation about the Dalit 

community and their place within the caste system in the South-Asian sub-continent. 

This chapter presents literature on existing practices of discrimination based on caste, 

(focusing on Dalits) highlighting the conditions and status of Dalits in Nepal. This 

chapter also includes information about Nepal, its healthcare system and legislation 

regarding caste, as well as the background of the researcher. This chapter concludes 

by providing an overview of the thesis. 

1.2 Country background: Nepal 

Nepal is a small landlocked country located in South Central Asia. It is situated 

between China in the north and India in the east, west and south. It is home to the 

highest mountains in the world including Mount Everest, known locally as 

Sagarmatha, and boasts many other natural and cultural sites including rivers, cities, 

and temples. Nepal has unique geographical diversity starting from 60 meters above 

sea level in the plains (Tarai) region in the south, all the way to the highest peak in the 

world, Mount Everest (8,850 metres), in the north (Government of Nepal and 

Secretariat 2013). Nepal is occupied by 29.1 million inhabitants (Office for National 

Statistics 2021b). Between 15 to 20% of the population are Dalits, reported in the 

census (2011). The most recent census (2021) has not reported the breakdown of 

population by caste so previous census data (2011) was used. The national census 

(2011) reported Hinduism as the main religion (81%). There are 126 different 

caste/ethnic groups including eight major caste groups and 25 sub-castes. Nepal has 

122 languages, including Nepali, Maithili, Bhojpuri, and Tharu. The official language 

of the country is Nepali, with approximately half of the population (44.6%) speaking 
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the Nepali language (Central Intelligence Agency 2018). The capital of the country is 

Kathmandu. Major cities include Pokhara, Chitwan, Biratnagar and Hetauda.   

Nepal has witnessed many changes since becoming the Federal Democratic Republic 

of Nepal on 28th May 2008. Nepal’s Maoist party started the transition with  a decade 

long civil war (1996-2006) and ended a 240 year old monarchy by removing the last 

king Gyanendra Shah, (Hutt 2020). Evidence has emerged that this long civil war had 

a negative effect on the country’s health and healthcare system. It led to over 13,000 

fatalities, 1,200 disappearances, disablement, and internal displacement of thousands 

of people (Devkota and van Teijlingen 2010). Similarly, in rural areas, thousands of 

health services were destroyed with many health workers also mistreated and killed 

(Devkota and van Teijlingen 2010). In 2015, Nepal also suffered from a severe 

earthquake, which led to over 9,000 deaths, thousands of injuries and destroyed many 

villages and heritage sites (Regmi et al. 2015). Since then, Nepal has been struggling 

to maintain political and economic balance and has been identified as one of the 

poorest lower middle-income countries in the world, especially compared to 

neighbouring countries India and China (Central Intelligence Agency 2018).  These 

continuous changes such as civil war, natural disaster and political imbalance has 

harmed Nepal’s economic and health status, with the poorest suffering the most both 

economically and health wise. 

The life expectancy for women is 72 years and for men is 69 years, basic literacy rates 

(self-reported ability to read and write) are for female 60% and 79% for males and 

male to female ratio is 84.5% (i.e., 84.5 males per 100 females). The total gross 

domestic product (GDP) is 31.04 billion (USD) in 2020/21 and the total health sector 

budget was 2.87% of total budget (Ministry of Health and Population 2020).  Nepal is 

about half as poor per head of the population as its neighbouring India (Central 

Intelligence Agency 2018).  

The research was conducted in the district of Makwanpur, one of the 77 districts of 

Nepal. Makwanpur is located in the central part of the country. A map of Nepal 
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showing the district of Makwanpur is presented in the Figure 1.1. The survey with 

healthcare workers was conducted throughout the district. Research areas have been 

marked with a ‘+ ’symbol where qualitative research was conducted.  

Adopted from (The Kathmandu Post 2017)  

 

The district falls under Bagmati province and the headquarter of the state is Hetauda, 

which is about 55 miles (driving distance) east from Kathmandu. The total population 

of the district is 420,477 (Office for National Statistics 2021b) and the representation 

of Dalits is low compared to other districts; only 3% have been officially identified as 

Dalits (District Coordination Committee Office Makwanpur 2020). The largest ethnic 

group in this area is Tamang caste of Tibeto–Burman origin, and 90% of them are 

Buddhist (Morrison et al. 2014). According to statistics presented by the 

Underprivileged Community Development Forum (UCDF), Dalits in Makwanpur lag 

behind in every sector including education, health, politics and government jobs 

Figure 1-1: A Map of Makwanpur District 
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compared to places like the capital city, Kathmandu where the status of Dalits is 

notably better (The Himalayan 2007). 

1.3 Discrimination 

Both racism and discrimination are deeply rooted in economic, political and socio-

cultural perspectives, limiting individuals’ access to and use of healthcare services 

(Williams and Mohammed 2009). Discrimination has been identified as the limited 

opportunity provided to discriminated groups or individuals to actively engage 

economically, politically and socially in society (Desai 1976; Desai and Kulkarni 

2008). It may be reflected in lower wages, employment levels, and/or education levels, 

resulting in a more limited access to basic human and societal needs such as food, 

shelter, clothing and health services. Similarly, discrimination causes poverty and acts 

as a barrier to reducing poverty. Political discrimination can be identified by limited 

access to voting, restricted participation in political processes, not being taken 

seriously or limited involvement in the decision-making process. Social discrimination 

occurs due to unfair treatment based on cultural values and norms or societal beliefs 

for certain groups through restrictions on social events and  limiting access to public 

places (Salter et al. 2018).     

Discrimination occurs due to the unfair and prejudicial behaviours towards individuals 

and groups based on their characteristics such as age, sex, gender, race or ethnicity. 

These groups are often classified as outsiders, low class or outcasts within a society or 

country (Tunga 2009). Various social determinants act as barriers to discriminated 

people, hindering them from fulfilling their potential in life (Laurencin 2014). Further 

information related to discrimination is presented in Chapter 2. 

Better health and wellbeing is a basic human right around the world (United Nations 

2015). However these primary rights have been eroded due to discrimination (Bailey 

et al. 2016). For example, discrimination leads to inequal access to quality education, 

income, food, housing, and other environmental and social determinants, including 
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health. Thus, it also leads to a significant decline in the health status of communities 

(Bailey et al. 2016).  

Discrimination related to race and caste/ethnicity in healthcare is evidenced to be 

increasing worldwide, and therefore has been considered a key determinant of the 

quality received in healthcare services (Gold 2014). ‘The Sprit Level: Why More Equal 

Societies Almost Always Do Better’, presents the interconnection of health and equity, 

and concludes that discrimination is dangerous to health (Wilkinson and Pickett 2009). 

Furthermore, people who are discriminated against are prone to poorer healthcare, 

with a positive correlation between higher levels of discrimination and lower standards 

of care, lower life expectancy, lower birth weight, higher infant mortality and 

depression rates (Laurencin 2014). 

Discrimination pervades the healthcare system due to the lack of health information, 

access to resources, implementation and policing of legislation and policies to reduce 

discrimination (Human Rights Watch 2013). This has clear negative consequences for 

both health service users and health workers (Biggers 2020). However, practice of 

discrimination is not a unique issue to Nepal. Notable examples include exploitation 

of the African slaves by Europeans, blacks in former apartheid states of southern  

Africa, and Russia’s Jews who are confined to the Pale of Settlement. Even western 

history is littered with such unethical acts, with some still practiced in modern-day 

societies (Simon and Thorat 2020). Racism and discrimination are key contributing 

factors towards increasing  disparities in both physical and mental health among 

discriminated groups (Okazaki 2009). Furthermore, ‘The Black Lives Matter’ 

campaign has highlighted structural and hidden racism and discrimination in the USA 

(Hardeman et al. 2016) and elsewhere including the UK. Racism against black 

communities has resulted in poor health outcomes as demonstrated by many health 

and wellbeing measures such as life expectancy, maternal mortality rates and disease 

prevalence (Leitch et al. 2021). A UK report identified that discrimination and social 
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inequality may have contributed to higher death rates among Black and Asian people 

due to COVID-19 (coronavirus disease) (Iacobucci 2020).  

In recent years, Nepal has undergone several changes from a monarchy to federal 

government, earthquakes, and continued political instability (Hutt 2020). The latter 

refers to political parties changing over a fairly short period of time due to conflicts 

between various parties or an inability to govern. All this has worsened the situation 

in terms of disproportionately limited availability of health services to people who are 

marginalised, including Dalits (Upreti 2010). For example, the number of Ministry of 

Health & Population (MoHP) offices has decreased from 111 to 106, and Department 

of Health services (DoHS) offices have decreased from 196 to 121 without planning 

and implementation. This has resulted in reduced services, control and effectiveness 

of remaining services (Ministry of Health and Population 2019), therefore Nepal’s 

healthcare system has struggled to meet health demands of the people (Adhikari et al. 

2022). Research has identified that this reduced availability of healthcare and services 

is usually not effective enough to reach the local level, especially in terms of providing 

health services and management within rural areas (Görgen et al. 2004; Adhikari et al. 

2022).  

Research has identified that different caste/ethnic communities in Nepal such as Dalits 

as well as Adivasis (Indigenous people) experience increased levels of discrimination, 

poverty and lower-quality education (Ramaiah 1998; George 2015b; Devkota and 

Butler 2016; Subedi 2022). Similarly, a recent study in Nepal on caste-based 

discrimination identified 205 different kinds of existing practices such as 

untouchability, forced labour, and social boycotting within eight distinct research sites 

in Nepal (International Dalit Solidarity Network 2016). Researchers view caste as a 

key determinant of social exclusion and development which, they argue, affects more 

than 260 million individuals globally (Mosse 2018). 

As stated above, sources of discrimination can be linked to various social determinants 

such as age, gender, ethnicity, economic conditions and education (Morone 2017).  
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However, in the context of Nepal, little is known about the experiences of caste 

inequality – especially within the healthcare sector - and how it may act as a barrier to 

better healthcare. The purpose of this research, therefore, is to investigate healthcare 

inequality due to caste-based discrimination, with a particular focus on those who lie 

at the bottom of caste hierarchy: the Dalits (see Chapter 3). 

1.4 The caste system 

In order to have a better understanding of Dalits and their health experiences, it is 

important to understand the caste system. The existence of the caste system is centuries 

old and functions by sorting members of the population into hierarchical factions from 

birth. It is  a scaling system based on ‘purity’ (Aigner and Cain 1977). Purity is a moral 

judgement about people and families, such that some are perceived to be ‘better’ than 

others.  Those who are perceived to be better (i.e. pure), cannot be physically touched 

by people of lower purity, resulting in the practice of untouchability (Michael 2007). 

The caste system operates by restricting social interaction, occupation, education, and 

health opportunities for lower caste groups. This results in a large gap between castes 

(Aigner and Cain 1977). The caste, known as the ‘varna’ system, is the core 

foundation of Hinduism which controls the interaction of specific groups and 

individuals. Additionally, the caste system also labels the status of individuals in 

society based on their prosperity, land holdings, profession, and occupation 

(Bhattachan et al. 2009). Although the concept of the caste system is core to Hinduism 

it is also found in other religious groups. Caste discrepancies can be identified within 

Christianity, Islam and Sikhism in the South Asian diaspora, despite a lack of 

scriptural support for caste (Waughray 2008). There are number of key caste indicators 

including occupation, surname, village from which family comes from, religion, skin 

colour (darker compared to other castes) and nose structure (Sebring 1969).  

The caste system is an integral aspect of Hinduism, which is common in South Asia 

and mostly dominant in Nepal and India. In Nepal, King Jayasthiti Malla introduced 

a caste system in the 13th century, whereas Jung Bahadur Rana, former prime minister 



 

 

8 

 

 

further formalised the system through the Muluki Ain (Civil Code) in 1884 (Pyakurel 

2007). It is identified as one of the strictest social stratification systems, where there 

is no flexibility in terms of changing one’s caste, or moving between castes.  

The caste system includes both endogamy (preserving castes and preventing caste 

fusion such as inter-caste marriage) and commensality (social interaction associated 

with inter-dining between castes) practices. The system refers to the hierarchical 

separation of society based upon four categories in Hindu mythology known as 

varnas, which in turn are based on social purposes or occupation, and at the empirical 

level, the concept of Jati (subcaste) (Waughray 2008). In the Hindu caste system, there 

are divisions (see Editorial, Section 1.7) or varna, namely, ‘Brahmin’, (priests, created 

from God’s head) ‘Kshatriya’, (warriors, from God’s arm) ‘Vaishya’, (merchants, 

from God’s thighs) and ‘Sudra’, (slaves, from God’s feet). Those outside of this caste 

system are the outcasted groups, (atisudra, avarnas) the Dalits.  

Dalits are identified as “Protestant Hindus” and “Broken men” in Hindu scriptures and 

are often referred as chandalas, avarnas, atishudras, panchamas, antyavasan and 

antayas. They were referred to “untouchables”, in the sense of physical contact (see 

Section 1.7) and “depressed class” by the British, and “scheduled castes” in the 

constitution of India (Menon and Contractor 2017). Dalit is a Sanskrit word that means 

divided or separated. The label of Dalit is determined by birth, and one cannot move 

between castes. Hence inter-caste marriage is a major challenge, however it may 

elevate Dalit/lower caste women and their children to upper caste as children in Nepal/ 

India get their identity from their fathers instead of their mothers (Soutik 2019).   

The term Dalit is accepted by most Dalits and their leaders and refers to both the 

individual and a collective community. In traditional rural areas Dalits are often not 

welcomed in the village of upper caste groups and are restricted from many 

occupations. As such, they are forced to depend on unskilled labour such as removing 

dead animals from the community, street sweeping, garbage and drainage cleaning for 

their daily earnings (Ramaiah 1998). In many rural areas of Nepal and India, Dalits 
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are often not allowed to use public wells, enter schools, or walk on common roads. In 

many cases, they are even prohibited from eating decent food, owning property/land, 

or collecting any kind of wealth (Menon and Contractor 2017).  

Legislation in Nepal outlawed the caste system since 1962 and recently passed a bill 

on Caste-based Discrimination and Untouchability (Offence and Punishment) Act, 

2011, in an effort to eliminate discriminatory practices (see Section 2.8). The 

legislation bans any discrimination and/or different treatment towards “untouchables” 

and offers harsher punishments for officials guilty of discrimination. Thus, caste-based 

discrimination is defined as a criminal activity and victims are offered compensation 

(United Nations 2011).  

Since 1990 the constitution of Nepal Right to Equality Act (1990) has forbidden any 

kind of caste-based discrimination, especially against Dalits: 

No discrimination shall be made against any citizen in the application 

of general laws on grounds of religion (dharma), race (varna), sex 

(Ilinga), caste (jat), tribe (jati) or ideological conviction (vaicarik) or 

any of these. 

No person shall, on the basis of caste, be discriminated against as 

untouchable, be denied access to any public place, or be deprived of 

the use of public utilities. Any contravention of this provision shall be 

punishable by law (Himalaya 1990). 

The caste and gender-based systems are perhaps the world’s longest surviving social 

stratification systems, older than, for example, the class-based system. The older the 

tradition, the more difficult it becomes for change to occur because the practice is so 

deeply ingrained into a culture that is passed down from one generation to another. 

Additionally, the system is hidden within society (Human Rights Watch 2013). 

Therefore, despite a well-established official end to the caste system, Dalits still face 
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extreme discrimination; they are deprived from better education, employment and 

health services (Baru et al. 2010). This PhD research is predominantly focused on 

caste aspects of discrimination as this is more specific to Asia. It is also a unique 

concept and therefore requires more attention. Moreover, gender aspects such as 

double discrimination towards Dalit women is also acknowledged.   

1.4.1 Dalits among Dalits- Dalit Women  

This section is presented in addition to the editorial (Thapa et al. 2018), included in 

Section 1.7.  This editorial is in an Open Access academic journal and was published 

during the early stages of the PhD journey, therefore the current section is both an 

addition and an update.    

Dalit women are situated at the very bottom of the community and suffer triple 

discrimination based on caste, class, and gender. The caste system declares Dalit 

women to be automatically impure and untouchable; one of the main reasons behind 

social discrimination and exploitation (Navsarjan Trust India et al. 2013). Caste 

discrimination provides no protection against Dalit violence and the majority of them 

are characterised by gendered untouchability practices in the name of discipline. 

Waughray (2008) argued earlier that, due to the dual-headed prong of gender and 

caste, Dalit women and girls are deliberately targeted; they are raped and subjected to 

sexual torture and violence.  

The majority of Dalit women in India and Nepal are poorly educated compared to their 

non-Dalit counterparts and are paid less compared to men. This often results in them 

becoming landless labourers or scavengers, with many forced into prostitution 

(Human Rights Watch 1999; Navsarjan Trust India et al. 2013; Sharma Gautam and 

Hearn 2019). Dalit women are particularly vulnerable due to the nature of their 

livelihoods, such as exposure to the community in search of water, food, firewood or 

wages (Waughray 2008). Similarly, in India, Dalit women were not allowed to cover 

their breasts (covering breasts meant paying a breast tax). The wearing of gold or silver 
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is prohibited – Dalit women are obligated to wear coarse cotton clothes. Although the 

system of paying breast tax is now abolished, this culture still necessitates social 

reform (Menon and Contractor 2017).  

In a predominantly Hindu country such as Nepal, Dalit women and children often 

experience higher economic, cultural, physical and psychological violence (Devkota 

et al. 2017). In January 2011 the Universal Periodic Review (UPR) reported on the 

conditions of Dalits in all parts of Nepal; they found Dalits to be vulnerable and 

concluded that Nepal did not adhere to international human rights, particularly those 

that concerned women and children (Sob 2012). Dalit women in Nepal often have no 

power over resources such as money, land or housing, and are disproportionally 

trafficked to India for sex work (International Dalit Solidarity Network 2020). The 

majority of Dalits (80%) live in rural areas, hence, many of Dalits are unable to send 

their children to school due to geographical and economic limitations. A report from 

UNICEF (the United Nations Children's Fund) in 2016 identified that the average 

school non-attendance rate in most lower caste communities exceeded 30%, compared 

to a 14.3% school non-attendance rate in upper caste communities (UNICEF 2016). 

Though primary education is free of charge in Nepal, there are costs to secondary state 

school education. More significantly however, children of Dalits may be kept out of 

school to work or look after siblings  (Zmarzly 2019). Dalit women often marry young 

- around 52% marry before the age of 18, therefore discontinuing their education 

prematurely. The globally accepted minimum age for marriage is 18 (UNICEF 2020), 

however, Nepal’s Criminal (Code) Act (2017) strongly prohibits marriage under the 

age of 20 (Government of Nepal 2016). Dalit women are at higher risk of child 

marriage. Compared to those of higher castes, Dalit women are 52% less likely to wait 

beyond the age of 20 to get married (Baral 2019). Higher counts of child marriage and 

related health consequences often leads to higher illiteracy rates and an inability to 

become independent/support one’s family (Navsarjan Trust India et al. 2013). In 

addition, Dalit women who try to better their situation or disregard the caste system in 

any sense often bear the brunt when it comes to acts of vengeance against Dalit 
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communities (International Dalit Solidarity Network 2016). There are cases of Dalit 

women in India being sexually assaulted and mutilated before they are massacred. 

They are often arrested, beaten and tortured during raids, raped in custody in order to 

teach lessons to their relatives, forced into prostitution following devadasi culture and 

used as a tool to impose political power and control Dalit movements (Human Rights 

Watch 1999).  

Generally recognised the life expectancy of Dalits is lower than that of the general 

population (Kumari and Mohanty 2020). Having searched extensively for life 

expectancy data in Nepal, it does not seem to be routinely collected nor are population 

data analysed by caste. However, a recent study in neighbouring India found lower 

life expectancy among Dalits (Gellner 2022), it is highly likely the same pattern exists 

in Nepal. Dalit women also lie at the very bottom of most social indicators in Nepal, 

scoring 45.4% on literacy (basic reading and writing) compared 57.5% for the average 

female; they have an average life expectancy of 50 (55 for non-Dalit women) and 

lower participation rates in both the health and political sectors (Ministry of Health & 

Population 2011). The current political revolution (see Section 1.2) has made changes 

and included Dalit inclusion policies, such as ‘at least two out of the four members of 

each Ward Committee must be women and that one should be a female member from 

the Dalit community’. However, Dalits are still excluded (Bishwakarma 2017). As a 

result of discrimination, education and poverty, young Dalit girls are more vulnerable 

to poor health due to malnutrition, infant mortality and even diseases that are easily 

preventable. A Dalit woman’s access to legal rights and justice is compromised due to 

purposeful neglect (e.g., police refusing to file a case). Thus, very few cases are 

registered officially, and if a case makes it into the legal system, the chances of getting 

justice are minimal. (Navsarjan Trust India et al. 2013). 

1.5 Personal background 

It is important for the reader to understand who I am and what motivated me to conduct 

this PhD study. I (the researcher) am a Nepali woman originally from the study area: 
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Makwanpur district. I can speak and understand the Nepali language spoken in the 

research area and am familiar with the locals and area itself – which was one of the 

reasons behind selecting Makwanpur to conduct the research. My familiarity with the 

place and people offered an advantage, as being an insider is considered helpful in 

gaining trust and access within the community of research (Ryan et al. 2011). Being a 

Nepali and a woman presented added benefits to being an insider such as better access 

to participants and their overall acceptance of me. It was easier to connect with female 

participants. However, I am from a different caste than the target study population. 

This will allow me to discover something new by exploring issues those are hidden to 

insider due to preconception. As an outsider, it is required to maintain respect and an 

open attitude towards the study and population. Similarly, being an outsider may delay 

the establishment of trust due to a lack of cultural understanding alongside the time-

consuming aspect of getting to understand participants’ experience and attitudes 

(Dwyer and Buckle 2009). Therefore, to establish trust, participants were informed 

that the researcher was from the local community. Furthermore, the importance of 

participant responses and experiences (i.e., the fact that the findings of the research 

were based upon them) was explained beforehand.  It is important to explain the 

purpose of the research, its possible benefits to the participants, presenting oneself as 

an individual student researcher, and involving local individual(s) to collect 

participants, especially for FGDs (Ryan et al. 2011). Without such procedures, 

participants may not be as expressive or comfortable in sharing their experiences. The 

research and its purpose were clearly explained to participants. It was also highlighted 

that participation was voluntary, and that privacy and confidentiality would be 

maintained.  

I always wanted to focus my career (both academically and professionally) towards 

issues related to vulnerable communities, particularly due to the hardship they have 

had to endure till date, and their endless battles for equality and human rights. Hence, 

after completing my MBA (Master’s in Business Administration), I started working 

with organisations that supported groups of people living with disabilities in the UK. 
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A couple of years of experience in this sector helped me to better understand issues 

related to the health and wellbeing of vulnerable groups, and the challenges that many 

experiences in accessing health services. This boosted my confidence to conduct 

research related to health and prompted me to focus on one of the most vulnerable and 

marginalised groups of Nepal, the Dalits.   

1.6 Overview of thesis  

This PhD thesis consists of ten chapters plus references and appendices. The first 

chapter, ‘Introduction’, provides a background to the study including topics such as 

discrimination-related issues, the caste system (and discrimination related to it), as 

well as the health aspects of discrimination. Furthermore, it shares Nepal’s 

demography and profile, an introduction to the author, her experiences, and the choice 

of research. The introduction chapter also offers an overview of the thesis.  

The second chapter, ‘Literature review’, presents an overview of the current evidence 

of inequality in healthcare at a national and international level, focusing on caste 

discrimination. The literature provides evidence of Dalit health outcomes and severity 

in Nepal. Furthermore, the literature also highlights the need to conduct this research 

study in Nepal based on gaps in the evidence pertaining to research, policy and 

practices. 

The third chapter, ‘Aim and objectives’, presents the rationale of the study that triggers 

the aims and objectives of this PhD study. The main aim of this research is to 

investigate caste-based inequality in the healthcare sector, particularly focusing on 

those at the bottom of the caste hierarchy, the Dalits. Specific research objectives and 

research questions are also presented.   

The fourth chapter, ‘Systematic review’, reports findings of the systematic review 

published in May 2021. This review explores possible factors that underlie caste-based 

discrimination and trends in discrimination and inequity over time. This review 
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identifies the uptake of health services by Dalits and presents the gap between health 

service utilisation of Dalits and higher castes in South Asia. As this expose evidence 

not identified by previous research in this area, it highlights the need to undertake this 

study in this field.    

Chapter five, ‘Methodology and methods’, discusses the theoretical underpinning of 

this study and the different methods used for the study, including experience of data 

translation, transcription and analysis of data. This chapter justifies the need for and 

application of mixed (qualitative and quantitative) research approaches by providing 

supporting examples of research conducted in health inequality related issues. 

Furthermore, the chapter describes the researcher’s experiences and issues 

encountered during the research project and how these were addressed. This section 

also addresses the quality assurance for this study. Finally, the key ethical issues 

related to the study are discussed.    

The sixth chapter, ‘Qualitative findings’, reports key findings from focus group 

discussions, key stakeholder interviews and exit interviews. This chapter discusses the 

Dalits’ experience of health; the challenges accessing their health, health conditions, 

available health services, and policies to reduce health challenges. Findings are 

discussed under themes: untouchability and discrimination, other social determinants 

and healthcare including fourteen other subthemes from qualitative data analysis.  

Chapter seven, ‘Quantitative findings’, includes demographic and socio-economic 

characteristics of the survey participants (healthcare professionals) as well as major 

findings from the survey; status of current health services, health discrimination, gap 

in health utilisation, attitudes and practices of health workers and views on how to 

improve Dalits’ health. The outcome of this chapter is based on the responses of survey 

respondents.  

Chapter eight, ‘Discussions’, discusses the findings from qualitative and quantitative 

data analysis, and its interpretations in light of existing literature. Four main key areas 
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are discussed in this chapter: (1) social discrimination and its health impacts, (2) roles 

of other social determinants alongside caste, (3) status of health and resources, and (4) 

public health programmes. Finally, this section also includes reflections from a 

researcher role followed by research limitations and strengths. 

Chapter nine, ‘Conclusion’, draws the key conclusion of this thesis, ‘Caste-based 

healthcare inequality in Dalit communities in Makwanpur, Nepal’, based on the key 

findings and further discussion from Chapter eight. This chapter summarises the 

conclusion under four headings: (1) discrimination in society, (2) social determinants 

as a key barrier to better health, (3) poor health status, and (4) lack of public health 

programmes.  

The final chapter, (Chapter Ten) ‘Recommendations’, offers key recommendations for 

further research, policy makers, training and education and health workers.  

This study highlights the gap in Dalits’ health usage and has increased our knowledge 

of the overall Dalit experience regarding communities, health status and the challenges 

they face. It is hoped that the analysis and findings from this research will prove 

helpful, especially for policy makers.  

At the end of this thesis all the appendices included in the thesis are listed: participant 

agreement form for Qualitative Assessment, participant information sheet for FGDs, 

discussion guide for FGDs, participant information sheet for Key Stakeholders 

Interview, questions guide for Key Stakeholders Interview, information sheet for Exit 

Interview, questions guide for Exit Interview, questionnaire for Quantitative Survey, 

permission for research – Makwanpurgadhi, permission for research – Manahari, 

permission for research – Hetauda, participant information sheet for Survey, ethical 

approval letter from BU, ethical approval letter from NHRC and research permission 

in the Makwanpur district.  
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1.7 Editorial Paper 

This section presents the second part of Chapter 1. This editorial ‘Uptake of Health 

Services by People from the Dalit Community’ (Thapa et al. 2018), was published in 

the Journal of BP Koirala Institute of Health Sciences on 20th December 2018. 
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1.8 Chapter Summary 

This chapter briefly presents Nepal country profile and the research area, Makwanpur 

district. It introduces discrimination globally and in the context of Nepal and India. It 

also presents the Hindu caste system, its hold in Nepali communities and how it 

stimulates social stratification. Further, it describes Dalits’ status and effects of caste 

division, and highlights the discrimination related to it. It also presents Dalit women 

and their vulnerability. This also provides the basis for the literature review (Chapter 

2), which demonstrates evidence of discrimination and policies related to it. Finally, 

both the personal background of the PhD researcher and an overview of the entire 

thesis is provided.  
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Chapter 2  Literature review 

2.1 Overview 

This chapter presents existing literature on the theoretical evidence of discrimination, 

exploring why and how discrimination occurs, its implementation and issues related 

to it, focusing particularly on caste aspects of discrimination. This chapter further 

reflects the impact of discrimination on health. In terms of the international focus of 

the United Nations’ Sustainable Development Goals (SDGs), this thesis links to 

several, especially SDGs 1,3,4,5 & 10 (further details see Section 2.7), alongside other 

government plans and policies. This process was undertaken at the start of the study 

to shape research aims, objectives and questions, and was refined throughout the study. 

2.2 Literature search strategy 

The literature review process commenced in 2018 (first year of PhD study) to identify 

research gaps on caste/ethnic discrimination and assess existing literature related to 

discrimination and health aspects to develop research aims, objectives and questions. 

To execute the literature search, the strategy used in the systematic review paper 

(Thapa et al. 2021) was considered, as most of the relevant papers are included in the 

systematic review. This chapter supplements the systematic review paper and adds a 

more theoretical perspective to the concept of discrimination, particularly caste 

discrimination.  The topic of caste discrimination has been researched but is often 

published locally in reports and non-indexed journals.  Some of these papers were 

found through so-called handsearching. 

2.3 Theoretical evidence of discrimination 

Discrimination refers to unfavourable behaviours towards an individual on the basis 

of race, colour, religion, national origin, age, sex, disabilities, gender and ethnicity 

(Özcan et al. 2011).  Discrimination and issues related to it have been a topic of intense 
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discussion for years. It has been defined as an exclusion of some individuals and 

groups from obtaining equal education, income, power and treatment (Klasen 1999). 

The practice of discrimination affects millions of people around the world. It has been 

known as a tool of operation and exploitation that develops divisions in health, wealth 

and power (Ataöv 1988).  

Although there exist many definitions of discrimination, it’s rational 

acknowledgement is very difficult to understand  as it is linked to unethical practices 

such as unfair and unequal treatment, and those who are involved refuse to accept that. 

(McGinley 2010). Discrimination is defined by Dinur (2021) based on two aspects: 

(1) intentional discrimination (discrimination against racial/ethnic minorities, group-

based travel and immigration bans, diversity-based policies) and (2) unintentional 

discrimination (unconscious bias) known as disparate impacts (Dinur 2021). 

Intentional discrimination refers to differing behaviour based on individual 

characteristics whereas disparate impact refers to equal treatment based on a given set 

of rules,  but the latter is constructed in a form that favours a member or group (Reskin 

1998; Blank et al. 2004).  

Intentional discrimination often starts with creating a verbal and non-verbal hostile 

environment and may lead to unfair treatment such as denial of education, employment 

opportunities or undermining performance (Talaska et al. 2008). Avoidance is another 

measure; this takes the form of choosing one’s own comfortable group over another 

outgroup, or choosing not to associate/self-isolate from the outgroup (Pettigrew and 

Tropp 2013). Similarly, segregation occurs by excluding the outgroup from allocation 

and access to resources. Examples include the restriction of equal housing, education, 

employment, and healthcare (O'connor et al. 2001). Segregation can further extend to 

physical attacks and extermination. Hate crimes are usually linked to the manifestation 

of overt prejudice and result from perceived pressures to maintain ingroup standards 

and values (Glaser et al. 2002). Additionally, disparate impacts refer to the phenomena 

that impact upon and individual’s attitude, and the behaviour of in-group members 
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towards out-groups based on belief and associations that are often unconscious. These 

forms of discrimination are automatic, indirect, ambivalent and ambiguous (Cuddy et 

al. 2007). 

Dalits experience both types of discrimination; direct discrimination in the form of 

verbal abuse, non-verbal rejection, physical attacks and untouchability, and indirect 

discrimination where societies have specified a set of cultural rules and procedures 

that all must follow, but are still tailored to the benefit of the upper caste group(s) 

(Blank et al. 2004).   

The differences based on one’s race, ethnicity, gender or other characteristics persist 

in society and affect people’s individual achievements as well as their health and 

wellbeing. Discrimination has become a fundamental issue that remains widespread 

and continues to exacerbate social division (United Nations 2018). In this kind of 

societal environment, discrimination can grow, thus promoting prejudice and negative 

stereotypes. Consequently, it may limit equal opportunities and policies, cause 

psychological health issues through internalised biases and stereotype threats, and 

encourage explicit and implicit inequality that reduce access to basic resources 

including healthcare (Williams and Mohammed 2013). 

In addition to evident verbal and non-verbal hostility, untouchability, aggressive 

approach behaviours, limited opportunities and access to equal treatment (Al Ramiah 

et al. 2010). Across many historical periods, countries, and cultures, systematic 

inequality between dormant and non-dormant members or groups has been evident; 

e.g. poor health outcomes experienced by ethnic minorities (Underwood et al. 2004), 

receiving poor education (Cohen et al. 2006), and getting unequal treatment in the 

justice system (Steffensmeier and Demuth 2000). 

This research focuses on four major theories of discrimination; the social identity 

perspective, the ‘behaviours from intergroup affect and stereotypes’ map, adverse 

racism theory and system justification theory (Al Ramiah et al. 2010). Social identity 
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perspectives identify that individuals/groups are possessive towards self-esteem to 

maintain positive and superior social identity which may result in a form of 

discrimination referred to as intergroup bias (Tajfel 1974). Social Identity Theory 

examines common processes leading to intergroup discrimination, the BIAS map 

(Behaviours from Intergroup Affect and Stereotypes) (See Figure 2.1) (Cuddy et al. 

2007). 

Figure 2-1:  The BIAS Map: Behaviours from Intergroup Affect and Stereotypes 

  

Adopted from Cuddy et al. (2007) 

The BIAS Map outlines distinct emotions and behavioural tendencies expressed 

towards discriminated groups. The stereotype model also highlights that minority 

groups are more likely to experience overactive discrimination, resulting in active 

harm. This harm also include verbal abuse, bullying and harassing, as well as hate 

crimes (Cuddy et al. 2007). The theory of aversive racism extends social identity 

theory and the BIAS map by further recognising when discrimination will be produced 

or controlled. Examples disregarding someone’s presence, avoiding eye contact, 

excluding opportunities, supporting racism or groups/parties that adopt unequal 
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agendas. Additionally, one will hesitate to discriminate when right or wrong is clearly 

understood, however there is a higher chance of discrimination when one can justify 

their actions, or the behaviour is not clearly understood (Dovidio and Gaertner 2004).  

Discrimination on the basis of caste/ethnicity is illegal in Nepal but still flows as 

cultural capital from generation to generation (Saroha et al. 2008). For example, it can 

happen on a very personal level such as refusing to sit and eat next to Dalits. System 

justification theory compliments social identity perspectives by examining why 

discrimination is perpetuated and tolerated. System justification theory explains that 

the system based on the drive of the positive social identity perspective of feeling 

superior is a fair system. This leads to in-group bias and their low status can be deemed 

as deserving of punishment for their unworthiness (Jost and Burgess 2000).  

2.4 Discrimination based on caste 

There are many forms of discrimination such as race, sex, gender, ethnicity, age, or 

disability. However, discrimination based on one’s race or ethnic background is a 

common global issue and has been present throughout history and even continues 

today. There are similarities between racism and caste-based discrimination in that 

one group is behaving prejudicially towards another group who are perceived as 

inferior, such as fair skin being favourable over brown/black skin (Pol 2020). 

However, caste is different from race. Race refers to the division of people based on 

physical characteristics, whereas caste is a social division of people based on 

occupation (Reddy 2005). Similarly, ethnicity categorises a population based on their 

ancestry, history, language, cultural and nation.  

In the context of Nepal, the population is divided into three ethnic groups: Indo-

Nepalese, Tibeto-Nepalese and indigenous Nepalese. Indo-Nepalese are considered 

Indian migrants and occupy Tarai plains, river valleys and fertile lower hills. Tibeto-

Nepalese are migrants from Tibet and occupy the higher hills of Nepal. Further, the 

third group, indigenous Nepalese are a much smaller group that includes tribal and 
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indigenous communities of Nepal (Levine 1987). The caste system is a hereditary 

social construct of Hindu religion, endogamy and social hierarchy (see Section 1.4). 

Despite caste having no physical traits the system is practiced among the people of 

same ethnic origin, cultural background and nationality (CasteWatchUK 2017). Caste 

discrimination against Dalits have two major factors: untouchability and unequal 

treatment. Upper caste groups seek to defend their established status by denying Dalits 

development and Dalit rights (Saikia 2014). 

In a global context, policies against discrimination are more than six decades old, 

however have been hidden from the International Human Rights Agenda and been 

acknowledged since 1990s by the former UN Sub-Commission for promotion and 

protection of Human Rights (Waughray 2008). The caste system (see Section 1.4) 

creates a social division which labels Dalits as the lowest. This division reinforces 

social exclusion of Dalits. Social exclusion is a multidimensional phenomenon 

including, but not limited to, material deprivation and the inability to fully participate 

in social, cultural, economic, and political life and processes. Poverty, education and 

health are all important aspects of this dimension  (Thomas et al. 2000).  

Social exclusion and poverty have a symbiotic relationship in that they strengthen one 

another. Poverty significantly affect Dalits in comparison to other castes due to a social 

structure that still obstructs access to job opportunities in the name of caste separated 

jobs and purity. This therefore affects income inequality and the main caste pay gap 

(Das 2008). Social status is commensurate with financial power. It has been evident 

that caste-based occupation plays a significant role in the low mobility of the labour 

market in India. Dalits’ jobs are not respected nor paid equally which contributes to  

the high poverty rate they experience (Munshi and Rosenzweig 2006). Similarly, in 

Nepal, some Dalits still work as Haliya Pratha (bonded labour) or Khala Pratha 

(forced labour) and do not get any paid at all (Shrestha 2002). It is established that 

education provides a level of understanding that gives rise to opportunities such as 

employment and access to health (see Section 6.3.2). However, access of formal 
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education and interactions with other communities are minimised. For some Dalits 

(young men in particular), despite having received some level of education , they are 

unable to direct that education towards landing secure employment (Jeffrey et al. 

2004).  The harm in health comes not only from material deprivation, but social and 

psychological problems resulting from living in relative poverty and lack of education 

as well. In the case of Dalits, 60% of Dalit children in Nepal often suffer from chronic 

malnutrition (Devkota et al. 2017). Caste - on top of poverty and having less access to 

education - limits many opportunities in society for Dalits including health services, 

awareness and knowledge of healthcare and family care, or money towards receiving 

better health (Nepal National Dalit Social Welfare Organisation 2018).  

Caste discrimination is  a global issue affecting hundreds of millions of lives around 

the world (Shrestha 2002). Caste issues, specifically the social exclusion of Dalits, has 

been a sensitive topic of South Asia including India, Bangladesh, Sri Lanka and Nepal. 

Similarly, the Osu people of Nigeria, Buraku group of Japan, and certain groups in 

Mauritania and Senegal also experience caste-based discrimination (Human Rights 

Watch 2001). Despite being an international issue it is difficult to find caste issues 

treated alongside race, gender and age in global analyses, such as poverty and 

inequality (Mosse 2018). 

In the context of Asia, illusions of supremacy are mainly related to religion and the 

caste system. It has been evident that caste/untouchability – and the discrimination 

related to it - is hugely prevalent in countries like India and Nepal who have a Hindu 

majority (Jodhka and Shah 2010). This social inequality presented by a birth-based 

caste system still hinders millions of lower-caste peoples’ lives and has survived 

millennia, so is  therefore a challenge to eradicate. (Simon and Thorat 2020). Caste 

division divides society into two categories, the touchable and untouchables, both of 

whom are forced to reside in separate colonies (International Dalit Solidarity Network 

2009; Ninan 2012). The untouchability has declined on the surface level, at least in 
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public places. However, upper caste remains separated from lower caste residentially, 

occupationally and socially, and creates caste invisibility (Waughray 2008). 

In the context of India, millions of the population are grouped under marginalised 

communities including Dalits and Adivasis, who comprise 25% of the total 

population. These groups are exposed to extreme discrimination, contributing towards 

higher death rates in comparison to upper caste groups  - 61 of every 1000 died in the 

community compared to 19 of every 1000 for upper caste people in India (Sur 2020). 

Dalits are still subjected to ever more degrading and unhygienic work and live in 

constant fear of public humiliation and violence. Almost 90% of all poor populations 

and 95% of all illiterate populations in India are Dalits (Mayell 2003). According to a 

report of National Crime Statistics India, crimes against Dalits have increased by 

19.4% between 2014 to 2015. Even for minor signs of Dalit resistance, harsh 

consequences are imposed. For example in India, two small Dalit children were burnt 

to death due to a dispute with an upper-caste child, a Dalit was killed for having the 

ringtone of a social reform song, and a Dalit’s wrist was cut off for wearing a watch 

(International Dalit Solidarity Network 2016).   

In Nepal, much research on social exclusion, poverty and human development has 

evidenced the extent of social exclusion of certain groups from household welfare, 

economic access and political participation (Nepal South Asia Centre and United 

Nations Development Programme 1998; United Nations 2018). These research studies 

examined deeply rooted caste, ethnicity, and gender-based discrimination and adverse 

consequences on education, employment, health and household welfare. Furthermore, 

these studies identified caste/ethnicity as a significant factor in social exclusion (Nepal 

South Asia Centre and United Nations Development Programme 1998; Acharya and 

Subba 2008; United Nations 2018). Similarly, a Nepal Social Inclusion Survey (NSIS 

2012) highlighted caste and ethnicity as a major indicator of social exclusion (Gurung 

et al. 2014).  Recent incidents of caste discrimination indicates that caste-based 

discrimination is still present in Nepal. A 12-year-old Dalit girl was found hanging 
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from a tree after being raped by different caste man. Similarly five men were killed 

for attempting to marry a girl from another caste (Human Rights Watch 2020). 

Caste-based discrimination and associated poverty  may result in difficulties accessing 

healthcare, and poor health can lead to  economic failure, trapping individuals in a 

vicious cycle of poverty and poor health (Wagstaff 2001). Although studies around 

the caste system generally includes poverty and education, this research has focused 

on the health aspects of caste discrimination, the first of its kind in Nepal.  

2.5 Impacts of discrimination on health 

Discrimination limits individuals’ opportunities, affecting their wellbeing, choices and 

independence. Continuous exposure may result in individuals internalising the stigma 

and prejudice directed towards them which is expressed in the form of shame, fear, 

low self-esteem and  poor mental health (United Nations 2018). Discriminated groups 

and vulnerable people have limited access to health resources, poor health status and 

low life expectancy compared to non-discriminated groups (Scaria 2017). Therefore, 

despite unprecedent leaps in global wealth and technology, health equity gaps are still 

growing (World Health Organization 2018a). 

The World Health Organization (WHO, 1948) defined health as, ‘not only the absence 

of disease or infirmity but a state of complete physical, mental and social wellbeing’. 

However, in underdeveloped or marginalised communities, individuals’  wellbeing is 

relentlessly compromised (World Health Organization 1948). For example, a study in 

the United States (US) identified  several consequences of health discrimination 

including unbalanced prevalence of health lifestyle behaviours, socioeconomic status, 

education, reduced utilisation of resources and restricted access to health (Shavers et 

al. 2012). 

The determinants of health (Dahlgren and Whitehead 2021) are social and economic 

rather than exclusively medical. It is globally identified that the poor health outcomes 
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of lower caste people are due to their social exclusion and extreme social restrictions 

in accessing income, goods, services, and power (Jacob 2016).  Discrimination in 

terms of health in countries like India and Nepal is grounded in a system that denies 

certain communities access to health resources due to marginalisation, geographical 

remoteness, poor health literacy and negligence of service providers. Due to denial of 

health rights and the integration of better health, the health status of these communities 

is worsening (Jungari and Bomble 2013).   

Evidence suggests strong links between discrimination and health - including mental 

and physical health (Baru et al. 2010). For example, a meta- analysis (Paradies et al. 

2015) of 300 studies on racial discrimination and health identified discrimination as a 

significant predictor of an individual’s mental health. This included higher depression, 

anxiety, psychological stress and negative mental health outcomes such as low self-

esteem, wellbeing, life satisfaction and control (Paradies et al. 2015; Williams et al. 

2019). Another meta-analysis of 51 studies in Europe supported growing international 

evidence of an inverse association between better health across diverse ethnic 

populations, and discrimination, higher emotional distress and poor wellbeing  (de 

Freitas et al. 2018).  Research has also identified that discrimination relates to adverse 

physical health, such as higher rates of cardiovascular disease and severe obstruction 

coronary artery disease among black veterans (Ayotte et al. 2012). Furthermore, a 

review of ten longitudinal studies highlighted a consistent association between 

discrimination and higher body mass index, and commonness of obesity (Bernardo et 

al. 2017).  

Many incidents such as social exclusion, bullying, harassment and - in extreme cases 

– hate crimes have recorded evidence of caste discrimination that is affecting 

individuals’ wellbeing, health services and the additional responsibilities of health 

practitioners. Research in India has acknowledged that one of the most important 

aspects of social exclusion is caste. An example would be the recent case of a female 

doctor from India who committed suicide due to caste discrimination and harassment 
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in her workplace in 2019 (Pol 2020). Similarly, patients being hesitant or refusing to 

receive health services from Dalit doctors was reported in India (Kishore 2016). As 

the majority of the lower caste population in Nepal live in rural areas (Ashworth et al. 

2019; Sharma Gautam and Hearn 2019), accessing health services is more challenging 

due to travel distance, health expenses, or the need to earn a living each day such that 

there is no time to attend health services. Their unhygienic work makes them more 

prone to health issues. When Dalits do reach out for available healthcare they are often 

refused or provided limited services  (Dyson 2001).  

In the context of India, The National Family Health Survey -III (2005-06) described 

caste aspects in health status in the form of low contraceptive use (55% for schedule 

caste whereas 62% of non-schedule caste), limited access to maternal and child 

healthcare (vaccinated 31% of scheduled, compared to other caste coverage 40-54), 

low antenatal care, reduced institutional deliveries, and limited child immunisation 

among lower caste groups (Jacob 2016). Another study observed poorer self-reported 

health outcomes from women of lower caste in comparison to upper caste due to the 

inter-relation of caste and socio-economic position (Mohindra et al. 2006). Even 

children from lower caste families have negative health consequences due to caste 

discrimination. Examples of this include a higher malnutrition and child mortality rate 

(23.2%) compared of India’s overall rate of 18.4% (Jungari and Bomble 2013). 

Similarly, another study reported high prevalence of preventable disease and death 

related to gastroenteritis, malaria, tuberculosis, filariasis, measles, whooping cough, 

tetanus and other skin diseases in lower-caste groups (Balgir 2004). 

In Nepal, caste-related discrimination has been identified as a significant indicator of 

mental health issues. Nepal has been ranked as having the seventh highest global 

suicide rate in 2014 (World Health Organization 2014). Due to caste disparities and 

poverty, Dalit communities have considerably greater anxiety (Dalit 50.7%, high caste 

20.3%) and depression rates (Dalit 50%, high caste 28.4%) compared to upper caste 

people (Kohrt et al. 2009). In addition, research in Nepal on several communicable 
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disease such as Tuberculosis (TB) (World Health Organization 2010b), Human 

Immunodeficiency Virus (HIV)/ Acquired Immuno-Deficiency Syndrome (AIDS) 

(Joint United Nations Programme on HIV/AIDS 2005) and leprosy (Heijnders 2004) 

has demonstrated that these diseases are more prevalent in Dalits. Violence against 

Dalits is still increasing in numbers and is a major cause behind the health issues. A 

report stated more than two dozen Dalits have lost their lives for not following caste-

based norms since 2011, including many inter-caste marriages. Similarly, during the 

fiscal year ending in July 2020, 30 crimes related to caste based discrimination were 

registered with the police in Nepal (Maharjan 2021). Another report documented 

worse health accessibility and poorer health outcomes such as poor antenatal and 

maternal care, lower infant mortality, and higher malnutrition (Daniel et al. 2012) 

among lower caste population in Nepal (Ministry of Health & Population 2011).  

It is widely recognised that the connection between health and human rights in the 

form of caste equality is inextricable, and that such violations can have serious 

consequences for an individual’s health. However, many studies of discrimination 

have failed to examine the contribution that these social exclusions have towards 

disparities in health. This research has some aspects of the increasing empirical proof 

associating experiences of discrimination to health. 

2.6 Nepal’s Health System  

Nepal is continuously working towards developing a comprehensive health system. 

This is promoted through  a comprehensive framework of health plans, policies and 

strategies, including the National Health Policy (1991), the Ninth Five Year Health 

Plan (1997-2002), the Second Long-Term Health Plan (1997-2017), the strategic 

analysis to operationalise the second long-term health plan, the Medium-Term 

Expenditure Framework, Nepal Health Sector Programme - Implementation Plan 

2003-2007, The Tenth Plan (Poverty Reduction Strategy Plan) 2002-2007, Health 

Sector Strategy- An Agenda for Reform 2004 and recent three-year health plan (World 

Health Organization 2007). Further, the National Health Policy 2017, has stated that 
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its goal is to provide equitable and accountable health services along with increased 

access for every individual to quality health-related services. This serves to ensure 

health becomes a fundamental human right to every citizen, regardless of any special 

characteristics. However, there remains no explicitly defined policy nor plan for the  

implementation of policies to improve the health status and access of Dalit 

communities (Ministry of Health and Population 2019). Despite equal access for every 

citizen, the health system of Nepal suffers ominous challenges in maintaining a quality 

health system due to poverty, illiteracy, weak infrastructure, unequal distribution of 

healthcare services, inadequate provisions of essential medical resources and 

medicines, health insurance policies, insufficient budget allocation for health, poorly 

regulated private health providers, a shortage of health professionals, poor retention 

of human resources in rural areas and geographical barriers (Mishra et al. 2015). The 

WHO recommended the availability of health workers - that includes physicians, 

nurses and midwives - should average 45 per 10,000 of the population. However, 

Nepal currently has only 34 health workers per 100,000 of the population, significantly 

lower than recommended ratio (World Health Organization 2018b). Nepal was already 

facing a shortage of medical staff prior to the COVID-19 pandemic. The onset of 

COVID-19 was further strain on a system already suffering from the shortage of health 

professionals and resources (alongside poor health status) (Neupane et al. 2021). 

In 2007, Nepal’s interim constitution addressed, for the first time, health as a 

fundamental right and stressed the public’s right to access basic healthcare for free. 

However, the reality was far from ideal. Therefore, to ensure health rights were easily 

accessible, the Social Health Development Committee was formed in 2015. It 

introduced health insurance under the Social Health Security (SHS) scheme. The 

scheme planned to increase utilisation, access, and quality of the health system 

(Mishra et al. 2015).  

Nepal has a mixed-healthcare system delivery, which includes public sector, private 

sector and non-governmental organisations (NGOs). The healthcare system is 
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managed by the MoHP (Ministry of Health & Population 2011). According to the new 

constitution of the Federal Democratic Republic of Nepal (2015), the  health system 

is divided into three main organisational structures (see Figure 2.2): Federal level, 

Provincial Level and Local Level (Adhikari 2021). 

 

Adopted from Adhikari (2021) 

A report published by the MoHP, (2019) has as its objective: providing equal access 

to health by establishing a network called ‘Universal health coverage’ with a motto 

called “Access of health to every individual”, (Ministry of Health and Population 

2019). However, it seems as if the report has not achieved its objective. Further 

analysis of the NDHS 2011 data revealed strong caste differences in health status, with 

Dalit, Adivasi, Chepang, and Janajati women using less critical healthcare services in 

comparison to other nationals. This is suggestive of significant intragroup disparities 

that must be taken into account (Deshpandey 2013). To ensure the best attainable 

Figure 2-2: Health system: Federal level, Provincial Level and Local Level 
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healthcare, factors affecting health must be reviewed, such as access to health and 

resources, availability of health professionals, health insurance, involving the private 

sector, and review budget planning.  

2.7 Sustainable Development Goals (SDGs) 

Nepal is continually developing its health system to meet the growing needs of its 

citizens as well as fulfilling international demands such as Sustainable Development 

Goals (SDGs). The Millennium Developments Goals (MDGs) were replaced by 17 

SDGs, as they go beyond MDGs. The SDGs are part of a global agreement agreed by 

world leaders at the United Nations (UN) in 2015: The 2030 agenda for Sustainable 

Development (United Nations 2015). It was established to eliminate poverty, 

inequality and injustice, and to leave no one behind. The SDGs are globally applicable 

with signatories and are expected to deliver (Government Digital Service 2021).  

The SDGs promote equality, elimination of discrimination, and socio-economic 

inclusion  of everyone irrespective of their race, ethnicity, sex, age, religion, origin, or 

economic status (United Nations 2015), but there is no specific mention of caste Dalits. 

Figure 2-3: Sustainable Development Goals 2030 
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Adopted from United Nations (2015) 

The UN 2030 Agenda for SDGs has 17 goals (see Figure 2.3) that set clear targets for 

gender equity, education, health, decent work and inclusive growth, among others.  

Goal 1, End poverty in all its forms everywhere 

Goal 3, Ensure healthy lives and promote well-being for all at all ages 

Goal 4, Ensure inclusive and equitable quality education and promote lifelong 

learning opportunities for all 

Goal 5, Achieve gender equality and empower all women and girls 

Goal 10, Reduce inequality within and among countries 

Above are the goals that explicitly influence the experience of caste-based 

discrimination for Dalits. Therefore, certain SDG goals will not be possible to achieve, 

especially ‘goal 10, reduced inequality’, without dealing with caste-based 

discrimination first. 

2.8 Government plans and policies to address Dalit’s issue  

Caste-based discrimination is mostly experienced by Dalits in Nepal and India due to 

the practice of untouchability as a result of societal prejudices leading to, violence, 

abuse, ostracism of inter caste marriage, physical exploitation, slavery, lower paid 

jobs, lower literacy, lower life expectancy and limited participation in politics. 

Governments have prioritised this issue in their policies and strategies, however one 

of the reasons behind this continued inequality is the frequent failure of effective 

implementation of government policies to defend lower caste groups (Human Rights 

Watch 2001). For example, the government of Nepal passed the Muluki Ain (the civil 

code) in 1854 that suggests marriage between upper and lower caste is a crime. 

However, over the years, many amendments were made and today Offence and 

Punishment Act, 2011, Section 2 (f) has a provision of the right to marry from any 

caste. And to promote inter caste marriage NRs. 100,000 (around £690 (UK)) is 
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provided as an incentive (Poudel 2018). Similarly, policies related to reservation were 

introduced formally in 2007 to promote inclusion of women and marginalised 

members in employment and education. Furthermore, the concept of incentives 

encourages lower caste people to pursue education and inter caste marriage. However, 

these policies and concepts are not free from controversy and are believed to be 

affecting the merit-based system as well as preserving the discrimination and 

promoting casteism as the government itself appears to be labelling people based on 

their status/caste (Deshpandey 2013).   

While Dalit oppression has been grounded in Nepalese culture for centuries. The 

Nepal government is working towards strong legal protection against Dalit 

discrimination from different dimensions including poverty, education, and health  

(Human Rights Watch 2004). Nepal plans to increase Universal Health Coverage 

(UHC) by improving its Health policy to improve access quality healthcare and free 

basic health services. The Nepal Health Sector Strategy (NHSS) 2015-2020, 2016-21 

stands on four strategic principles: equitable access, improved quality, health system 

reform and a multi-sectoral approach; it carries the philosophy of constitutional 

provision to ensure universal access to basic health services (Governement of Nepal 

Ministry Of Health 2017). 

After becoming a federal government, for the first time in the history of Nepal the new 

constitution introduced federal structure in 2015. The new constitution guaranteed 

health as a ‘fundamental right’, as stated in Article 35: 

 1) every citizen shall have right to get basic healthcare free of cost 

from the state; 2) no one will be restricted from emergency healthcare; 

3) everyone shall have right to get information about his/her 

healthcare; 4) every citizen shall have equal access to healthcare; 5) 

every citizen shall have right to access to pure drinking water and 

sanitation (Constituent Assembly Secretariat 2015). 
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The Federal Government system has been restructured into 753 local governments to 

provide equal healthcare services to the citizens so that they have easy access to health 

services and can enjoy their wellbeing rights. The whole health system had to undergo 

this major change; many challenges were faced while implementing federal policies 

as roles and responsibilities were not clearly delegated or communicated between 

governments to ensure smooth transactions. This has resulted in rural areas where the 

majority of Dalits remain neglected and suffer more due to unequal provision of 

services (including health) due to geographical location (Vaidya et al. 2019).  

Over the years Nepal has made remarkable progress in health including improved 

maternal health (skilled birth rate 1% in 1990 and 55.6% in 2014, increased use of 

contraception 24% in 1990 and 49.6% in 2014 ), a reduction in infant mortality rate 

(108 per 1,000 in 1990 and 33 in 2014), reducing under five (162 per 1,000 in 1990 

and 38 in 2014),  increasing immunisation against measles (92.6% in 2015), as well 

as improved combat against HIV/AIDS, malaria and other diseases (UNDP Nepal 

2021). It has also succeeded in controlling tuberculosis, HIV, and malaria,  whilst 

eliminating polio, maternal and neonatal leprosy, and tetanus (Thapa et al. 2019). The 

National Health Policy 2019 established efficient and equitable provisions of basic 

health services, including promotive and preventive care regarding maternal, 

reproductive, nutrition and child health (Ministry of Health and Population 2019). The 

Nepal Demographic and Health Survey (NDHS) 2016 also reported that health 

improvement is unequal with regards to province and wealth quintiles (Ministry of 

Health and Population 2019). Despite significant changes, there is still a gap in the 

health sector and need for continuous improvement to achieve the UHC and target of 

SDGs. 

2.8.1 Challenges, opportunities, and way forward 

Federalism has been an important aspect in developing health services, but also poses 

several challenges. Implementation of federalism has raised the key concern of 

prioritising needs when it comes to infrastructure planning, industries, employment, 
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and agriculture, over social sectors including health. Another issue has been the lack 

of delegation of authorities and responsibilities between 753 layers of local 

governments (Thapa et al. 2019). Research has identified that these kinds of challenges 

can be controlled by strong federal legislation (Schwefel 2011).  It is clear that similar 

measures are needed in Nepal. Thus, the opportunity to produce strategies and policies 

provided in the National Health Policy 2019 to provincial and local governments 

(depending on their needs) may help to overcome these challenges. 

There is no doubt that a country’s government plays an important role in developing 

citizens and their health status. Therefore, the Nepalese government must uphold its 

constitutional framework and obligations to fight discrimination against Dalits and 

end the practice of untouchability (Human Rights Watch 2001). However, another 

major challenge is human resources management and boosting capacity at a local level 

to ensure that the smooth delivery of health services through the federalised layer to 

the local level is possible. This requires increased human resources based on increased 

population and burden of disease, the training and retention of skilled workers, and 

maintaining stock to deliver basic health services (World Health Organization 2018a). 

Despite challenges, the change to federalism holds opportunities for the respective 

authorities. It also provides fertile ground, evidence-based planning, efficient 

legislation, and effective budgeting. The provincial and local government can 

prioritise and plan for community centred approaches and strategic planning. This may 

include concepts on restructuring and support on implementing policies for the smooth 

delivery of health services. Similarly, the government may focus on an effective 

transition plan that includes monitoring, evaluating, and managing health plans until 

they are fully in place  

2.9 Chapter Summary 

The literature review chapter critically reviews literature around social discrimination, 

caste aspects of discrimination, health impacts due to discrimination and issues not 
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identified in the previous systematic review included in Chapter 4. It describes 

theoretical aspects of discrimination in global phenomena including Nepal and India. 

Discrimination acts as an obstacle to accessing healthcare and has a major impact on 

Dalit life. This chapter details the plans and policies of the Government of Nepal in 

relation to caste-based health inequality, and a possible way forward. It also identifies 

several gaps in the health system and Dalit health, thus helping to develop rationale 

for this research. 
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Chapter 3 Rationale, aim and objectives  

3.1 Overview 

The literature review (see Chapter 2) and published systematic review (see Chapter 4) 

evidence a gap in health access and quality of health across ethnic, racial and socio-

economic groups and stresses the need for more rigorous research that explores caste 

aspects of health inequality. As such, this chapter outlines the rationale of the study 

followed by its research aim, objectives and research questions.      

3.2 Rationale of the study 

Discrimination has a fundamental impact on the human rights of individuals (Block 

1992). A number of studies have been conducted related to diversity and 

discrimination in different fields, including - but not limited to - textile and clothing, 

finance and insurance, manufacturing and education. the healthcare sector seems to 

have been overlooked in terms of exploring discrimination (Özcan et al. 2011). There 

is some research in health aspects, however, it mostly focuses on identifying clinical 

issues and diseases. This research study aims to study caste-based healthcare 

inequality to identify the key gaps in Dalit healthcare. 

None of the previous large studies in Nepal such as the Nepal Demographic and Health 

Survey (NDHS, 2016), Nepal Living Standard Survey (NLSS, 2011) and the Nepal 

Multiple Indicator Cluster Survey (NMICS, 2019) have explored underlying reasons 

for health discrimination and health uptake of people from Dalit communities (Gurung 

et al. 2020). Similarly, emerging findings have highlighted huge differences in the 

social, economic and health status of most deprived groups such as Dalits and Adivasis 

(indigenous people) in comparison to other caste groups of society. However, this 

research is focused on correlations between group identity, material deprivation, and 

poverty of these people, and their development deficit (De Haan 1997; Shah et al. 

2006). 
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3.3 Aim and objectives of the study  

The aim of this research is to investigate caste-based healthcare inequality in Dalit 

communities in Makwanpur, Nepal. Specific objectives are to: 

• explore health discrimination in Dalit communities of Nepal. 

• understand challenges that Dalit minorities face accessing health services. 

• analyse the perception of health workers towards Dalit minorities. 

• assess the range of health services provided in Dalit communities.   

The study also intends to undertake a systematic review to bridge the gap between 

caste inequality and health as, despite many papers on caste, no systematic review has 

been carried out exploring caste inequality in health. 

3.4 Research questions  

This study addresses four research questions in order to achieve its objectives: 

• What are the underlying reasons behind health discrimination in the Dalit 

community of Nepal?  

• What challenges/experiences do Dalit minorities face while utilizing health 

services? 

• How do health workers approach service users from Dalit communities? 

• What are the available existing health services? 

3.5 Chapter Summary 

This chapter presents that discrimination and health are interrelated. However, caste 

aspects of discrimination and health is yet to be explored. This chapter highlights that 

gap and intends to fulfil it. Further, this chapter presents the research aim, objectives, 

and research questions. 
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Chapter 4 Systematic review 

This chapter presents the systematic review paper titled ‘Caste exclusion and health 

discrimination in South Asia’. The paper was published in Asia Pacific Journal of 

Public Health on 24th May 2021. For the purpose of this systematic review, the 

researcher searched the following health-related databases: CINAHL, Medline, 

SocINDEX, PubMed, Nepjol, JSTOR, ASSIA and EBSCO Discovery Service (EDS). 

The PEO (Population, Exposure and Outcomes) framework  (Bettany-Saltikov 2012) 

was adopted to identify search terms (Table 4.1). 

Table 4-1: PEO Framework 

 

 

 

P Population Dalits, Untouchables, Low Caste, Outcaste, Minority Group, 

Socially Excluded Group, Discriminated group 

E Exposure Discrimination, Inequality, Inequity, Racism, Barrier, Violence, 

Judged, Prejudice 

O Outcomes Service uptake, Motivation, Hospital uses, Health Standard, 

Health promotion, Health Equity, Equality, Health access, Health 

utilisation 
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Chapter 5 Methodology & Methods 

5.1 Overview 

This chapter focuses on the methodology and methods used for the primary research 

in this PhD. It explains the rationale for using a concurrent mixed-methods approach 

and details the different data collection approaches applied in this study. The study 

area, population, recruitment, sample size, data collection tools, quality assurance, 

ethical considerations, and research challenges for this study are also discussed. 

5.2 Mixed methods: A theoretical perspective 

Research methodology is the procedure which researchers follow to explain, report 

and predict phenomena of their study (Rajasekar et al. 2013). Different research 

philosophies see the world differently - from different paradigms - hence different 

underlying philosophies address and ask different research questions and suggest 

different processes to answering these questions. Different research paradigms are 

based on different underlying assumptions of ‘what is reality’ (ontology) and ‘what is 

knowledge’ (epistemology) (McMillan 2015). These paradigms examine different 

hypotheses and assumptions based on the aim and purpose of research (Almeida 

2018). These debates are generally focused on whether to apply a qualitative or 

quantitative research approach. Qualitative research is linked with interpretative 

approaches, whereas quantitative research method are linked with positivism 

(O'Cathain and Thomas 2006).  

The quantitative research method is founded upon a positivist paradigm that is based 

on the belief that social reality is quantifiable and tangible. It is known as a method to 

find truth and understand society such that it can be predicted and controlled (Varpio 

et al. 2015). This paradigm is based on rationale, objectives, and a scientific hypothesis 

that views nature as a controlled and intricate phenomenon that is easy to understand, 

by breaking it down to quantifiable data (Tashakkori and Teddlie 2010). The 
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quantitative approach has been revised to post-positivism which does not reject the 

elementary view of observation and measurement but allows for the addressing of  

various criticisms of the quantitative research method, for example when considering 

social reality (Teddlie and Tashakkori 2003).  

Quantitative research is based on a deductive model designed to test a hypothetical 

relation and to establish whether the hypothetical relations hold or not (Aaker et al. 

2008) by collecting quantifiable data which are subsequently analysed using statistical 

techniques (Creswell and Clark 2017). In general, this research method allows 

researchers to scientifically seek numerical answers to research questions in an 

objective way and quantify these by carrying out statistical analysis (Rosner 2015). 

However, this method has limitations; it is objective and therefore may not be 

appropriate for subjective research or data where statistical experiments are not 

essential for detailed analysis of the phenomena (Beedles 2002). Additionally, this 

approach may not be suitable to compose an expression of historiographical changes 

(Morgan and Smircich 1980).  

Conversely, qualitative research methods are concerned with the understanding, 

interpretation, and experience of the social world, which cannot be quantified. Reality 

is perceived through socially constructed and subjective understanding, which varies 

from person to person (Gill and Griffin 2009). In general, qualitative research aims to 

explore complex issues that may not always be readily expressed in numbers. This 

approach is very subjective in collecting an answer to the research question (Beedles 

2002). The qualitative research method emphasises real situations and is important in 

addressing the ‘how’ and ‘why’ questions. Due to these benefits, the qualitative 

approach  is popular in academic and clinical settings. (Mays and Pope 2020).  

In a qualitative research approach, interrogating and inquiring reveals the 

understanding of phenomena (Hodges et al. 2008). This requires considering in 

advance both ‘what is required’ and ‘what is affecting research’ during each step of 

the project (Haddara and Lingard 2013). However, qualitative methods are not free 
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from limitations. For example, this method can lack a formal approach to quantify data 

and struggles to create possible explanations of theory and hypothetical speciation, 

therefore generalising outcomes is almost impossible (Affleck et al. 2013).  

As a reaction to the separate quantitative and qualitative approaches, the pragmatic 

paradigm suggests realities can be single or multiple and are open to pragmatic 

investigation rather than involving the argumentative hypothetical perceptions of truth 

and reality (Creswell and Clark 2017). Despite many researchers’ preference for one 

approach over another (often based on their individual philosophy), many may prefer 

to follow the pragmatic paradigm to research, combining both methods in the same 

research project, depending on the research question (Lodico et al. 2010). The 

pragmatic paradigm is the best fit for a mixed-methods design, merging both 

qualitative and quantitative perspectives within different stages of research such as 

data collection and analysis, data triangulation and conclusion (Tashakkori and 

Creswell 2007).  

While most researchers follow some conventional methodology, combining both 

qualitative and quantitative methods and approaches in one research project is deemed 

compatible and widely accepted (Johnson et al. 2007). For several decades, 

researchers have been using mixed methods, for example they are very popular in the 

field of education and health. Mixed methods combines both quantitative and 

qualitative data inclusion and analysis in a single research study (Teddlie and 

Tashakkori 2003). Researchers emphasise that the key to effectiveness of mixed 

methods is to combine both methods to a point where the merge is not limited to 

advance or extend theories and test their application but to achieve data triangulation 

which produces greater understanding than a single method alone. Additionally, it 

overcomes or negates the limitations of an individual data collection method (Creswell 

and Clark 2017).  

Mixed-method research is portrayed as a third paradigm that helps close the gap 

between qualitative and quantitative research, allowing practicing researchers to learn 
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methodologies and develop techniques that are more useful in real life (Onwuegbuzie 

and Leech 2005). Mixed-methods research has become a dominant methodology  by 

creating a bridge between qualitative and quantitative research (Palinkas et al. 2011).  

A mixed-methods design allows researchers to validate one set of data to another one, 

providing a platform to compare data or to answer various types of question (Creswell 

and Clark 2017). Additionally, this design is particularly useful when there is time 

limit. However, the outcome is received via the separate execution of each data, thus 

may offer less flexibility and level of understanding (Koskey and Stewart 2014). This 

approach is often described as a collaborative method as it combines two different 

methods such that synergistic evaluation of research is possible - one method allows 

the other to be more efficient and together both methods would deliver complete 

understanding of the phenomena (Greene and Caracelli 1997). However, the main 

issue in the use of mixed methods is a key to achieve maximum benefit to its capacity 

in order to enhance research credibility.  

This PhD research adopts a concurrent triangulation design (Driscoll et al. 2007) 

(Figure 5.1) where qualitative and quantitative approaches are used concurrently, 

either throughout or at some step of the research process. This process aims to 

triangulate both sets of data to complete or validate results, answering the same 

research question (Rauscher and Greenfield 2009).  
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Adapted from Driscoll et al. (2007) 

Qualitative data were thematically analysed, and themes and meaningful quotes were 

identified with the help of qualitative data organisation software NVivo 12 (QSR 

International). Similarly, quantitative data from the survey with healthcare 

professionals was presented and interpreted in numerical form through running 

statistical analysis using Statistical Package for the Social Sciences (SPSS ver. 26). 

Later both qualitative and quantitative findings were combined, compared, and 

interpreted in the Discussion (see Chapter 8).   

Figure 5-1: Concurrent triangulation 
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5.3 Rationale for using mixed methods 

Mixed methods give a voice to research participants and ensures that research results 

are constructed from the experience of participants. A practical strategy behind the use 

of mixed-methods research is that it allows concurrent triangulation of data, where 

both qualitative and quantitative data are collected and used to more precisely describe 

relationships between interesting response variables  (Wisdom and Creswell 2013). 

Research questions cannot always be addressed by just one approach, be it qualitative 

or quantitative, therefore can mixed methods help to tackle intricate interdisciplinary 

problems (Tobi and Kampen 2018). Methodology provides a guideline to focus on 

research and identify the research approach which is helpful in developing research 

methods to address particular research questions (Crotty 1998). It is the research 

questions that help determine what research method should be chosen among 

qualitative and quantitative methods (Silverman 2006). The qualitative study 

framework seeks to understand the certain behaviours, and shared views/expectations 

of each individual in a population. This will enable an exploration of possible 

discrimination against Dalits, and help researchers understand the perception of health 

workers towards Dalits as well as the challenges in assessing health services. A 

quantitative study, on the other hand, aims to evaluate and measure the behaviour of 

individuals of certain groups, allowing an assessment of the range of health services 

in Dalit communities. 

The rationale of adopting a mixed-method approach in this Ph.D. research was to 

investigate caste-based discrimination in the healthcare sector, particularly focusing 

those at the bottom of the caste hierarchy, the so-called Dalit communities. The 

proposed topic is related to caste based inequality which is a very complex issue in the 

context of Nepal, as it is a sensitive, highly politicised phenomenon (Thapa et al. 2018) 

and criticizing the system may also raise religious or cultural sensitivities (Ninan 

2012). Therefore, different methods are required to best understand these 

complexities.  
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A qualitative approach is characterized by its aims, which helps to understand lifestyle, 

status, and experiences of Dalit communities - all of which is not possible to express 

in numerical data. A quantitative approach explores the underlying reason of health 

discrimination in Dalit communities. The reason for mixed methods is to provide a 

better understanding of research issues than can be achieved by either qualitative or 

quantitative approaches alone.  Indeed, some have stated that using mixed-methods 

research is the preferred approach in implementation research (Palinkas et al. 2011). 

Adopting both methods in this research enables the gathering of insights into the 

problem from various perspectives, thus allowing for a broader understanding of 

complex health issues (MacKenzie Bryers et al. 2014). Additionally, the triangulation 

of data allows researcher to derive convergence and corroboration outcome of research 

using a separate research approach (Greene et al. 1989). Further, this research adopts 

ideas of pragmatism as outlined in Section 5, and the researcher uses all suitable 

methods that help to investigate the particular research problem. Indeed, the emphasis 

is on the research question and its significance which should always drive the selection 

of research methods.  

5.4 Mixed methods in this PhD research 

This mixed-methods study investigates caste-based discrimination in the healthcare 

sector, focusing on Dalit communities in Makwanpur district.  Table 5.1 shows the 

research questions corresponding to the research objectives and the methods and data 

collection approach used to answer each of the research questions.  For the purpose of 

this Ph.D. research, qualitative and quantitative data were collected simultaneously 

and concurrently. Four different data collection tools as stated in Table 5-1 were used 

in this thesis. 
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Table 5-1: Research questions, objectives, and methods 

 

The study was conducted in Makwanpur District, one of the 77 districts in Nepal, 

which is part of the Bagmati province. According to the 2021 Census, the total 

population of this district is 4.2 million and 3% of the population are identified as 

Dalits (Office for National Statistics 2021b). The district covers an area of 2,426 km2 

about 55 miles (driving distance) east from Kathmandu, a capital city of Nepal.  

This research comprises data from Makwanpurgadhi rural municipality, Manahari 

rural municipality and Hetauda sub-metropolitan city in Makwanpur district. Selecting 

different areas have allowed for a broader sample area as well as the capture of diverse 

participants. The rationale for selecting this study area is that the PhD researcher is 

familiar with the area and is familiar with the locals. Similarly, existing networks in 

the study areas were very helpful in identifying relevant key stakeholders and 

coordinating with them for research purposes. 

Questions 
Objectives   

Data Collection tools/ 

Methods 

What are the underlying 

reasons of health 

discrimination in Dalit 

community of Nepal? 

To explore health 

discrimination in Dalit 

communities of Nepal 

Focus Group 

Discussion 

(Qualitative) 

Self-Administered 

Questionnaires 

(Quantitative)  

What challenges/experiences 

do Dalit minorities face while 

utilizing health services? 

To understand challenges 

that Dalit minorities face 

accessing health services. 

Focus Group 

Discussion 

(Qualitative) 

 

How do health workers 

approach service users from 

Dalit communities? 

To analyse the perception of 

health workers towards 

Dalit minorities. 

Exit Interview 

(recently used health 

services and was not 

part of FGD) 

(Qualitative) 

What are the available 

existing health services? 

To assess the range of 

health services provided in 

Dalit communities.   

Key Informant 

Interviews 

(Qualitative) 
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5.4.1 Focus group discussions (FGDs) 

A focus group discussion is an informal meeting of a group of people, arranged by the 

researcher. Generally six to twelve people are involved in focus group to discuss a 

particular research topic, therefore the quality of interaction is highly influenced by 

the size (see Page 67) of the group (Krueger 2014). Health conditions are influenced 

by the social environment and created within a social context (Carter and Henderson 

2005) therefore FGDs are suitable for assessing experiences of public persons and 

understanding illness (Kitzinger 1993). Focus group discussions have now become a 

popular  data collection method in health research (Rabiee 2004). It is a nondirective 

discussion which allows participants to explore research topics and interact within a 

group. However, the facilitator controls the topic of discussion to ensure research 

remains on topic (Wong 2008). Focus group discussions have been identified as a 

better way to understand and individual’s feelings and their thoughts on products and 

services as well as subjective issues. This approach  is suitable for research that deals 

with sensitive issues (van Teijlingen and Pitchforth 2006b) and there is no doubt that 

caste issues in Nepal are complex and sensitive (Thapa et al. 2018). It is also believed 

that data collected from focus groups are rich and often three to four groups are 

acceptable to meet data saturation (Krueger 2014). This kind of discussion is expected 

to be more detailed and comprehensive compared to the outcome of a one to one 

interview (David and Sutton 2004).  

In this study a total of six (male= 3, female= 3) focus group discussions with a total of 

41 Dalit participants (male = 20, female= 21) were carried out separately. Participants 

who were Dalits, lived in the area and were aged between 18 to 65 years were eligible 

for participation. The groups were arranged in circle in a comfortable setting, as 

relaxed and comfortable environments result in more successful focus groups  (Van 

Teijlingen and Pitchforth 2006a). Groups were separated into males and females in 

each area as individuals often feel more comfortable and open discussing critical 

issues with someone of  the same gender (Krueger 2014). Similarly, research identified 

that the gender of the interviewer influences the responses especially on sensitive 
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topics – females interviewers appeared to gather better responses as compared to male 

ones (Axinn 1991). Furthermore, Hindu society is very patriarchal and women’s status 

is traditionally lower than men by almost every measure (Saroha et al. 2008). It follows 

that mixing groups may have inhibited participants from sharing their experiences. 

The rationale of categorising groups was to observe for any underlying gender aspects 

of double discrimination (see Section 1.4.1), to provide participants with a comfortable 

environment, and an opportunity to speak freely about their experiences and 

challenges. 

In FGDs it is important to ensure enough targeted participants are recruited to capture 

rich and diverse views and boost the strength of research (Keith 2001). Recruiting and 

sampling begins with identifying, targeting and enlisting study participants and 

developing their interest in the research study (Rabiee 2004). Recruiting pre-existing 

groups are used based on the nature of discussion and group participation that fits 

research aims and provides answers to research questions. It also enables the capture 

of participants’ own internal pre-existing dynamics (Barbour 2010). Pre-existing 

groups for focus groups are organised based on sampling criteria such as age, gender 

and caste groups. However, research also included some homogeneity, relatively do 

not know each other, while forming focus groups as to reduce power or status as well 

as to avoid discussion being overshadowed by one group member (Krueger 2014). For 

each focus groups a minimum of six to a maximum of eight participants were 

recruited. Characteristics of participants are explained in Section 6.2.1 (particularly 

Table 6.1). Recruiting less participants risks the discussion being led by one and 

having more participants can result in the FGD being crowded and risking individuals 

not having the opportunity to express their thoughts (Saunders et al. 2018). Small size 

focus group participants are easy to recruit and host, as well as it being more 

comfortable for participants. Even though less participants may generate less 

information, having smaller groups allows direct interactions and more time for 

participants that will help to capture in-depth opinions of each participant, including 

their reactions. It also saves time and results in more engaged participants. Large 



 

 

69 

 

 

groups, on the other hand, are hard to control; the process is time consuming and 

restricts opportunities for participants to share their views and experiences (Krueger 

2014).  

It was challenging to recruit for FGDs as individuals were very busy in their day-to-

day lives (men driving for work and women doing household chores). Therefore, with 

the help of an existing relationship with stakeholders, a health volunteer from each 

area was identified to visit the research area, targeted based on selection criteria and 

approached random participants. Having a familiar face (a health volunteer) with the 

researcher helped participants to understand about the research and participate in the 

study.  

For the FGDs participants were selected through a purposive sampling method which 

allows for an easy and active recruitment of participants and interest participant to 

contribute in research in accordance to power the need of the research (Bowling 2002). 

Before recruitment, all participants were provided with a participant agreement form 

(see Appendix 1) to read, understand and consent to participate in the study by 

signaturing or using the ‘X’ sign for those who were not able to sign. For illiterate 

participants, the agreement sheet was read aloud, and their verbal consent was sought. 

This form listed all actions and activities that would be performed throughout. Further, 

participants are handed a participant information sheet (see Appendix 2). Both forms 

were developed in Nepali and the opportunity to ask any questions was given. For 

ethical considerations see Data Analysis chapter (see Section 5.11). A prepared 

discussion guide in question form was used (see Appendix 3), to help researcher to 

reflect and conclude the quality and suitability of data collected through discussions. 

Questioning route promotes an interactive discussion and is also helpful in achieving 

data saturation and ending data collection as well as receiving comparable results 

(Hennink 2014). The discussions were started by the researcher who also acted as the 

facilitator, by going through the participant information sheet which included the 

research aim, objectives, contribution from participants, and taking informed consent. 
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Discussions were audio recorded with the permission of participants and the 

discussions lasted between 1 to 1.5 hours. It is recommended to  use the language 

spoken by participants for the purpose of research, to understand participant’s 

experience and perceptions (Twinn 2008). Therefore, all discussions and interviews 

were conducted in Nepali, the local language, by the student researcher who is a native 

speaker.  

The purpose of these FGDs was to collect information that enabled the researcher to 

explore Dalit’s overall life experience, their position in society, challenges they face 

while utilising healthcare service and its impact in their health whilst allowing 

participants to freely discuss their thoughts and experiences. Due to some 

circumstances, such as depending on daily wage for survival, most Dalit men were 

drivers, which meant they left very early in the morning for work and returned late at 

night. Upon return, the majority of them are drunk, which is regarded as normal within 

Dalit communities. Dalit women take full responsibility in running the household, 

including child rearing. This made it difficult to arrange time for FGDs. Therefore, 

women were encouraged to bring their children. As noted previously, the majority of 

Dalits depends upon daily wage for food, and it was recognised that attending FGDs 

may result in them not having enough money to feed their family for the day. 

Providing compensation motivates participants to participate in research (Krueger 

2014). Therefore, non-monetary compensation (food and drink) was arranged to 

encourage people to participate. 

5.4.2 Interviews 

Interviews are a commonly used data collection approach to understand social 

phenomena as they  focus on experience, knowledge, feeling, behaviour and beliefs of 

the  individual (Britten 1995); it is a powerful yet flexible research tool that can expose 

many new areas of  research (Aaker et al. 2008). Interviews are interactive with 

participants, allowing them to raise further concerns even after the interview, therefore 

discovering highly valuable findings. However, it is not free from limitations as 
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interviewer bias can affect the outcome (van Teijlingen and Forrest 2004). Such bias 

can be reduced by explaining research objectives including its social values, 

legitimacy and the importance of accurate and complete information to participants 

before the interview (Gregson et al. 2002). A semi-structured interview method was 

adopted and an interview guide with a list of questions was prepared in advance based 

on literature as well as consultation with an expert in the field. However, openness to 

both the interviewer and interviewees were in place to ensure further clarification and 

gather valuable information (Cohen and Crabtree 2006). Interview questions were 

initially developed in English and later translated into Nepali by the PhD researcher. 

All interviews were audio-recorded with the permission of the participants. Two sets 

of in-depth interviews were conducted, one was key informant interviews, and another 

was exit interviews. Exit interviews were conducted with service users who had used 

healthcare services in the past six months.  

A total of six key informant interviews were conducted with relevant stakeholders 

(representative of Dalit organisations, women’s group, public health officer and 

service providers) whether Dalits or non-Dalits. The key informant interviews 

explored risk and challenges in healthcare and policies related to it by exploring health 

accessibility, range, conditions of local health services and health policies. Whereas 

exit interviews sought the health users’ experiences, health workerss approaches and 

their behaviour towards service users. 

Key informant participants were identified through existing network with stakeholders 

in the study areas. Informal meetings with them were organised to brief the purpose 

of this study and to help recruit other key stakeholders. Characteristics of interview 

participants are presented in the Quantitative findings chapter (see Table 6.2). 

Interview participants were handed information sheets (see Appendix 4) and informed 

about research objectives, their contributions, voluntary participation, and their 

freedom to walk away during any state of the interview. Interviews started by taking 

informed consent followed by a semi-structured question guide (see Appendix 5).  
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A total of six exit interviews (Dalits=3, non-Dalits=3) were planned initially. 

However, due to a Dengue epidemic in the area only five interviews (Dalits= 2, non-

Dalits=3) were conducted. Exit interviews consisted of both Dalits and non-Dalits 

participants who have recently used health services. None of these participants were 

FGD participants. Participants for the exit interview who met inclusion criteria were 

randomly selected by accessing admissions record book of hospital. Telephone 

contacts were collected to discuss further. From this admissions book patients who 

had recently used health services were identified and surnames were considered for 

their ethnicity. Those who met eligibility criteria such as recent use of health services, 

age (18-65), area (Makwanpurgadhi, Manahari and Hetauda) and ethnicity (Dalits or 

middle caste) were invited to participate in the study. Some are interviewed in their 

workplace, in their own homes but in a private room, and the rest were interviewed in 

a private hall in the community. Characteristics of participants are presented in Table 

6.3. Participants were explained and handed information sheets (see Appendix 6) and 

informed consent was taken before participating in research. Exit interviews adopted 

a semi structured approach using interview guidelines in question form (Appendix 7).  

5.4.3 Survey 

Surveys are one of the most popular quantitative data collection methods. A survey is 

data collection through a set of prepared questionnaires focused on the statistical 

analysis of data (Saris and Gallhofer 2014). The strengths of this method are that it 

ensures participants anonymity, maintains confidentiality, honest responses and free 

expression as well as helps to reduce inadequate collection of data and create uniform 

data from different participants (Davis and Cosenza 2005). Considering all these, the 

most commonly used self-administrative questionnaires were adopted for this PhD 

research.  

For the quantitative study, current health professionals in Makwanpur District were 

targeted to respond survey questionnaires (see Appendix 8). Approval from the study 

areas: Makwanpurgadhi rural municipality (see Appendix 9), Manahari rural 
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municipality (see Appendix 10) and Hetauda sub-metropolitan city (see Appendix 11) 

were sought prior to data collection.  All health workers/professionals in Makwanpur 

district who were 18 years old and above were directly approached in their workplace. 

Participants who participated in the survey questionnaire were given a pen to motivate 

them to participate. The survey was based on the number and availability of health 

workers, using a so-called total sample. To support the PhD researcher during data 

collection and data entry, a local enumerator was recruited. The enumerator was 

provided a one-day recruitment training, helping them to understand the survey 

purpose, recruitment process and each question in the survey. Health workers have the 

most direct contact with service users. Hence their experience proves useful in 

exploring underlying reasons for health discrimination, attitude towards caste inequity 

and challenges to access health services.    

The survey package included a participant information sheet (see Appendix 12) that 

explained research objectives, expected contribution of participant and their voluntary 

participation. Similarly, a participants agreement form was enclosed for their consent 

to participate (see Appendix 1). This stressed that research was conducted only for 

academic purposes and anonymity and confidentially would be maintained. As all 

health workers in the study district were targeted, a total of 400 survey packages were 

printed and distributed, and two weeks provided for them to complete their responses. 

However, after two weeks only 134 completed responses were collected. Therefore, 

another week extension was needed and a further 77 completed questionnaires were 

collected. Characteristics of participants are presented in ‘Quantitative Findings’ 

Chapter 7 (see Table 7.1).  The initial plan was to get all health workers of the district 

to participate. However, due to the Dengue pandemic at the time, many hospitals and 

health posts were very crowded. In total 211 responses were received, 202 responses 

that met the quality requirements such as response level meeting 90% were included 

for further analysis (Chapter 7).  
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5.5 Data collection tools development 

Data collection tools were developed in accordance with the objectives of qualitative 

and quantitative methods. Qualitative tools (FGDs, Interviews) and quantitative tools 

(questionnaires) were first drafted based on the literature and finalised through 

discussions with supervisors and experts on related fields to ensure that the tools were 

comprehensive and culturally accepted. Final tools were also reviewed by BU and 

Nepal Health Research Council (ethics committee) to ensure reliability and relevance. 

The tools were initially created in English and later translated into Nepali as it is 

recommended to use the local language for quality data (Krueger 2014). Similarly, for 

the purpose of this research, the main reason of having all tools in Nepali is that it is 

easily understandable for the participants, due to their poor English skills. Further, 

differences in language may have various consequences, e.g., the individual may 

interpret questions and comments in an entirely different way than the researcher 

intended. This issue is significant in qualitative research as it works with words, 

therefore language is a core element in everything from data collection to 

interpretation and analysis (Van Nes et al. 2010). It is common to use narrative and 

metaphors to express experience in words with the exact meaning, therefore using the 

native language also allows for the capture of richness of experience. The narrower 

the gap between the meanings of a participant’s experience and interpreted meanings 

of outcome, the more qualitative research is considered valid (Polkinghorne 2007).  

Questionnaires were self-administered so that more truthful responses may be 

collected as it included questions participants may not feel comfortable to answer face-

to-face to a remunerator (Tsang et al. 2017). Questionnaires (see Appendix 8) were 

divided into six sections: (1) demographic characteristics; (2) information on current 

health services; (3) discrimination related issues; (4) health service utilisation; (5) 

attitude and practices; and (6) responses towards Dalits. Questionnaires included a 

combination of open-end, close-end and Likert scale, depending on the nature of 

questions. Close-end and Likert scales are universally used for surveys as participants 
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are given options, so more responses can be collected, are easier to understand, and 

can be analysed statistically (Creswell and Creswell 2017). Despite its advantages, 

close-end questions have some limitations; they may lack desired options, may not 

capture accurate true responses, and could limit possible responses/information (de 

Leeuw et al. 2012). Therefore, some open-ended free text questions were added in 

survey questionnaires. 

For the focus groups, a discussion guide was used to facilitate the discussions. Two 

different topic guides were used (Krueger 2014): first a list of pre-prepared discussions 

topics and some open-end questions were used to facilitate the discussions (see 

Appendix 3). A guide (see Section 5.4.1) is important in running a successful 

discussion as it maintains flow structure, creates an environment to have natural 

conversation, and engages participants (Krueger 2014). FGDs consisted of three main 

topics: life experience, social status, health utilisation and health impacts. Selected 

socio-demographics characteristics were also collected.   Secondly, interview guides  

were developed for the purpose of semi-structured interviews  to discover hidden 

issues or attitudes towards sensitive issues (Malhotra 2002). Key interviews (see 

Appendix 5) included 11 questions, whereas exit interviews (see Appendix 7) included 

13 questions and some demographic characteristics of participants.   

5.6 Pilot study 

In research, the pilot study is considered to be a significant phase that will allow the 

researcher to get a better outcome from the research (Simkhada et al. 2006). The pilot 

study was conducted in two steps; first was reviewing by supervisors, by an expert in 

the field, and colleagues also doing their PhDs. All the feedback was considered when 

finalising the study tools. The second step was to carry out a pilot study before going 

live with a main study. This pilot study was an important step to determine the 

appropriateness of study tools.  
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For the pilot, a total of 14 potential participants completed the questionnaire from 

Hetauda. However, both outcomes as well as participants included in pilot study were 

not included in the main research.  Similarly, two focus group discussions (one with 

men and one with female), three key-informant interviews and two exit interviews 

were conducted to text the qualitative tools. This pilot study was very helpful to 

understand suitability and comprehensiveness of study tools, to make sure that they 

were easily understandable for data collectors as well as respondents who participated, 

as well as to estimate the time taken for collection of data using each study tool. The 

outcome of the pilot study helped to improve wording, structure, and content of 

developed study tools. Furthermore, any disagreements that were raised throughout 

the pilot study were discussed and resolved.  Similarly, continuous assessment and 

improvement was done throughout the research, especially for qualitative tools in 

accordance with the research need. For example, some wordings were changed in local 

language/terms, and options to multiple choice were added based on local availability.   

5.7 Outcome of pilot study 

During the pilot study we observed that due to a Dengue pandemic in Nepal, the 

hospital was very crowded, and it was very difficult to get hold of health workers and 

for health workers to spare some time to complete the survey. Hence only 14 staff out 

of 20 that were invited to participate completed the questionnaire. This indicated time 

constraints for the collection of survey data. Secondly, the questionnaires in the pilot 

study suggested the need to add “service user counselling” as a means to communicate 

health information. In the context of Nepal, the most common and effective method 

for communicating health information is identified as direct counselling to service 

users by health professionals, especially when they come to access health services.  

Therefore, with other modes of health communication such as radio/posterboards, 

service user counselling was also added. It was observed that participants easily 

accepted the term ‘Dalits’ and had no issues using it.  
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Participants were excited to be a part of the discussion, however arranging a focus 

group was challenging as most Dalits were dependent on their daily earning for 

survival. Hence help for arranging participants for focus groups was requested. It was 

identified that the offer of snacks can affect the discussion if they arrived in the middle 

of discussions therefore, the provision was made to offer at the end of discussions. 

Furthermore, it was observed that participants received many mobile phone calls 

including some emergencies during the pilot interview. This situation was not in the 

researcher’s control therefore it was accepted that the full interviews may take longer 

than expected so a longer gap between subsequent interviews was planned. 

Finally, participants in pilot exit interviews tended to talk more about the situation and 

cleanliness of hospital and show their frustration towards hospital management. 

Sometimes the interviewees went off track. Therefore, it was identified that an 

intervention may be needed to ensure research is on topic and quality data is collected. 

Further, it was observed that, in most cases, visitors of service users hold more 

information than the service user themselves. As a visitor was the one who observed 

the surrounding environment, communicated with other parties, stayed with service 

users throughout and catered to their every need. Therefore, it was decided to include 

service users and visitor (where need) to capture quality information.   

5.8 Data management 

All collected questionnaires were handed directly to researcher and stored safely in a 

locker and later transferred into a password protected computer. The PhD researcher 

manually entered all data into SPSS 26. Once data was entered then a data cleaning 

process began. This included changing format, categorising, and cross checking. After 

data entry, a random 10% of cases were double entered to ensure a high degree of 

certainty. This is to ensure data verification, completeness, quality of data and to 

identify any discrepancies in the data. Nine responses were removed as numerous 

questions were unanswered. A copy of final SPSS data was sent to supervisors for the 

purpose of cross-checking the reliability and validity of data. Final data from 202 



 

 

78 

 

 

participants were included in the main data analysis and dummy results tables were 

created to identify the data to be presented in this study. 

All qualitative data, focus groups and interviews were carried out by a PhD researcher 

and were audio recorded, as it is agreed that recording and transcription more 

accurately represent the responses of participants (Tong et al. 2007) rather than 

contemporaneous researcher’s notes during an interview session which may interfere 

with the process (Britten 2006). However, information that was not captured in the 

recording (i.e., expression, gestures) or received after interview was noted in the 

researcher’s notes. The audio recordings were transcribed in Nepali and later 

translated to English by the researcher (see Section 5.9.1).  

5.9 Data analysis 

5.9.1 Transcription and translation 

Focus groups discussions and interviews were translated from the original audio 

recordings of data (McLellan et al. 2003) (Nepali language) into English.  Transcript-

based analysis is a rigorous qualitative data analysis model which is useful for 

academic settings and complex research (Krueger 2014).  

Focus group discussions, stakeholder’s interviews, and exit interviews were conducted 

in the Nepali language and transcribed by researcher. The complete transcription 

includes setting description, development of interviews, any incident such as medical 

co-ordinate taking break for an emergency case or situation of health services and 

patients due to Dengue pandemic, any interesting data, further comments, and issues 

identified and records from the researchers notes. During the analysis, repeat listening 

of audio recordings whilst comparing with transcription was undertaken to cross-

check reliability and to familiarise oneself with the data. Final transcriptions were sent 

to one of the supervisors, who is a native Nepali speaker to check quality and reliability 

of data. Any disagreements were discussed and resolved between the researcher and 

the supervisors. 
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5.9.2 Data coding and analysis 

Coding can be seen as a process of organising data by bracketing chunks and writing 

words that represents a category in the margins (Creswell and Creswell 2017). For 

qualitative data, coding was conducted using NVivo 12, this helped to manage the vast 

amounts of data (Krueger 2014).  

Adopted from Creswell and Creswell (2017)  

All final transcripts of FGDs, stakeholders’ interview and exit interviews were 

exported to NVivo 12. These transcripts were organised and read several times for the 

researcher to familiarise themselves with the recorded data. Knowing data from the 

early stage enables the researcher to have a general sense and understand common 

ideas, as well as get an opportunity to reflect on the data (Creswell and Clark 2017). 

From each transcript, finding and marking general ideas of data and grouping similar 

kinds of data, initial codes were generated. Similar codes were stored in a single folder 

called node in NVivo. These nodes are used based on frequently used words and 

phrases and output a meaningful concept based on what to look for to answer research 

questions. Each node may have more than one theme that holds meaningful 

information. Generated nodes were organised and processed to identify initial themes. 

Figure 5-2: Coding steps for thematic data analysis 
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These initial themes were again reviewed and verified several times to form final 

themes. Different themes were merged into main themes to produce one core 

meaningful theme. Once data consolidation and reduction was done then themes were 

defined and named, and final themes were generated. Finally, thematic analysis and 

interpretation was conducted based on these final themes.  

5.9.3 Thematic analysis 

The method of data analysis should logically follow the method of data collection. 

Qualitative data analysis is a method to reduce and make sense from a huge amount 

of data from different sources, which may be helpful in answering research questions 

(Kairuz et al. 2007). Qualitative interpretations are constructed, and various methods 

of data analysis can be used in qualitative research, including grounded theory, 

thematic analysis and framework analysis (Yardley 2000; Braun and Clarke 2006; 

Mays and Pope 2020). This research followed one of the most popular methods used 

in the health sector, thematic analysis (Mays and Pope 2020). For this research, 

transcripts of focus groups, stakeholders’ interviews and exit interviews were 

available for the thematic analysis of data. 

Thematic analysis is a way of systematically spotting, organising and understanding 

data into patterns of meaning that allows researcher to discover the collective meaning 

of data in relation to a particular research topic and question (Guest et al. 2012). 

Thematic analysis is a flexible and a widely used data analysis method for identifying, 

analysing, and reporting patterns/themes from a huge data. Thematic analysis can be 

conducted in an inductive or deductive way. However, this research adopts inductive 

analysis, therefore it is data driven and processed without trying to match with a pre-

existing coding framework (Braun and Clarke 2006). This research follows six phases 

of thematic analysis as proposed by Braun and Clarke (2006): 
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Adopted from Braun and Clarke (2006) 

Phase 1 – Familiarising with data: This phase includes immersing oneself in data by 

transcribing the literal meaning, inserting data into NVivo, reading the overall 

transcript, and listening to the audio again and again. During reading, making notes to 

highlight data that may be of interest and possible similarities to create patterns 

(Nikbakht-Nasrabadi et al. 2012). This was done using NVivo and preliminary 

Figure 5-3: Phases of thematic analysis 
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patterns were stored as nodes in NVivo. For this research this involved asking 

questions like what their core experiences were and making sense of the experience 

revealed outcome from their experiences.  

Phase 2 – Generating initial codes: In systematic thematic analysis, coding is an initial 

step (see Section 5.9.2). The list of preliminary patterns is organised in a group and 

initial codes are generated from the data. Codes were created at the explicit or implicit 

level and evaluated in a meaningful summary of participants’ experience and 

phenomena (Saldaña 2021). Using NVivo, similar patterns/cases were grouped 

together and given a different colour code - the codes with a high number of patterns 

were considered as possible themes.      

Phase 3 – Searching for themes: In this phase, long lists of codes (63) are reviewed 

and brought together based on their similarities. Each set of codes stored were given 

a separate name. These codes are organised to give meaningful themes and subthemes 

and establish the relationships between them (Nikbakht-Nasrabadi et al. 2012). The 

map tab on NVivo has been useful to see relations between different codes, themes, 

and subthemes.  

Phase 4 – Reviewing themes: In this phase, identified themes and sub-themes are 

reviewed. For example, themes that do not have supported data are reviewed, some 

themes are combined together, and some themes are merged to create new themes so 

that each theme provides a separate meaning, and gives the story of the data in relation 

to the research questions (Braun and Clarke 2006).  

Phase 5 – Defining and naming themes: In this phase, final themes are refined during 

analysis. Here, selecting extracts to show and analyse as well as producing the 

meaning of each theme with regards to the research data is performed. Each theme 

must be unique and specific, and the name must be clear and accurate to provide the 

actual meaning to the reader (Guest et al. 2012). 
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Phase 6 – Producing the report: By this phase, a good set of themes are already 

generated, thus thesis writing, and reporting are done in this phase. During the 

reporting process, the arguments are presented in order to address the research 

questions. 

In summary, the software package NVivo 12 was used to store data, highlight 

meaningful nodes, create and organise separate codes, and manage data. Stored 

transcripts and recordings were used for thematic analysis which were read several 

times carefully, considering different theme identifying techniques such as 

reoccurrence, categories, metaphors and analogy similarities (Ryan and Bernard 2003) 

to identify particular themes, patterns, responses and concerns(Bender and Ewbank 

1994). Major themes regarding Dalits’ health equity were identified and included in 

this research. Final themes and relevant quotations are presented in the qualitative 

findings chapter (see Chapter 6). 

5.9.4 Quantitative statistical analysis 

The management of quantitative data took place in SPSS (see Section 5.8). The data 

underwent descriptive statistical analysis, also referred as descriptive statistics or 

descriptive analytics. This descriptive analysis offers a simple way to present 

quantitative data representing a small sample in a manageable form. It is the process 

of using statistical methods to describe basic features of the set of data in a study 

(Trochim and Donnelly 2001). Descriptive analysis allows to simplify data on a 

relatively small group of people and is a sensible way of presenting and reporting basic 

information in the form of table, bars, charts, percentages, and frequency (Duquia et 

al. 2014). In this study, the researcher included 19 tables, which presents percentages, 

frequency and the probability value (P value) as relevant. Descriptive findings were 

further detailed in the quantitative chapter below (see Chapter 7). 
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5.9.5 Integration of data 

The popularity of Mixed methods research is increasing among health and social 

science researchers (Lingard et al. 2008). One of the most important and often essential 

aspects of this method is integration - the interaction or conversation between 

qualitative and quantitative components of the study (Wisdom and Creswell 2013). 

Qualitative and quantitative approaches are often used to explore different aspects of 

the same research question. However, integration of data enables a greater outcome of 

the study. Integration can be conducted using three basic techniques (see Figure 5.4) 

(O’Cathain et al. 2010).    

Adopted from O’Cathain et al. (2010) 

This study adopted a concurrent triangulation design, meaning data from each 

approach were collected and analysed separately in a similar timeframe to produce 

findings, and merged at later stage. Data integration was performed at the discussion 

phase, exploring both qualitative and quantitative data (Fetters et al. 2013). 

Figure 5-4: Data integrating techniques 
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5.9.6 Presentation of data 

Data presentation includes pictorial representation of data using tables, figures, charts 

and maps. These methods add aspects of data visualisation which allows research to 

be comfortable and comprehensible. To give meaningful outcomes, the content of data 

presentation must meet the needs of research objectives and questions. Data with 

numbers and figures are presented in tables and graphics, while the qualitative 

interpretation is presented in the text, with relevant quotes also included to support 

themes (Fah and Aziz 2006).    

5.10 Quality assurance 

Quality assurance of academic research is based on the reliability and validity of 

research progress. Reliability and validity are the ways of presenting and supporting 

the rigour of research process and the trustworthiness of research findings. Reliability 

asks - when everything remains constant - how similar would the results be using a 

particular tool, test, or procedure such as questionnaires in different occasions. 

Validity describes a subtle concept of what we believe we are measuring compared  to 

what we intended to measure (Roberts and Priest 2006).  

In qualitative research, rigour is the trustiness of the research process and data 

produced (Stiles 1993). It is concerned with the extent to which results of the study or 

an outcome are repeatable in order to get same results at different occasions  (Bryman 

2016). In qualitative research, researcher bias may affect the research. Therefore, 

understanding research bias is important that allows the researcher to review critically 

and independently as well as performing independent checks. A blind study may also 

help to overcome researcher bias (Weber 1990; Pannucci and Wilkins 2010). The 

reliability of qualitative tools, data analysis and findings were independently validated 

by three academics. Similarly, data collection tools for each method were piloted 

through a local stakeholder - an officer from the health office to ensure data reliability 

and suitability in the local community. Any disagreements that rose from the few 
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transcriptions and coding of data and from the pilot study were discussed to form inter-

rater reliability. Further, interview and focus group guides were continuously assessed 

and improved throughout data collection to ensure they were coherent and 

comprehensible. Throughout the process detailed notes were taken. This adds to the 

research auditability, therefore adds reliability. Further, specific codes and themes 

were generated to describe data, which were later revisited and validated by 

supervisors. Additionally, using a computerised data analysis package also enhances 

the reliability of research process (Roberts and Priest 2006). For this study, software 

NVivo12 was used. Recording and transcribing also enhances reliability (Sanjari et al. 

2014). Thus, all interviews were audio recorded and recordings were transcribed by 

the native speaker PhD researcher and verified by a native speaker supervisor. With 

regards to the reliability of quantitative data, questionnaires were achieved by 

providing training to the data enumerators for survey data collection. Any confusion 

and issues were resolved so that the data collected from any other trained data 

enumerators would have the same results. Furthermore, as outlined in Section 5.8, a 

ten precent sample of the quantitative data was double entered for the purpose of 

quality control.   

Validity in qualitative research is maintained in terms of how well the research tools 

assessed the research phenomena (Priest et al. 2002). In qualitative research, 

researcher bias is a potential issue in achieving qualitative rigor that may arise due to 

selective data collection and recording or data interpretation based on personal 

perspectives (Johnson et al. 2007). Thus, it is important to conduct qualitative research 

in a systematic way to ensure validity of research. Participants for the qualitative study 

were chosen purposively and chosen due to qualities they possessed/they met selection 

criteria (see Section 5.4). This study also includes data triangulation, combining two 

or more methods, data, theories is another way of achieving validity of research 

(Roberts and Priest 2006). The validity in quantitative research is achieved by 

maintaining the result accurately that represents the concept it claims to measure 

(Priest et al. 2002). Most of the survey items (questions) used for this study were 
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adopted and justified by comparing various other questionnaires, such as the Nepal 

Demographic and Health Survey (2016), the Nepal Social Inclusion Survey (2014), 

the Nepal Household Risk and Vulnerability Survey (2016) and the Nepal Living 

Standard Survey (2010/11). 

5.11 Ethical considerations 

Ethics is an essential part of research due to its moral and professional constraints to 

limit researcher’s subjective perceptions (Eysenbach and Till 2001). It is evident that 

when conducting research three ethical issues related to maintaining confidentiality, 

anonymity and taking informed consent are particularly important (Goodwin 2006).  

This research collected data on perceptions, views, and experiences of individuals. 

Some topics related to Dalits’ experiences, their health and violence are considered 

more sensitive in nature. Therefore, this research followed a standard research 

protocol in order to protect and respect participants, privacy, dignity and rights. van 

Teijlingen and Simkhada (2012) suggested while conducting research in low-income 

countries, it is obligatory to seek ethical approval from the research ethics committee 

from the research country alongside the university-based ethics committee. This 

research sought ethical approval in the UK and in Nepal.  Ethical approval was 

awarded by the Research Ethics Committee (REC) (see Appendix 13) at Bournemouth 

University and Nepal Health Research Council (NHRC) (see Appendix 14) as field 

work was conducted in Nepal. In addition to ethical consideration, permission to 

conduct health-related research in Makwanpur district was sought from the health 

office in Makwanpur (see Appendix 15). An online ethics checklist application was 

submitted to seek BU ethical approval (Ethics ID 22373). This application was 

approved in July 2019. Similarly, a proposal for ethical approval was submitted to the 

NHRC (Reg. no. 332/2019) online in May 2019. After resolving some comments 

made by the NHRC’s reviewers such as adding a clear and specific study site in the 

research title, making the study objective more specific to research, separating 
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dependent and independent variables, and clarifying study population and selection 

criteria, ethical approval was granted by the NHRC ethical board in July 2019.  

The researcher was physically involved in qualitative data collection. Direct 

interaction and communication raises some ethical issues on maintaining 

confidentiality, anonymity, taking informed consent and the researcher’s impact 

(Sanjari et al. 2014). However, participants were informed and explained before 

participation that their participation would remain anonymous, and the information 

provided would be kept confidential to ensure privacy and confidentiality. Qualitative 

data collection was conducted in a closed room to ensure privacy and confidentiality. 

These were audio recorded and permission was sought in advance. Participants were 

informed that recording for academic purposes only. Audio recordings were destroyed 

after the transcription and analysis was completed. All transcripts were made 

anonymised and unique codes were given.   

Informed consent (see Appendix 1) was taken in the participant agreement form, 

written from those who are literate and verbal for those who could not write. Obtaining 

informed consent is essential in research as they inform individual’s role, rights and 

risk before participating, especially in low-and-middle income countries where limited 

work complies with ethical principles (Regmi et al. 2017). Informed consent allows 

participants to understand the research objectives, how the research will be conducted 

and any costs or benefits to participants before participating in the research. It also 

makes explicit the voluntary nature of the research and that participants can withdraw 

anytime without giving a reason (Van Teijlingen and Simkhada 2012). Further, 

literacy and language are important factors in achieving informed consent. It is 

unethical to receive written consent from those who cannot read and understand risk 

and benefit related to it. In this situation the informed consent sheet can be read out  

and verbal consent can be taken when risk related to research is low and potential harm 

is unlikely (Marshall 2006). When people agreed to participate, they were asked to 

sign or put ‘X’ (for those who cannot sign) on the agreement sheet. 
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5.12 Chapter summary 

This chapter presented the methodological aspects of the research starting with 

philosophies underpinning mixed methods. Qualitative and quantitative studies were 

carried out in three different localities of Makwanpur district where the Dalit 

population is relatively higher. Finally, this chapter also outlined elements of research 

ethics in this study. 
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Chapter 6 Qualitative findings 

6.1 Overview 

This chapter presents the data collected from Dalits, key stakeholders, and recent 

health service users. In total six focus group discussions, six key stakeholders’ 

interviews and five exit interviews were conducted in Makwanpur district (see Chapter 

5.4). Qualitative aspects of this research aim to understand Dalit’s experience, any 

risks and challenges they experience in assessing health, their health conditions, and 

their awareness of available health services and policies to reduce health challenges. 

This chapter first provides the characteristics of participants and is followed by 

qualitative themes identified for the research and the chapter’s summary. 

6.2 Characteristics of participants 

6.2.1 Characteristics of FGD participants 

The participants of the FGD were divided into male and female groups. In total six 

FGDs were carried out (comprising a total of 20 females and 21 males). The majority 

of participants had left school before fifth grade (in Nepal these are called school 

dropouts) (n=19) followed by no education at all (n=17) and few had attended college 

(n=5) (see Table 6.1). Similarly, most females were involved in household work 

whereas the males tended to drive for work. 
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Table 6-1: Characteristics of focus group participants 

 

 

6.2.2 Characteristics of key informant interview participants 

Key informant interviews took place with six stakeholders. Four were government 

workers (including one medical coordinator from each area) and two worked for non-

government organisations (NGOs). Regarding education, three had a master’s degree, 

two bachelor’s degree and one had completed secondary education (see Table 6.2). 

Table 6-2: Characteristics of key informant interview participants 

 

FGD Number people Gender / Age  Highest education Place 

1 6 Female  

(19-65) years 

School Dropout (3) 

No education (3 

Makwanpurgadhi 

2 8 Male  

(19-65) years 

School Dropout (3) 

No education (5) 

Makwanpurgadhi 

3 7 Female  

(26-53) years 

School Dropout (5) 

College (1) 

No education (1) 

Manahari 

4 6 Male  

(28-46) years 

School Dropout (5) 

College (1) 

Manahari 

5 7 Female  

(28-54) years 

School Dropout (2) 

College (2) 

No education (3) 

Hetauda 

6 7 Male  

(32-65) years 

School Dropout (1) 

College (1) 

No education (5) 

Hetauda 

Participants Gender Education Position Organisation 

KII1 Female College Director NGOs 

KII2 Male University Health Coordinator Government organisation 

KII3 Male University Medical Superintendent Government Hospital 

KII4 Female Secondary Operator NGOs 

KII5 Male University Health Coordinator Government organisation 

KII6 Male College Health Coordinator Government organisation 
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6.2.3 Characteristics of exit interview (EI) participants 

The exit interview participants were from different castes. Nine participants (four 

females and five males) were mainly school dropouts, four participants were Dalits 

and five were from non-Dalit castes (see Table 6.3). Three interviews were carried out 

in their own homes as they had just been discharged from hospital and stated that they 

would be comfortable conducting the interview in their own house, one was carried 

out in their workplace in a separate room and the remaining one in a local hired hall. 

In three interviews, there was more than one participant. This was due to a family 

member/carer being with the interviewee; these people provided additional 

information and commented on the experiences of the actual service user.  

Table 6-3: Characteristics of exit interview participants   

ID Number people Gender Education Caste/Ethnicity 

EI1 3 Male (1) /Female (2) School dropout Dalit 

EI2 1 Male School dropout Dalit 

EI3 2 Male (1) /Female (1) College Brahmin 

EI4 1 Female College Janajati 

EI5 2 Male (2) School dropout  

No education  

Janajati 

 

6.3 Qualitative results 

Qualitative data were analysed to identify research themes. Three main themes 

untouchability and discrimination, other social determinants of health and healthcare 

were identified with several sub-themes (see Figure 6.1). Interestingly enough the 

research also highlighted that Dalits mentioned about discrimination, however they 

themselves do not link it to discrimination. Although many studies have established 

links between discrimination and health, in this PhD study Dalits themselves do not 

identify discrimination as a main reason of health inequity (see Chapter 8).      
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6.3.1 Untouchability and discrimination 

Discrimination based on untouchability against Dalits, takes various verbal, physical 

and psychological forms. All participants agreed that some sort of discrimination due 

to untouchability occurred in society and most Dalits had experienced direct 

discrimination and challenges in their everyday life. 

When asked about their everyday experience they explained social restrictions and 

their psychological effects. One Dalit illustrated that they were treated as less than a 

dog: 

Figure 6-1: Themes and sub-themes  
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“We are restricted from entering temples, schools and other public 

places. Yes, there are many differences. For example, if I go to an 

upper caste person’s house along with a dog, that dog enter inside 

the house waging its tail, but we must sit outside. I am treated lower 

than a dog and it is very humiliating and hurtful”. (FGDs6) 

Along with the struggle to get food, water and shelter, Dalits live in constant fear of 

discrimination. Merely walking on public roads and crossing the path of upper caste 

people can be a life threating offense. Such constant fear and anxiety my lead to mental 

distress. 

“In our generation and before that we could not even pass on the 

way of upper caste people as our shadow also could not touch them 

and seeing our face may bring bad luck. This considered as a very 

big offence”. (FGDs6) 

Many shared their experience of physical abuse if they attempted to disobey or 

challenge the social hierarchy.  

“One day, a dentist bought goat meat and she, a so-called doctor, 

told my child to not touch her. However, mistakenly my kid touched 

her. She got so angry, she pushed my daughter to ground, went to 

her room and slammed her door”. (EI1) 

Participants shared another experience of abuse in a public place due to accidently 

touching a non-Dalit, not only from a high caste but other lower caste groups. 

“In my village there was a governmental tap. My skirt touched one 

of the Tamang girls' jars while I was drinking water. She hit me with 

the jar, and I had a bruise”. (FGDs1)  

Participants agreed that discrimination had become part of their life resulting attempts 

to address the reasons identified for the discrimination and to better and fit in the 

society.  



 

 

95 

 

 

“They said we were dirty, so we became cleaner, they said we were 

illiterate, so we went to get education. However, they still 

discriminate us”. (KII1) 

6.3.1.1 Own community 

During this research, it has been identified that Dalits usually live in their own 

community rather than in mixed communities with upper caste members. This makes 

them feel safer and secured as they are less likely to experience discrimination from 

their neighbours that results in psychological relief 

“It’s like this, here we all are Pariyaar [a Dalit surname] 

community so around here we go to everyone, help everyone due to 

that they think there is no discrimination. We live in our own 

community, here we all are Dalits so have not suffered any kind of 

discrimination”. (FGDs3) 

However, a downside to living in an isolated area is the lack of access to health and 

other resources, which is detrimental to their wellbeing. 

“Dalit habitation is further from health services, due to their 

financial condition, poverty, in places where economic movements 

and transactions are high, they could not afford to live there so live 

in isolated areas. Health posts are there where economic movements 

takes place or have markets. But they live quite far, usually in 

isolated places. Due to long travel distance and lack of travel 

facilities they do not come to health services and have not been able 

to interact with health providers”. (KII2) 

6.3.1.2 Current change 

The harsh and unequal behaviour towards Dalits has improved compared to previous 

generations, although still continues in today’s society. Some expressed that now there 

is less feeling of less discrimination and a better fitting in the wider society:  

“Even in our generation, there was the fear. But now in our 

children’s generation it has decreased, people are less 

discriminated. It was in our generation”. (FGDs4) 
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So, there was a sense that discrimination towards caste is reducing. However, the 

change is not enough to overcome the fear of inequality that lies in society. 

“No matter how much we preach against discrimination it still 

exists in various forms. When we go to rural places or talk about 

marriage, or social ceremonies, also attending funerals then 

discrimination prevails”. (KII5) 

Several participants expressed that the government has tended to blame the Dalits for 

their experiences rather than systematically implementing programmes to address 

inequities that Dalit’s face. Feelings of being blamed and not good enough, were 

mentioned: 

“The government had an easy target while pointing out that we 

were discriminated due to us being illiterate but when we were 

aware about it and got education, they feared we would slowly rise 

to the top and they need to respect us. The government itself has 

become like that, the quota (Dalit seat reservation) system for Dalit 

people was cancelled. The government, its people and society 

should understand without it, discrimination is not going to stop”. 

(KII1) 

Reducing discrimination against Dalits is not only a Dalit issue and will only be 

addressed if examined at national level addressing health, education and employment.  

“They should understand that this is not only Dalit’s problem but 

the whole state’s problem and intervene in religious, political, or 

cultural level. If we attack such person from every level, then he/she 

gets compelled to accept us”. (FGDs4) 

6.3.1.3 Culture 

One of the main reason Dalits miss out on opportunities such as getting access to the 

health sector is due to their practice and belief being a part of their culture. Cultural 

practices of traditional/faith healing are related to religious beliefs that supports caste 

factors, thus influence the caste hierarchy.  
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• Traditional/Faith healing 

Traditional healers are known as Dhami/Jhakri, who live and work locally in the 

community. They practise beliefs and rituals regarding communication with the 

spiritual world and engage in treating people who are affected by spirits/possession 

(known as laagu). One of the reason Dalits are more vulnerable to poor health is their 

belief in traditional healing and using the Dhami/Jhakri as their first port of call rather 

than seeking medical help. 

“Dhami/Jhakri is more common and gets priority over visiting the 

hospital, especially small children. It still prevails. There is a trend, 

taking them to a Dhami/Jhakri at first and then to a hospital later. A 

person from our community who despite living in city/market area 

visits the Dhami/Jhakri first”. (KII1) 

Faith healers are accessed before healthcare services - this may be due to poor health 

literacy, and cultural values.  However, faith healers can be more accessible as they 

are more easily available and cheap. However, this can delay access to healthcare 

treatments which can result in greater overall financial burden and poor health which 

Dalits may not be able to afford. The tradition of using incense and rice has become 

somewhat less popular, however it still gets priority over medical health. 

“At first, we go to the Dhami/Jhakris. We go and see if they have 

laagu. Laagu is our tradition that has been followed for a long time. 

Children are done more than adults. In case of children, even the 

people from the Bazaar or the cities they also do it. If it gets better 

without taking medicine, then why should we take one, so we go to 

them first. It is a belief. If you believe from heart it will heal”. 

(FGDs3) 

• Religion conversion 

Religion is important part of life in traditional communities in rural Nepal and the 

caste system is one of the fundamental features of Hinduism. However, religion also 

promotes caste inequality, therefore Dalits are made to consider converting from 
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Hinduism to Christianity, as in Christianity there is no caste/Dalits. This research has 

identified that Dalits (in response to the discrimination) are changing their religion. 

They feel that religion has supported this inequal system. It provides some sense of 

spiritual reliefs.  

“Of course, we feel that religion has given priority to such caste 

system. They try to be higher than us even gets priority over. Due to 

Hindu religion, we have been facing discriminated. In Christianity, 

or Muslim, I don’t think there is such discrimination”. (FGDs5) 

Participants explained a level of spiritual wellness such as self-satisfaction or the 

perception of curing a long-term disease, especially related to spiritual health, and 

believed they would be treated equally if they abandoned Hinduism. As such, they are 

no longer invited nor attend Hindu religious ceremonies or social and cultural 

programmes. Therefore, there is less chance of them associating with Hindu 

neighbours who discriminate against them, so experience less discrimination and 

distress related to it. 

“Well, they convert religion due to the caste discrimination, 

Bhraminwadi (brahminical) mentality. So, they felt peace and equal 

being Christian. One main reason of converting religion is 

discrimination but is not Hindu religion itself but people who twist 

religious guideline. Christians have separate festivals and 

programmes so there are not many interactions (ghulmil) with 

people Hindu upper-caste people”. (KII1) 

Participants expressed feeling of peace and less psychological pain: 

“This discrimination affects them not only physically but mentally 

and people enjoy where there is no psychological pain that is why I 

think they are converting into Christians”. (KII4) 

6.3.1.4 Law not enforced 

Discrimination against the lower caste in Nepal was officially abolished in 1990, but 

it was two decades later in 2011 that the Bill was passed making caste discrimination 



 

 

99 

 

 

and untouchability illegal (Offence and Punishment Act).  However, there remains 

culturally entrenched caste-based discrimination against the ‘untouchable’ so-called 

Dalit minority. This has resulted in Dalits being excluded from education, medical and 

health facilities, and basic rights. It is evident from the participant experiences that 

there remains a gap between the law and implementation of the law to remove caste-

based discrimination: 

“Now it is said that law has made such practice illegal so they 

cannot prevent us from going inside. Instead, they stand at the door 

so we could not pass. If we get thirsty during meeting and ask for 

water, they give us water in a bowl. But then they put it outside or 

somewhere else on side and bring it inside after re-washing it once 

we are gone”. (FGDs5) 

Some thought that the law itself was not the problem but the way it was implemented 

and not enforced: 

“There are many laws but still it is not implemented. The law is 

strong enough, but it has not been enforced”. (FGDs1) 

The participants expressed feelings that the government should invest more in 

implementing the new legislation. 

“The law has changed but it has not been implied practically. The 

biggest change   is supposed to be brought from government”. 

(KII4) 

Discrimination can be managed and controlled with strong law and its implementation, 

so that discrimination and health aspects related to it can be controlled only then will 

there be hope to provide better and equal health services to Dalits.  
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6.3.2 Other social determinants 

Health is influenced by broader social and economic factors. Gender, education, 

employment, and poverty (see Figure 6.2) are key determinants affecting people’s 

health and therefore also Dalits’ health. 

 

6.3.2.1 Gender 

Participants stated that Dalit women are given very little status and attention within 

society and hence not valued. For example, there is neither a strong police 

investigation nor laws to protect women from domestic violence which negatively 

impacts upon their mental health. In Nepalese society, the status of women is generally 

lower than that of men. Therefore, to be a Dalit woman means that you are more 

vulnerable to double discrimination based on both caste and gender discrimination. 

Dalit women face severe discrimination and find themselves in a daily fight for their 

Figure 6-2: Other social determinants for Dalits 
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basic rights. However, their access to justice is insignificant, resulting in them being a 

victim of sexual abuse and violence.  

“You may also have heard various news about Dalit rape cases. 

These cases are increasing day by day, however most of time these 

cases are neither recorded nor investigated. Due to this we fear to 

perform our daily activities or stay little late outside”. (FGDs3) 

It was evident that Dalit women not only experience discrimination more generally in 

society, but this low status manifested in domestic violence within their own homes, 

“Among the Dalit men and women, the Dalit women have faced 

more hardships than men. From the loads, responsibilities to 

everything. We can do anything eat, drink, men do not see the work 

that the wife does at their home. Some people might beat them under 

the influence of alcohol. The men are usually stronger and act 

crazy. That is why even in Dalits the women face more hardships. 

Even as a Dalit, the women have more problems within the family”. 

( FGDs2) 

Women generally have lower status in Nepal and Dalit caste women’s status is lower 

still. As such, Dalit women do not see the point in sharing or talking about their 

experience nor do they value their own existence. Due to this oppression Dalit women 

are not able to open up about health issues they experience. 

“Since the women are dependent on the family, they do not have the 

decision-making rights neither financially stable. Dalit women faces 

more discrimination than Dalit men even in the society. Women 

themself who are non-Dalit discriminate against Dalit women. Dalit 

women are oppressed both at home from the male family members 

and outside by other society members. Due to this Dalit women used 

to let the disease wither in their bodies, but not share however, and 

even if they do, nobody will care. There is still a huge stigma and 

fear that the husband will leave the wife if she talks about such 

topics”. (KII1) 

Untouchability is practised to such an extent that people do not wish to touch Dalits 

even if one is in critical health situation and needs support. Dalit women who are 
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pregnant are limited in receiving healthcare too as non-Dalits refuse to touch a Dalit 

person or enter their home.  

“From my own experience while I was there, I witness, they 

discriminate those who were poor or Dalit. For example, a Dalit 

Female Community Health Volunteer (FCHV) is discriminated, 

restricted from entering the house. She should be able to visit the 

patient. It got difficult to reach the patient. As she could not enter 

inside, she was told she cannot touch here or there. Similarly, if a 

Dalit woman is about to have labour, then other non-Dalit FCHV 

discriminates too…. It is like that”. (KII1) 

Another participant added that it is very common in Tarai (Southern part of Nepal), 

that Dalit women who are healthcare workers are restricted in their ability to provide 

healthcare services due to the restriction on touch and entering a non-Dalit house. 

“It is like that here as well. Even more in Terai, I don’t need to 

mention that. FCHV being a Dalit herself isn’t allowed to visit 

patient directly like other FCHV. Are they going to be told to stay 

just there outside or will the patient be quickly shifted outside; there 

are differences like that”. (KII4) 

6.3.2.2 Education 

Dalits are discriminated such that they are barred from entering school buildings, not 

allowed to sit with everyone in the classroom, touch other students and teacher and 

participant in any school programmes. This research shows that illiteracy within Dalits 

is common as many Dalits drop out of study before the fourth or fifth grade (aged 

around 8-10 years). Others have never even been to school due to the discrimination 

that occurs in the education sector.  

Education is a key factor in breaking the cycle of discrimination and providing better 

health. Along with recognising their rights, education can help Dalits to understand 

their health situation and needs. 
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“Our people, people belong to lower caste couldn’t study and 

struggle to get admission in schools. Even if they went to school they 

would have to sit outside. Dalit kids had to stay outside. The teacher 

wouldn’t even touch our books. Teacher would look at other’s 

notebooks but not the Dalit kids.  They would instead make them 

recite their homework. Then they would point at their notebooks 

using a stick. We went through this”.  (FGDs6) 

Participants suggested that discrimination is not only from an organisational 

standpoint such as denying admission, but also works on an individual level from 

teachers. Feeling of being separated from class and treated differently. 

“Teachers would not even touch our books and check homework. 

Teacher would ask us to narrate our work and point out using a 

stick”. (FGDs5)   

Whilst one of the KII was largely blaming Dalits for their poor health: 

“The main reason is education. Due to lack of health education; 

they do not pay attention to cleanliness and sanitation, not familiar 

with health problems due to bearing many children, not aware of 

their personal health issues therefore result in poor health”. (KI1)  

 

Education

Poverty

Employment

Figure 6-3: Interconnection of education, employment, and poverty in 

Dalits 

Dalits 
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Education, employment, and poverty are interlocked determinants (see Figure 6.3) of 

health aspects. Without education, Dalits are trapped in a vicious cycle of extreme 

poverty, illiteracy, and discrimination. This also results in poor health, which is 

perpetuated across the generations. 

6.3.2.3 Employment 

As previously identified, Dalits often have little education and as such are typically 

unemployed or working in lower status and/or unhealthy jobs. 

“I do sew and make cotton mattress. No masks, gloves and other 

needed Personal Protective Equipment (PPE) are provided by 

government, and we could not afford to invest on that ourselves. 

During making, cotton particles go inside that may lead to us having 

chest infections. I may have it in future”. (FGDs3). 

As employment is difficult for those in Dalit communities, many are forced due to 

financial reasons into dangerous professions that makes them more vulnerable to poor 

health. For example, waste scavenging involving cleaning human excrement, septic 

tanks and sewers, without any proper PPE. 

“We used to do jobs that is manual cleaning of human excrement 

with our hands and legs covered in it. We do not get any gloves or 

masks. I myself have done that but now I don’t do that anymore. 

That time I used to be ill often”. (FGDs5)  

This research identified that there are few individuals from Dalit communities working 

in healthcare. Those that do work in healthcare are typically involved in domestic 

positions such as sweeping or cleaning but not in higher position that may have greater 

influence in Dalits health. 

“We do not have anyone who is Dalit and works in a health post 

despite cleaners. Most of the males they do driving and female 

whether household work or sewing”. (KI3) 
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Having more Dalits working in the health sector will help to create an approachable 

and welcoming environment for Dalits. 

Participants also mentioned that another important aspect of health is unemployment 

and job securities, and that it plays a crucial role in maintaining physical and mental 

health. 

“We who stay at home, our main concern is what to eat in a day or 

feed our kids rather than thinking about what health problems we 

have or whether to go for check-up. It’s just enough for food, no 

further expenses can be afforded”. (FGDs1) 

The fear of losing one’s job or not having income also adds mental stress. 

“Every day, I wonder I will have job or not. Despite it is my own 

shop but it is not sure I am not sure if I am allowed to sit there 

(outside that cloth shop) or I will have any customers today, what 

and how much I will bring home”. (FGDs2) 

6.3.2.4 Poverty  

The findings from this study identify that most Dalits in this study live in poverty and 

are less likely to possess registered land compared to upper caste people.  

“Us people, uneducated and poor, some of us do not have neither 

house nor land”. (FGDs3) 

This research has highlighted that many Dalits face financial distress. They are poor 

and struggle to manage their day-to-day existence. As such, all family members must 

work in order to generate a daily wage, and cannot not afford a day-off.   

“Some Dalits are living under extreme conditions, struggle to cover 

daily expenses and need to endure many more difficulties. Therefore 

husband, wife and sometimes including kids have to engage in 

earning for food”. (EI2) 
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Whilst the Government of Nepal provides some free health services, they are very 

limited and may not be easy assessable. Most of the population’s healthcare is based 

on private or paid healthcare services, which are quite expensive, may not be readily 

available, and could involve travel so are therefore out of reach for Dalits who cannot 

afford health expenses.  

“Dalit people may be facing more difficulties for health facilities. 

Most Dalits have low economic conditions, could not get treatment 

due to lack of finance”. (EI2) 

Participants explained that due to poverty, Dalits despite knowing they may be in poor 

health have no choice but to ignore symptoms and problems rather than seeking 

treatment. 

“Everyone will obviously be concerned about their own health’ But 

it's like this, due to poverty Dalit people do not rush to the hospital 

as soon as they fall sick. They do not feel the need to get treated for 

every minor sickness, poverty reminds them that they do not have 

the luxury to visit a doctor whenever they are ill... This led to illness 

getting more severe and increase financial burden which they 

cannot afford. Since they cannot get treated on time, they either die 

with minor illness”. (KII1) 

Poverty not only directly affects an individual’s physical health and wellbeing, but 

also has a negative impact on their mental health and wellbeing. 

“The poor people mostly suffer from mental illness. The rich ones 

get it treated any which way. In case of poor ones, they are on the 

verge of being homeless. It is like this…. talking about the Dalit 

community’s health; the Dalit community itself is mostly poor. We 

need to understand it like that. I am not trying to say other castes 

are not poor but due to high impoverishment their health isn’t that 

good. I said it earlier as well”. (KII4) 
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6.3.3 Healthcare 

This research identifies that Dalits’ physical/mental health and social wellbeing is 

affected by discrimination. Participants expressed that experience of discrimination 

have a profound impact upon their day to day lives. They expressed feeling anxious 

and worried. Therefore, this research highlights the long-term psychological 

perspectives of participants. When asked, participants expressed their psychological 

distress and the effect it had on their mental health. 

“Being Dalit is not sad, but it is sad to return from someone’s 

doorstep without entering the house just because you are Dalit 

Discrimination causes mental tension and effect on mental health”. 

(FGDs6) 

6.3.3.1 Health workers’ behaviour 

Health worker behaviour plays a vital role in Dalit health, whether it comes to 

returning for health services or getting better health services/facilities. When 

investigating the behaviour of health workers towards Dalit service users, there were 

mixed responses. Many participants stated that they have neither experienced nor 

witnessed discrimination by health workers based on caste and agreed that Dalits 

received equal services: 

“No health workers don’t exercise such difference, it doesn’t exist. 

No such discrimination is not done by health workers”. (FGDs5) 

Participants asserted that, not only did health workers not practise discrimination, they 

were also welcoming, which can be a motivating factor to use health services. 

“The hospitals staffs were helpful and friendly towards patients and 

the family as well. They helped in regulating the medicine taken by 

patients. They behaved nicely”. (EI2) 

However, another participant added that the behaviour could be the result of them not 

knowing users are from Dalit communities. Thus, no health discrimination was seen. 
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“They do not do that, may be because they cannot recognise us as 

Dalits.” (FGDs1) 

Conversely, interviews with stakeholders highlighted that discrimination could occur 

directly or indirectly in health services. 

“While going for a check-up, where we took tickets; people there 

(working), kind of ignored them and didn’t care. Even doctors, the 

behaviour towards Dalit and poor people are different. I would not 

say only Dalit but poor ones too. Their behaviour towards the ones 

who are a bit less educated, and poor is different. Discrimination 

based on caste is seen in government hospitals more often than 

private ones.”. (KII1) 

Another participant added that, despite health workers’ nonacceptance of 

discrimination, it does happen and can be seen not only in hospital/health services but 

on a societal level. 

“In terms of Dalits, whatever health workers say, there is bias. I 

have seen biasness in many places. For instance, health workers 

visit to Bahun, Chettri’s [an upper caste] programme leaving their 

work but not to even drink water in Dalits house who lives next. 

Both parties could not gather enough courage whether to invite and 

visit each other. These kinds of daily activities demotivate Dalits 

and makes them uncomfortable and difficult to utilize health 

services.” (KII2) 

6.3.3.2 Lack of health workers 

Many participants claimed that there is a lack of healthcare professionals within their 

communities which resulted in having to wait significant lengths of time to be seen, 

reducing the chances of timely treatment. As a result, many visited a local pharmacy 

instead of going to hospital or seeking help from health professionals.   

“The main problem is that there are not enough doctors compared 

to patients they have, and this worsens the situation more because 

the patients don’t receive treatment on time. There is always 
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shortage of doctors and nurses, and it is also because of that long 

waiting hours we feel like just going to the clinic instead”. (EI5) 

This research identified that many Dalits live in isolated rural areas. These rural areas 

struggle to recruit and retain health workers, especially professional doctors who are 

not interested to live and work in rural areas. This lack of medical expertise has a 

negative impact upon the health and wellbeing of Dalits.  

“Hetauda, despite being a capital city has not got a specialist so 

there are no possibilities us in rural areas getting a specialist doctor 

in our health units. I had run single handed when there were no 

doctors because it’s hard to post doctors in village area”. (KII2) 

6.3.3.3 Access to resources 

This research identified that Dalits’ access to healthcare is limited, and this is very 

frustrating for the participants who feel that the government should be doing more to 

ensure accessibility of healthcare. 

“You should bring a different rule of law for the Dalits, or the 

demographics of this place should be registered in, so then may be 

governmental hospital are available and accessible. They should 

provide free services or discounted fares in treatment”. (FGDs2) 

Available services are very crowded and offer limited trained staff, medicine and 

equipment.  

“In our community we don’t have enough health services. There is a 

small health post. It has only been some time that some machines 

are brought here. Here we have no x-ray machines, video x-ray, or 

other equipment”. (FGDs4) 

Participant also stated that no additional support and services are provided as a means 

of persuading Dalits to utilise healthcare. 

“This is the situation of Makwanpur district. We do not even have 

access to local resources and means. The state has not made any 
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type of arrangement or provided separate facilities for Dalits. 

Government and responsible person have not been sensible enough 

to provide facilities.” (KII1) 

Another participant commented on the means of transportation and associated 

difficulties in accessing healthcare services. 

“Health services are in a fixed place and there is travel issues due 

to dangerous roads and lack of transport facilities for villagers to 

travel to health services. Most of the time roads are very dangerous 

and is not able to travel in need. Therefore, there is no easy access 

to health services. So, compared to non-Dalits, Dalits do have some 

difficulties in accessing health services. Their residences are also 

further from health services”.  (KII2) 

Providing accessible free healthcare services would make it easier for Dalits to be able 

to access healthcare which in turn would enable better health in these communities.  

“If health posts and birthing centre services are available in every 

ward, then it would be easier for Dalit communities to get such 

health facilities with ease.”. (KII4) 

Another participant added that, for the better health of Dalits, there is a need for 

frequent health check-up programmes or camps (on top of free services). 

“There should be frequent health check-ups free of cost. If it is free, 

then people will attend them. People with low economic condition 

can afford to go”. (FGDs6) 

The government introduced a few policies such as list of 72 essential free medicines 

throughout health facilities. They have also implemented a system of health insurance 

in government health facilities with the aim to provide easy and affordable access to 

health services, specifically targeting people who cannot afford medical expenses. 

However, the bureaucracy of this process was prohibitive as participants expressed.  

“The process to getting free medicines is also an extremely 

exasperating process”. (KII1) 
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One participant stated that the health insurance plan provided by the government has 

not been much use as most of the medicines, especially expensive ones are not 

available using health insurance. Due to this Dalits were affected most.’ 

“So, what's the use of insurance if we must buy it from outside? 

Expensive medicines are not available there”. (EI1) 

Furthermore, it was evident from participants that policy holders and direct payers 

were treated differently.  

“After he came, we showed our insurance cards, they shouted 

saying that we could have showed it earlier, so I shouted as well 

saying why did you not ask for it. I also noticed how quickly they 

provided treatment to the man who paid the money instead of using 

an insurance card like I did”. (EI3) 

6.3.3.4 Health and awareness programmes 

The Government of Nepal has been working to improve the country’s health sector. 

Many health and awareness programmes have been organised such as regular 

vaccination programmes, family planning, health camps, HIV awareness, and health 

education programmes such as Dengue awareness. However, when participants were 

asked, it became apparent that these health programmes were having a limited impact 

as many participants were not aware of their existence.  

“We do not have any programmes here. They have not brought 

anything like that. There is nothing specific to Dalits”. (FGDs2)  

However, many participants agreed that health and awareness programmes are much 

needed. 

“Yes, it is necessary. If health awareness and safety at work 

programmes were given, it would be like adding perfume in gold 

(best). We would better understand and identify health issues and 

follow safety procedure at work to benefit our health”. (FGDs2) 
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Another participant added that health programmes would educate them and would be 

helpful in taking precautions and living a healthy lifestyle. 

“If we are aware how to take care in pregnancy and take better care 

to achieve better health, such as even just going for vaccinations. 

We may do it. For example, now we have Dengue pandemic here we 

would have taken extra care and precautions if we were educated 

about it. I wish they organised a programme to educated about 

health”. (FGDs3)  

One stakeholder added that there is a distinct lack of health programmes. 

“We do not have better health programmes. We have some 

programmes however, no separate provision for Dalits. It would be 

beneficial if we can arrange some to distribute health information 

and help them to understand health related issues which will help to 

motivated them for check-ups”. (KII1) 

Another added that some NGO or private organisation used to do it, but that there was 

nothing left now after they had gone. 

“Previously there was some NGOs such as Plan Nepal. They used to 

do some health programmes. However, they are phased out so no 

there is not any public health awareness programmes, neither 

private nor government”. (KI3) 

6.4 Chapter summary 

This chapter presents qualitative results derived from six focus groups, six in-depth 

interviews and five exit interviews which were thematically analysed and organised 

using NVivo 12 software. In total three main themes and twelve subthemes were 

identified. The participants of FGDs and EI expressed that there was no discrimination 

by healthcare workers whereas KII participants stated that discrimination exists from 

healthcare workers towards Dalits. In addition, the participants stated that 

discrimination based on caste had a negative effect on an individual’s physical, mental, 

and social wellbeing.  
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Chapter 7 Quantitative findings 

7.1 Overview 

This chapter presents the survey data collected from health professionals in the 

Makwanpur district. The quantitative aspect of this research aimed to understand 

healthcare professionals’ perceptions of underlying reasons of health discrimination 

that occurs in the healthcare sector, the challenges Dalits experience in accessing 

health services, the behaviour of health workers, and any suggestions for 

improvement.  In total 400 questionnaires were distributed; 211 health workers 

completed the questionnaire, a total response rate of 52.8%.  On checking data quality, 

nine questionnaires were only partially completed (see Section 5.8) hence the 202 

responses in total that met the quality criteria (see Section 5.4.3) were included in the 

final analysis. The initial plan was to include total sample of health workers available 

in research area. However, due to Dengue epidemic in Nepal this total sample could 

not be achieved. As this research is part of a PhD study, with its inherent resource 

limitation such as having limited data collection time frame and limited funds it was 

not possible to go for a bigger sample or include another research area.   

7.2 Results  

7.2.1 Background characteristics of the respondents 

Characteristics of survey respondents of such as caste, religion, age, gender marital 

status, education, profession are listed (see Table 7.1).  Note that not all respondents 

answered all socio-demographic questions hence respondents who responded are 

listed as well as total respondents in number with each characteristic heading. 

A large minority of respondents represented Nepal’s lower caste population, as 47.5% 

were of Dalit and Janajati origin. The Brahman and Chhetri (upper caste) 

representation was a similar proportion (52.5%). Here responses received for other 

categories such as Dalits, Janajati and other ethnic minority groups was much lower 
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than Brahman and Chhetri.  Therefore data had to be merged to create a sensible 

dataset for analysis, this is due to low numbers of overall responses, since Dalits 

accounted for only 2.6% of all respondents. Thus, the proportion of upper caste and 

lower caste participation is almost equal, but the lowest group in the caste system, the 

Dalits, is small. Most of the respondents follow the Hindu religion (85.9%) and the 

least followed Christianity (3.5%).  

Furthermore, a large minority of the respondents (46%) belong to the 18-25 years age 

group and two-thirds of respondents are female (67.3%). The representation of 

married and unmarried respondents is of approximately equal proportions with 49.5% 

and 50.5% respectively. As there was only one respondent who fell under the divorced 

category, they have been merged with the unmarried group to have sensible data for 

analysis.    
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Table 7-1: Characteristics of survey respondents  

Characteristics Frequency (n) Percentage (%)  

Caste/Ethnicity (n=196) 
  

Brahman 51 26 

Chhetri 52 26.5 

Dalit and Janajati  93 47.5 

Religion (n=198) 
  

Hindu 170 85.9 

Buddhist 21 10.6 

Christian 7 3.5 

Age (yrs.) (n=202) 
  

18-25 93 46 

26-35 71 35.1 

36-45 28 13.9 

46 and over 10 5 

Gender (n=202) 
  

Female 136 67.3 

Male 66 32.7 

Marital status (n=196) 
  

Married 97 49.5 

Unmarried/ Divorce  99 50.5 

Education (n=198) 
  

10th grade or less 13 6.6 

11-12th grade 135 68.2 

Grade 13 and over 50 25.2 

Employment level (n=199) 
  

Junior health workers* 143 71.9 

Senior health workers** 56 28.1 

Local resident of health post (n=192) 
  

Yes 89 46.4 

No 103 53.6 

Experience as health worker (n=201) 
  

Less than 1 year 35 17.4 

1 to 3 years 63 31.3 

3 to 6 years 48 23.9 

6 to 10 years 23 11.4 

11 years and above 32 16 

*Auxiliary Nurse Midwife (ANM), Medical Assistant (MA), Auxiliary Health 

Worker (AHW), Certified Medical Assistant (CMA), Radiographer and lab 

technician 

** Health Assistant (HA), Nurses and Doctors 
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The largest education range of respondents is 11-12th grade (68.2%) which is 

equivalent to A level education in the UK. The education system in Nepal is different 

from the UK and people in Nepal may spend longer in school before moving on to go 

to college, especially when they are struggling to complete school-level education.  

The employment status of health workers is divided according to their job title into 

two categories: junior and senior positions. There were several employment positions 

collected but some frequencies were too low, therefore positions were categorised into 

the two main categories to have rational data for analysis. Most of the respondents are 

in lower ranking health workers’ positions (71.9%) such as Auxiliary Nurse Midwife 

(ANM), Medical Assistant (MA), Auxiliary Health Worker (AHW), Certified Medical 

Assistant (CMA), Radiographer and Laboratory Technician, whereas senior position 

holders accounted for 28.1% and included professions like Health Assistant (HA), 

Nurses and Doctors. 

Most respondents had up to six years’ experience, others recorded that they had one-

to-two years (31.3%) or three-to-four years (23.9%) of work experience.  Interestingly, 

over half of the survey respondents (53.6%) stated that they were not local to the health 

post in which they worked, and therefore had to commute from home.  

7.2.2 Current health services 

This survey collected information on the condition of current health services of the 

research area, including the rural and urban areas of Makwanpur district. The current 

health services explored were based on the availability of health services, number of 

clients using health services, delivery of health information within general and Dalit 

communities, proportion of service users from Dalit communities, fulfilment of health 

and medical needs, and other available health services.  

Respondents were asked, ‘How many healthcare workers are there in your area?’ The 

total responses received (n=201) are presented in a pie-chart (see Figure 7.1). Most of 
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the respondents (60.7%) agreed to the lowest range (1 to 20) of health workers 

providing services in their health institution catchment area. This may be due to the 

fact that many health workers do not live locally. 

Figure 7-1: Number of health workers available in their service catchment area 

 

Similarly, when asked, ‘In a day, roughly how many patients would you see?’ the total 

responses received was n=195 (see Table 7.2). A large minority of respondents, 44.6% 

(n=87) stated that they would normally see 21 to 40 service users in a day, whereas 

2.6% stated that a health worker may attend to over a hundred service users in a day.  
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Table 7-2: Number of service users attended by health workers in a day 

Service users attended by health 

workers in a day (n=195) 

Frequency (n) Percentage (%) 

1-20 clients 69 35.4 

21-40 clients 87 44.6 

41-60 clients 9 4.6 

61-80 clients 14 7.2 

81-100 clients 11 5.6 

100+ 5 2.6 

Multiple-choice questions, ‘How is health information provided to the community in 

your catchment area?’ and ‘How is health information provided to the Dalit 

community in your catchment area?’ were also asked. 

It is evident that the most common way to provide health information to both the 

general population (80.7%) and Dalit communities (78.2%) was through health 

education programmes. Such health education programmes include health and 

awareness programmes, camps, posters, hoarding board/ billboard and street dramas. 

These elements were merged to enable further statistical analysis. The least popular 

way to distribute health information was through social media accounting (7.4% for 

the general community and 2.5% in the Dalit community respectively).  

A bar diagram (see Figure 7.2) presents a visual comparison of different ways of 

providing health information within both general and Dalit communities. Based on the 

frequency of responses, every method of providing health information was slightly 

higher within general communities as compared to Dalit communities apart from radio 

(66.3% vs 67.3%) and community meetings (39.6% vs.42.6%), which still show very 

similar proportions. The figure highlights the huge difference in distribution of health 

information to Dalit communities versus general population by the means of health 

workers. Three-quarters (75.2%), the second highest percentage of respondents stated 

that in the general population, health information is provided by health workers in the 

form of home visits, conversation with users, direct counselling, Antenatal Care 
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(ANC) checks, advice seeking and offering designated health information, compared 

to only 32.2% of health workers providing the same service within Dalit communities.  

Figure 7-2: Distribution of health information to Dalit communities versus General 

Population 

 

When asked, ‘What proportion of your patients belongs to Dalit communities from 

your catchment area’? More than half of respondents (55.5%) answered that between 

1% and 20% of service users in their catchment area come from Dalit communities. 

Table 7.3 presents the proportion of service users belonging to Dalit communities in 

health workers’ catchment area. 
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Table 7-3: Proportion of Dalit service users 

Dalit service users (in health workers’ catchment) Frequency 

(n) 

% 

1-20 % 111 55.5 

21-40 % 76 38.0 

41-60 % 12 6.0 

80%+ 1 0.5 

Total 200 100.0 

 

Table 7.4 presents findings about perceptions of health workers on fulfilment of 

healthcare needs. Responses related to strongly agree and agree and disagree and 

strongly disagree were merged in order to be able to conduct a more meaningful 

analysis due to a low number of responses. 

Table 7-4: Perception of health workers on fulfilment of health and medical needs 

and other health options 

Health workers perceptions on  Frequency (n) % 

Communities’ health needs are fulfilled (N=193)   

Strongly Agree/ Agree 175 90.7 

Neutral 7 3.6 

Disagree/ Strongly Disagree 11 5.7 

Sufficient medical needs available (N=198)   

Strongly Agree/ Agree 137 69.2 

Neutral 15 7.6 

Disagree/ Strongly Disagree 46 23.2 

Most Dalits go to traditional healer (N=199)   

Strongly Agree/ Agree 104 52.2 

Neutral 65 32.7 

Disagree/ Strongly Disagree 30 15.1 

 

Almost all respondents (90.7%) believed that the health needs of the local 

communities had been fulfilled. However, when asked if there are sufficient medical 

needs available in locality, 69.2% agreed with this statement. Furthermore, more than 

half of respondents (52.2%) agreed that most Dalits still visit traditional healers to 

fulfil health needs. One third (32.7%) of respondents remained neutral for this 

question.    
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7.2.3 Health discrimination 

This section investigates perceptions of discrimination in health sectors towards Dalit 

service users and identifies health discrimination indicators including how Dalits are 

identified, and any different approaches and behaviours of health workers towards 

Dalit service users. In the survey, this multiple-choice question was included to gain 

insight into health staff members’ ways of operating: ‘How are Dalits identified’? 

Table 7.5 indicates the characteristics of Dalits that separates them from others in the 

community. Almost all respondents (96.9%) identified that Dalits can be distinguished 

by their surname, whilst 7.2% stated that Dalit can be identified just looking at them 

and 1% stated their skin colour may separate them due to their darker complexion.  

Table 7-5: Factors by which health workers identify someone as Dalit 

Identification factors (Multiple Response) Frequency 

(N=195) 

*Percentage (%) 

Outfit 14 7.2 

Skin Colour 2 1.0 

Language 4 2.1 

Surname 189 96.9 

Asking Directly 10 5.1 

*Totals more than 100% due to multiple response.  

Table 7.6 presents health workers’ approach and behaviour towards Dalits and their 

experience regarding health discrimination. Nearly all respondents (94.5%) felt 

comfortable providing health services to Dalit service users, whilst 4% of respondents 

stated they felt uncomfortable providing service to Dalits and 1% chose to stay neutral.  

Almost all (97.5%), agreed that health services provided to Dalit communities and 

general communities are the same, with no different treatment. It suggests that similar 

health opportunities are given despite of caste. However, 17.6% of respondents 

responded by saying that Dalits are discriminated in society whereas only 1.5% agreed 

that discrimination occurs in the health centre.  
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Table 7-6: Health workers approach and behaviours towards Dalits 

Statements Frequency (n) % 

Health workers are uncomfortable treating Dalits 

(N=197) 

  

Strongly Agree/ Agree 8 4.0 

Neutral 3 1.5 

Disagree/ Strongly Disagree 186 94.5 

Treatments are different for Dalit patients compared to 

other social groups (N=195) 

  

Strongly Agree/ Agree 5 2.5 

Neutral 0 0 

Disagree/ Strongly Disagree 190 97.5 

Dalits are discriminated in society (N=199)   

Strongly Agree/ Agree 35 17.6 

Neutral 45 22.6 

Disagree/ Strongly Disagree 119 59.8 

Dalits are discriminated in health centre (N=199)   

Strongly Agree/ Agree 3 1.5 

Neutral 0 0 

Disagree/ Strongly Disagree 196 98.5 

Dalits are discriminated based on caste (N=198)   

Strongly Agree/ Agree 27 13.6 

Neutral 47 23.8 

Disagree/ Strongly Disagree 124 62.6 

Dalits are less discriminated if they are richer (N=193)   

Strongly Agree/ Agree 20 10.4 

Neutral 56 29.0 

Disagree/ Strongly Disagree 117 60.6 

Dalits have better health knowledge and understanding 

than non-Dalits (N=198) 

  

Strongly Agree/ Agree 17 8.6 

Neutral 77 38.9 

Disagree/ Strongly Disagree 104 52.5 

Its little hard to make Dalits understand health issues 

(N=193) 

  

Strongly Agree/ Agree 20 10.4 

Neutral 52 26.9 

Disagree/ Strongly Disagree 121 62.7 

I have witnessed discrimination in health services 

(N=199) 

  

Strongly Agree/ Agree 8 4.0 

Neutral 14 7.0 

Disagree/ Strongly Disagree 177 89.0 
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Furthermore, when asked if Dalits are discriminated against based on caste and suffer 

more if they are poor, the majority of respondents disagreed. 62.6% opted for disagree/ 

strongly disagree that Dalits are discriminated against on the basis of cast, and 60.6% 

opted for disagree/ strongly disagree that Dalits are less discriminated if they are 

richer.  

Regarding the statement related to health knowledge and understanding, 52.5% 

respondents disagreed that ‘Dalits have better health knowledge and understanding 

than non-Dalits’ in comparison and 62.7% also disagreed that communicating health 

related information is difficult among Dalits. The great majority of respondents (89%) 

claimed that they have never witnessed discrimination in health centres.    

7.2.4 Health utilisation 

This section helps to understand utilisation of health services in communities and 

whether there are any differences in accessing services for Dalits in comparison to 

other general community groups.  

Table 7-7: Health workers’ perception on in accessing local health services 

Perception on accessing local health service  Frequency (n) % 

It is difficult to access local health service in 

General Communities (N=196) 

  

Strongly Agree/ Agree 27 13.8 

Neutral 15 7.7 

Disagree/ Strongly Disagree 154 78.5 

Difficult to access local health service for Dalit 

communities (N=192) 

  

Strongly Agree/ Agree 20 10.4 

Neutral 16 8.3 

Disagree/ Strongly Disagree 156 81.3 

Table 7.7 demonstrates that the majority of respondents disagreed when asked if it was 

difficult to access health services, and there was little difference in the proportion of 

the general communities (78.5%) or Dalit communities (81.3%) who thought this was 

the case.  
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7.2.5 Attitude and practice 

This section addresses issues surrounding perception of health workers about health 

practices and their attitudes and behaviours towards Dalit service users. Table 7.8 

shows the responses received using a Likert-type scale, in which strongly agree and 

agree, and disagree and strongly disagree are merged to provide sensible data for 

statistical analysis.  

Data indicates that 24.7% of respondents agreed that Dalits do have higher health risks 

in comparison to the general population, whilst the largest minority of respondents 

(47.4%) choose to remain neutral. Furthermore, a statement related to Dalit rights 

identified that 3.5% of respondents thought Dalits do not have similar rights to higher 

caste members.  

Almost all respondents (99.5%) agreed that they do consider Dalits as friends and also 

agreed they are willing to provide health services to Dalit service users. However, in 

another statement, 3% of respondents agreed that they still considered Dalits as 

untouchables. Additionally, in the statement, ‘Dalit patients should be dealt by Dalit 

health workers’, a large majority of respondents (83.7%) disagreed.  
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Table 7-8: Health workers attitude and practice in relation to Dalits 

Statements Frequency (n) % 

Dalit people have higher health risks (N= 190)   

Strongly Agree/ Agree 47 24.7 

Neutral 90 47.4 

Disagree/ Strongly Disagree 53 27.9 

Dalit patients have same rights as upper caste 

patients (N= 197) 

  

Strongly Agree/ Agree 189 96 

Neutral 1 0.5 

Disagree/ Strongly Disagree 7 3.5 

I consider Dalits as untouchables (N= 195)   

Strongly Agree/ Agree 6 3.0 

Neutral 0 0 

Disagree/ Strongly Disagree 189 97.0 

I accept Dalits as friends (N= 194)   

Strongly Agree/ Agree 193 99.5 

Neutral 1 0.5 

Disagree/ Strongly Disagree 0 0 

I am willing to provide service for Dalits (N= 197)   

Strongly Agree/ Agree 196 99.5 

Neutral 1 0.5 

Disagree/ Strongly Disagree 0 0 

Dalit patients should be dealt by Dalit health 

worker (N= 197) 

  

Strongly Agree/ Agree 10 5.1 

Neutral 22 11.2 

Disagree/ Strongly Disagree 165 83.7 

 

Table 7.9 presents data related to the recommendation from health workers regarding 

Dalit health. When asked the multiple-choice question, ‘How should Dalit people deal 

with health issues?’ all respondents agreed that Dalits should seek medical help first 

whereas 5.2% of them suggested the use of alternative options such as home remedies, 

traditional healers and health education programmes. All respondents agreed that they 

have never discriminated against Dalit patients unintentionally. 
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Furthermore, when health workers were asked about their opinion on how society has   

contributed to Dalit health, the largest minority of respondents (37.8%) stated it has 

done so by providing equal health opportunities, whilst 14.5% stated that there was no 

discrimination towards Dalits. Similarly, responses presented for health knowledge 

including health education and awareness programmes and financial relief including 

free services and financial support were similar, with 26.2% and 25.5% respectively. 

Responses presented for prioritising help (helping need, giving priority) and health 

programmes (Dalits programmes, counselling, health participation) were also similar 

with 11% and 11.6% respectively. 

 

Table 7-9: Health workers recommendation regarding Dalits’ health 

Statements regarding Dalits and health  Frequency (n) % 

How should Dalit people deal with health issues  

(N= 191) 

  

Medical help 191 100 

Other options (home remedies, traditional healer, health 

education programme) 

10 5.2 

Have you ever discriminated Dalit patients without 

meaning to? (N = 183) 

  

No 183 100 

Dalit service users must be dealt with (N=182)   

Positive and equal behaviour 182 100 

How can society contribute to Dalit treatment?  (N = 

172) 

  

No discrimination 25 14.5 

Equal health opportunity 65 37.8 

Prioritising help (Helping needy 10, Giving priority 9) 19 11 

Health Knowledge (education 11, awareness, 34) 45 26.2 

Financial relief (Free services 19, Financial support 25) 44 25.5 

Health Programmes (Dalits programmes 4, Counselling 

4, health participation 12) 

20 11.6 
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7.2.6 Views on improving the health of Dalits 

This section presents health workers’ ideas for improving aspects of health education 

and health centres, and their contribution to promoting and bettering Dalit health. 

Table 7.10 presents the merged responses received for strongly agree and agree, and 

disagree and strongly disagree, in order to have sensible data for statistical analysis. 

Table 7-10: Health workers perceptions on improving Dalits’ health 

Statements Frequency 

(n) 

% 

It is important to inform/educate Dalit communities 

about health (N= 193) 

  

Strongly Agree/ Agree 189 97.9 

Neutral 0 0 

Disagree/ Strongly Disagree 4 2.1 

Contribution of health centre in improving Dalit health 

awareness is very important (N= 195) 

  

Strongly Agree/ Agree 192 98.5 

Neutral 1 0.5 

Disagree/ Strongly Disagree 2 1 

It is important to contribute as a health worker in 

improving Dalit health awareness (N= 194) 

  

Strongly Agree/ Agree 191 98.5 

Neutral 1 0.5 

Disagree/ Strongly Disagree 2 1 

As health worker what is best way to improve health of 

Dalits (N= 236) (Multiple choice) 

  

Equal treatment 26 14.9 

No discrimination 11 6.3 

Financial relief (Free services= 52, Financial support= 1) 53 30.5 

Health Knowledge (education =47, awareness =44) 91 52.3 

Health Programmes (Dalits programmes= 8, Counselling 

11, health participation 9, home visits 4, screening 2) 
34 19.5 

Health access (easy 7, prioritizing Dalits 14) 21 12 

How to make health service more open (N= 634)    

Counselling 118 60.2 

Screening  129 65.8 

Better services (opening hrs= 48, more HW 66, telemed. 2) 116 59.2 

Advertise in community 125 63.8 

Outreach (Home visit= 27, Outreach 66) 146 74.5 
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Nearly ALL respondents strongly agree/agree that it is important to inform/educate 

Dalit communities about health (97.9%), contribution of health centres (98.5%) and 

health workers (98.5%) in improving Dalit health awareness is very important. 

Further, when asked, ‘what is the best way to improve health of Dalits as a health 

worker?’ a small majority of respondents (52.3%) identified health-and-education-

related programmes as the best approach. A high proportion of respondents stated 

outreach programmes (74.5%), including home visits, which was a popular option to 

make health services more open, followed by screening programmes (65.8%) and 

advertising amongst communities (63.8%). 

7.3 Analysis of factors associated with employment level 

The following section presents chi-square test analysis to compare presented cross-

tabulation of factors potentially associated with employment level (Junior and Senior). 

Analysis was carried out to describe the relationships between employment position 

with socio-demographic characteristics, current health services, health discrimination, 

health utilisation and health workers’ attitude and work practice. This section will allow 

us to analysis if there is any different behaviour, level of discrimination and service provided 

based on their position (Junior and Senior). The position has been divided into Junior and 

Senior, based on the length of time they have been in the job 9as a proxy for experience they 

have in the job), in order to conduct a decent statistics analysis. 

7.3.1 Relationship between socio-demographic characteristics and employment 

level 

Table 7.11 presents an examination of the association between employment level and 

socio-demographic characteristics; namely caste, religion, age, gender, marital status, 

education, local resident of health post, and job experience as health worker (in years). 

The representation of respondents from Dalit and Janajati (72.8%) communities in 

junior level employment is slightly higher than Brahman (70.6%) and Chhetri 
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(70.6%), although relatively similar. However, the percentage of staff in senior level 

employment is low for both Dalit and Janajati (27.2%) and Brahman and Chhetri 

(29.4%) communities. However, the difference is not statistically significant. 

Moreover, religion is strongly associated with employment level (P<0.05). A 

comparatively higher proportion (71.4%) of Christians are involved in senior level 

employment compared to respondents from Hindu (28.6%) and Buddhist (14.3%) 

religions.  

Another highly significant association with employment level is age (P<0.05). All 

respondents in the age group 45+ years were engaged in junior level employment, 

whereas less respondents (62%) from 18-25 years age group were engaged in a junior 

level position. In comparison, 38% of staff from the senior level employment belonged 

to 18-25 age group, 25.7% belong to the 26-35 age group, and 10.7% were from the 

36-45 age group. Interestingly, the proportion of male representation (73.4%) in a 

junior level position is slightly higher in comparison to female representation (71.1%), 

and vice versa on a senior level, where males and females represent 26.6% and 28.9% 

respectively. Further, the proportion of married respondents (75.8%) in a junior 

position is comparatively high compared to unmarried/divorced respondents (67.7%).  

A significantly higher proportion of respondents (91.7%) who completed their 

education to level 10 or lower ended up in junior positions, whereas the higher 

proportion of respondents (33.3%) who completed level 12+ education came from a 

senior level position (See Table 7.2.1). Moreover, the number of respondents that were 

local residents of the health post and worked in senior level positions was slightly 

higher (29.2%) than the number of respondents who did not (26%).  
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Table 7-11: Association between socio-demographic characteristics and 

employment position 

Characteristics Employment (N=199) P –  

Value Junior HW* Senior 

HW** 

n % n %  

Caste/Ethnicity (n=196)      

Brahman 36 70.6 15 29.4  

Chhetri 36 70.6 15 29.4  

Dalit and Janajati  67 72.8 25 27.2 0.942 

Religion (n=198)      

Hindu 120 71.4 48 28.6  

Buddhist 18 85.7 3 14.3  

Christian 2 28.6 5 71.4 0.015 

Age (yrs.) (n=202)      

18-25 57 62.0 35 38.0  

26-35 52 74.3 18 25.7  

36-45 25 89.3 3 10.7  

45+ 9 100 0 0 0.006 

Gender (n=202)      

Female 96 71.1 39 28.9  

Male 47 73.4 17 26.6 0.733 

Marital status (n=196)      

Married 72 75.8 23 24.2  

Unmarried/ Divorce  67 67.7 32 32.3 0.210 

Education (n=198)      

10th Grade or less 11 91.7 1 8.3  

11-12th grade 98 72.6 37 27.4  

12+ 32 66.7 16 33.3 0.222 

Local resident of health post (n=192)      

Yes 63 70.8 26 29.2  

No 74 74.0 26 26.0 0.621 

Experience as health worker (n=201)      

Less than 1year 19 54.3 16 45.7  

1-3 years 43 68.3 20 31.7  

3-6 years 33 68.8 15 31.2  

6-10 years 18 81.8 4 18.2  

10+years 30 96.8 1 3.2 0.002 

Notes:  *=Junior health worker; **=Senior health worker; p-value less than 0.05 

(P<0.05) indicates statistically significant finding. 
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Surprisingly, the proportion of respondents who have more years of experience had 

lower representation in senior level positions. For example, 10+ years of experience 

(3.2%), 6-10 years (18.2%), 3-6 years (31.2%), 1-3 years (31.7%) and less than a year 

(45.7%). Again, this was statistically significant (P<0.05). 

7.3.2 Relationship between current health services and employment   

This section analyses the relationship between employment level and current health 

services in relation to a range of factors including number of health workers, number 

of attended patients, distribution of health information in general, Dalit communities, 

Dalit participation in health, whether community health needs are fulfilled, whether 

sufficient medical needs are easily available, and the use of traditional healers, 

presented in Table 7.12. 

A highly statistically significant association (P<0.01) was observed between the 

number of health workers in the local communities and employment level. The most 

frequent number of senior health workers available to provide services ranges was 61-

80 (59.5%) whereas the least were from the range 1-20, and more than 81 were exactly 

the same (16.7%). The proportion of respondents who attended to between 1-20 and 

41-60 service users in a day is similar (55.8% and 55.6% respectively). Whereas range 

21-40, 61-80, 81-100 and 100+ is not very different (77.9%, 85.7%, 81.8% and 80%), 

nor is there a statistically significant association (P>0.05). 

The highest proportion of respondents from junior level employment stated that better 

ways of providing health information in general communities would come through 

health workers (81.5%) as opposed to other options. Whereas, in general communities, 

social media (40%) was popular among the senior level health workers. Additionally, 

similar output regarding information through health workers (90.8%) in Dalit 

communities has been identified with a higher proportion of respondents. 

Furthermore, in Dalit communities, social media (3.3%) seems to be the least common 

channel for health information distribution among senior health workers. Moreover, a 
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comparatively higher percentage of responses (39.5%) who stated 21-40% of service 

users attended by health workers are Dalits, were from senior level positions, 

compared to 0-20%, (23.1%) indicating that there may be less than 20%, or that none 

could be Dalits users in a day.  

More than three quarters of respondents (81.8%) who disagreed/ strongly disagreed 

that communities’ health needs are fulfilled, were from junior level positions. Junior 

level employees who responded strongly agree/ agree and neutral are equal (71%). A 

comparatively higher proportion of respondents (82.6%) who disagree/ strongly 

disagree that sufficient medical needs were available within the communities are 

engaged in a junior level position. Most respondents strongly agree/ agree that most 

Dalits still go to traditional healers for health issues. The majority of them (70.6%) are 

from a junior level position. 

Table 7-12: Association between current health services, information and 

employment position 

Variables Employment (N=199) P –  

Value Junior HW Senior HW 

n % n %  

Number of health staff in community (n=201)      

1-20 100 83.3 20 16.7  

21-40 14 58.3 10 41.7  

41-60 9 75.0 3 25.0  

61-80 15 40.5 22 59.5  

81-100  5 83.3 1 16.7 0.001* 

Number of users attended by health workers in a 

day (n=195) 

     

1-20 40 58.8 28 41.2  

21-40 67 77.9 19 22.1  

41-60 5 55.6 4 44.4  

61-80 12 85.7 2 14.3  

81-100 9 81.8 2 18.2  

100+ 4 80.0 1 20.0 0.069 

* P < 0.01 highly significant   ** P< 0.05 significant 
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Table 7-13: Continued 

Variables Employment (N=199) P –  

Value Junior HW Senior HW 

n % n %  

Distribution health info general population (N= 

202) 

     

Radio 93 71.0 38 29.0  

Television 90 68.7 41 31.3  

Newspaper and Magazine 88 71.0 36 29.0  

Brochures or flip charts 96 72.7 36 27.3  

Health Education programmes 117 73.1 43 26.9  

Health Workers 123 81.5 28 18.5  

Community Meetings 63 78.8 17 21.2  

Social Media 9 60.0 6 40.0 0.269 

Distribution health info Dalit community (N=202)      

Radio 94 70.7 39 29.3  

Television 89 71.2 36 28.8  

Newspaper and Magazine 82 70.1 35 29.9  

Brochures or flip charts 95 73.1 35 26.9  

Health Education programmes 111 71.2  45 28.8  

Health Workers 59 90.8  6  9.2   

Community Meetings 66 76.7  20  3.3   

Social Media 2 66.7  1  3.3  0.833 

Dalit Service Users in HW’s catchment (n=200)      

0-20 % 83 76.9 25 23.1  

21-40 % 46 60.5 30 39.5  

41-60 % 12 100 0 0  

80%+ 1 100 0 0 0.10 

Communities’ health needs are fulfilled (N=193)      

Strongly Agree/ Agree 123 71.5 49 28.5  

Neutral 5 71.4 2 28.6  

Disagree/ Strongly Disagree 9 81.8 2 18.2 0.760 

Sufficient medical needs available (N=198)      

Strongly Agree/ Agree 92 68.1 43 31.9  

Neutral 10 71.4 4 28.6  

Disagree/ Strongly Disagree 38 82.6 8 17.4 0.170 

Most Dalits go to traditional healer (N=199)      

Strongly Agree/ Agree 72 70.6 30 29.4  

Neutral 48 73.8 17 26.2  

Disagree/ Strongly Disagree 21 72.4 8 27.6 0.899 

* P < 0.01 highly significant    ** P< 0.05 significant 
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7.3.3 Relationship between health discrimination perceptions and employment 

This section presents data about the relationship between health discrimination and 

the employment position of health workers.  Table 7.13 presents findings of cross-

tabulation data between the perception of health workers’ comfort in treating Dalit 

service users, their treatment towards Dalits in comparison to the general population, 

discrimination towards Dalits in society and health centres, based on caste, economic 

status, Dalits’ knowledge and understanding of health issues and employment status 

(e.g., Senior or Junior level).  

To the statement, ‘health workers are uncomfortable providing services to Dalit 

service users’ the respondents who responded strongly agree/ agree are entirely, and 

those who responded disagree/strongly disagree (71.6%) are from junior level. This is 

also a statistically highly significant association (P<0.05). Again, all respondents who 

strongly agreed/ agreed that treatments are different for Dalit patients compared to 

other social groups are from junior level employment. Furthermore, more than one 

third (32.4%) of senior level respondents strongly agreed/ agreed that Dalits are 

discriminated against in society. Similarly, 100% of respondents from junior level 

positions strongly agreed/ agreed that Dalits are discriminated in health centres. A 

comparatively higher percentage stated strongly agree/ agree that Dalits are 

discriminated based on their caste (42.3%), and also stated strongly agree/ agree that 

Dalits are less discriminated if they are rich (35%). Both groups were engaged in a 

senior level position.  

Surprisingly, three quarter of respondents (75.2%) who disagreed/ strongly disagreed 

with the statement ‘Dalits have better health knowledge and understanding than non-

Dalits’ belong to junior level positions. Furthermore, a higher proportion of 

respondents (78.9%) who agree/strongly agree that it is difficult to make Dalits 

understand health-related issues are junior level health workers, as compared to neutral 

(73.1) and disagree/ strongly disagree (70.6%). Again, a higher percentage (75%) of 
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respondents who responded they agree/strongly agree that they have witnessed 

discrimination in health services are junior level health workers.      

Table 7-14: Association between health discrimination and employment position 

Statements Employment (N=199) P –  

Value Junior HW Senior 

HW 

n % n %  

Health workers uncomfortable treating Dalits 

(N=197) 

     

Strongly Agree/ Agree 8 100 0 0  

Neutral 0 0 3 100  

Disagree/ Strongly Disagree 131 71.6 52 28.4 0.005 

Treatments different for Dalit patients compared to 

other social groups (N=195) 

     

Strongly Agree/ Agree 5 100 0 0  

Neutral 0 0 0 0  

Disagree/ Strongly Disagree 132 70.6 55 29.4 0.151 

Dalits are discriminated in society (N=199)      

Strongly Agree/ Agree 23 67.6 11 32.4  

Neutral 35 79.5 9 20.5  

Disagree/ Strongly Disagree 82 69.5 36 30.5 0.391 

Dalits are discriminated in health centre (N=199)      

Strongly Agree/ Agree 3 100 0 0  

Neutral 0 0 0 0  

Disagree/ Strongly Disagree 137 71.0 56 29.0 0.270 

Dalits are discriminated based on their caste (N=198)      

Strongly Agree/ Agree 15 57.7 11 42.3  

Neutral 36 78.3 10 21.7  

Disagree/ Strongly Disagree 88 71.5 35 28.5 0.179 

Dalits are less discriminated if they are richer 

(N=193) 

     

Strongly Agree/ Agree 13 65 7 35  

Neutral 41 75.9 13 24.1  

Disagree/ Strongly Disagree 83 71.6 33 28.4 0.634 

Dalits have better health knowledge and 

understanding than non-Dalits (N=198) 

     

Strongly Agree/ Agree 12 70.6 5 29.4  

Neutral 51 66.2 26 33.8  

Disagree/ Strongly Disagree 76 75.2 25 24.8 0.419 
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Its little hard to make Dalits understand health 

relation issues (N=193) 

     

Strongly Agree/ Agree 15 78.9 4 21.1  

Neutral 38 73.1 14 26.9  

Disagree/ Strongly Disagree 84 70.6 35 29.4 0.740 

I have witnessed discrimination in health services 

(N=199) 

     

Strongly Agree/ Agree 6 75 2 25  

Neutral 10 71.4 4 28.6  

Disagree/ Strongly Disagree 124 71.3 50 28.7 .974 

 

7.3.4 Relationship between health utilisation perceptions and employment 

Table 7.14 reports association of employment and perceptions of health workers on 

difficulty accessing local health services in the general population as well as Dalit 

communities. Both statements showed no statistically significant associations 

(P>0.05), with little difference in perceptions of Junior versus Senior health workers. 

Table 7-15: Association between health workers perceptions on difficulties in 

accessing local health services and employment position 

Perception on accessing local health service Employment (N=199) P –  

Value 

Junior HW Senior HW  

n % n %  

Perception on difficulty accessing local health 

service in general communities (N=196) 

     

Strongly Agree/ Agree 19 70.4 8 29.6  

Neutral 9 60 6 40  

Disagree/ Strongly Disagree 110 72.8 41 27.2 0.570 

Perception on difficulty accessing local health 

service in Dalit communities (N=192) 

     

Strongly Agree/ Agree 14 70.0 6 30.0  

Neutral 12 75.0 4 25.0  

Disagree/ Strongly Disagree 110 71.9 43 28.1 0.187 
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7.3.5 Relationship between health attitude and practices and employment 

Table 7.15 reports findings from an analysis of association between employment level 

and health worker protection on health risks, Dalit rights and their overall attitude 

towards Dalit service users. A comparatively higher percentage of respondents 

(82.2%) who strongly agree/ agree that Dalits do have a higher health risk in 

comparison to the upper caste are junior health workers. More than half (57.1%) of 

respondents who disagree/ strongly disagree on the statement, ‘Dalit patients have 

same rights as upper caste patients’ are senior health workers. Respondents who 

strongly agree/ agree that Dalits are considered untouchables are equal in proportion 

(50%). Other statements such as, ‘Dalits are friends’, and ‘there is willingness to 

provide services to Dalits’ received positive responses, except the statement, ‘Dalit 

patients should be dealt by Dalit health workers’, where a higher proportion of 

respondents (88.9%) who strongly agree/ agree were junior health workers, but there 

was no significant association observed. 

Table 7-16: Association between health workers’ attitude, practices and 

employment position 

Statement Employment 

(N=199) 

P –  

Value 
Junior HW Senior 

HW 

n % n %  

Dalit people have higher health risks (N= 190)      

Strongly Agree/ Agree 37 82.2 8 17.8  

Neutral 58 64.4 32 35.6  

Disagree/ Strongly Disagree 39 75 13 25.0 0.079 

Dalit patients have same rights as upper caste 

patients (N= 197) 

     

Strongly Agree/ Agree 134 72 52 28  

Neutral 1 100 0 0  

Disagree/ Strongly Disagree 3 42.9 4 57.1 0.201 

I consider Dalits as untouchables (N= 195)      

Strongly Agree/ Agree 3 50.0 3 50.0  

Neutral 0 0 0 0  

Disagree/ Strongly Disagree 134 72.0 52 28.0 0.240 
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I accept Dalits as friends (N= 194)      

Strongly Agree/ Agree 136 71.6 54 28.4  

Neutral 0 0 1 100  

Disagree/ Strongly Disagree 0 0 0 0 0.115 

I am willing to provide service for Dalits (N= 

197) 

     

Strongly Agree/ Agree 139 72.0 54 28.0  

Neutral 0 0 1 100  

Disagree/ Strongly Disagree 0 0 0 0 0.111 

Dalit patients should be dealt by Dalit health 

worker (N= 197) 

     

Strongly Agree/ Agree 8 88.9 1 11.1  

Neutral 14 63.6 8 36.4  

Disagree/ Strongly Disagree 117 71.8 46 28.2 0.365 

 

Table 7.16 presents health workers’ perceptions on contributions of society towards 

Dalits health, how Dalits should deal with their health issues, discrimination as a health 

worker, and its association with employment level. It is interesting to note that 82.8% 

of respondents who asserted that society’s contribution to Dalit health was providing 

equal health opportunities were junior health workers, whereas 47.4% of senior health 

workers stated that the contribution was prioritising Dalits in providing services. This 

was a statically significant finding (P<0.05).  Questions on how Dalits should treat 

health issues and whether health workers ever unconsciously discriminated against 

Dalit patients were not statistically significant (P>0.05). 
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Table 7-17 Association between employment position and health workers 

perception on health recommendation. 

Statements Employment (N=199) P –  

Value Junior  

HW 

Senior 

HW 

n % n % 

How can society contribute to Dalit 

Treatment?  

(N = 172) 

     

No discrimination 17 68.0 8 32  

Equal health opportunity 53 82.8 11 17.2  

Prioritising help (Helping needy 10, Giving 

priority 9) 

10 52.6 9 47.4  

Health Knowledge (education 11, awareness, 

34) 

30 71.4 12 28.6  

Financial relief (Free services 19, Financial 

support 25) 

26 65 14 35  

Health Programmes (Dalits Programmes 4, 

Counselling 4, health participation 12) 

12 70.5 5 29.5 0.052 

How should Dalits deal with health issues 

(N= 197) 

     

Medical help 136 72.3 52 27.7  

Other options (home remedies, traditional 

healer, health education programme) 

8 80.0 2 20.0 0.849 

Have you ever discriminated Dalit patients 

without meaning to? (N = 183) 

     

Yes 1 100 0 0  

No 127 70.9 50 29.1 0.523 

 

7.3.6 Relationship between employment and perceptions on improving the 

health of Dalits 

Table 7.17 reports the relationship between employment position and health workers 

perceptions on improving Dalit health such as informing/educating Dalit communities 

about health, the contribution of health centres as well as health workers towards the 

betterment of Dalits’ health, and ways to make health services more open. 

The majority of respondents who disagree/strongly disagree that it is important to 

inform/educate Dalit communities about health are junior health workers. A 
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comparatively higher percentage of respondents who strongly agree/agree that 

contribution of health centres (72%), health workers (71.8%) are important are from 

junior level health workers. 

Furthermore, a comparatively higher proportion of respondents who responded that 

providing equal treatment (92.3%) is the best way to improve Dalit’s health were 

junior health workers. This was followed by options such as easy health access 

(89.5%), no discrimination (81.8%) and health-related programmes (81.3%). 

Similarly, the majority of respondents who stated that providing better services was a 

popular way of making the health service more open were junior health worker, 

whereas the majority of respondents who responded with outreach were senior health 

workers. 
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Table 7-18: Association between employment position and health workers 

perceptions on improving Dalit’s health 

Statements Employment 

(N=199) 

P –  

Value 

Junior  

HW 

Senior 

HW 

n % n %  

Important to inform/educate Dalit 

communities about health (N= 193) 

     

Strongly Agree/ Agree 133 71.5 53 28.5  

Neutral 0 0 0 0  

Disagree/ Strongly Disagree 3 75.0 1 25.0 0.878 

Contribution of health centre in improving 

Dalit health awareness is very important (N= 

195) 

     

Strongly Agree/ Agree 136 72 53 28  

Neutral 1 100 0 0  

Disagree/ Strongly Disagree 2 100 0 0 0.559 

It is important to contribute as a health 

worker in improving Dalit health awareness 

(N= 194) 

     

Strongly Agree/ Agree 135 71.8 53 28.2  

Neutral 0 0 1 100  

Disagree/ Strongly Disagree 2 100 0 0 0.190 

As a health worker what is the best way to 

improve health of Dalits (N= 174) 

     

Equal treatment 24 92.3 2 7.7  

No discrimination 9 81.8 2 18.2  

Financial relief  29 55.8 23 44.2  

Health knowledge  59 69.4 26 30.6  

Health programmes 26 81.3 6 18.7  

Health access  17 89.5 2 10.5 0.90 

How to make health service more open (N= 

196) 

     

Counselling 83 72.2 32 27.8  

Screening  90 71.4 36 28.6  

Better services  68 79.0 18 21.0  

Advertise in community 92 75.4 30 24.6  

Outreach  88 71.0 36 29.0 0.208 
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7.3.7 Relationship between caste/ethnicity and health workers perceptions 

regarding Dalit’s health 

This section (see Table 7.18) analyses the association between caste/ethnicity and 

health workers’ perceptions regarding Dalits’ health issues, needs, risks, education and 

views on improving Dalit’s health. This research investigates the aspects of caste-

related health discrimination, however, is not focused on caste inequality within the 

healthcare profession. Therefore, only data that are relevant for further analysis are 

considered. No statistically significant association was found between caste and health 

worker perceptions on the fulfilment of community health, availability of medical 

needs, traditional healing options, Dalit health risks, health education, contributions 

as health workers, better health and open services (P>0.05). 

Table 7-19 Association between caste/ethnicity and health workers perceptions 

regarding Dalit’s health    

Statements Caste/Ethnicity (n=196) P - 

Value Brahman Chhetri Dalit and 

Janajati 

n % n % n %  

Communities’ health needs are fulfilled 

(n=193) 

       

Strongly Agree/ Agree 45 26.5 47 27.6 78 45.9  

Neutral 1 14.3 2 28.6 4 57.1  

Disagree/ Strongly Disagree 3 30 1 10 6 60 0.716 

Sufficient medical needs available (n=198)        

Strongly Agree/ Agree 34 25.6 37 27.8 62 46.6  

Neutral 6 40 4 26.7 5 33.3  

Disagree/ Strongly Disagree 11 25 8 18.2 25 56.8 0.439 

Most Dalits go to traditional healer 

 (n=199) 

       

Strongly Agree/ Agree 30 29.4 27 26.5 45 44.1  

Neutral 16 25.8 18 29.0 28 45.2  

Disagree/ Strongly Disagree 5 17.2 5 17.2 19 65.6 0.325 

Dalit people have higher health risks  

(n= 190) 

       

Strongly Agree/ Agree 12 26.1 12 26.1 22 47.8  

Neutral 20 23.0 25 28.7 42 48.3  

Disagree/ Strongly Disagree 16 31.4 12 23.5 23 45.1 0.990 
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Important to inform/educate Dalit  

communities about health (N= 193) 

       

Strongly Agree/ Agree 46 25.1 49 26.8 88 48.1  

Neutral 0   0   0    

Disagree/ Strongly Disagree 2 50.0 1 25.0 1 25.0 0.661 

Important to contribute as a health  

worker in improving Dalit health (n= 194) 

       

Strongly Agree/ Agree 47 25.4 50 27.0 88 47.6  

Neutral 0 0.0 0  1 100.0  

Disagree/ Strongly Disagree 1 50.0 0  1 50.0 0.831 

As a health worker what is the best way to  

improve health of Dalits (N= 174) 

       

Equal treatment 5 20.0 7 28.0 13 52.0  

No discrimination 2 18.2 3 27.3 6 54.5  

Financial relief 15 28.8 17 32.7 20 38.5  

Health Knowledge  21 23.6 18 20.2 50 56.2  

Health Programmes 13 39.4 9 27.3 11 33.3  

Health access  4 21.1 5 26.3 10 52.6 0.611 

How to make health service more open (N= 

196) 

       

Counselling 27 23.9 29 25.7 57 50.4  

Screening  26 20.8 39 31.2 60 48.0  

Better services  33 29.2 33 29.2 47 41.6  

Advertise in community 34 27.6 35 28.5 54 43.9  

Outreach  40 27.8 42 29.2 62 43.1 0.337 

 

7.3.8 Relationship between gender and current health services 

This section (Table 7.19) analyses association between gender and health workers’ 

perceptions regarding Dalit health issues, needs, risks, education, and views on 

improving Dalit health. The focus of this PhD study is on caste-related health 

discrimination. However, it also investigates some aspects of gender inequality. 

Therefore, based on frequency tables, some relevant data that are worth analysing with 

regards to gender aspects are presented here. There was no statistically significant 

association with caste between gender and health workers’ perceptions regarding Dalit 

health (P>0.05). 
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Table 7-20: Association between gender and health workers perceptions regarding 

Dalits’ health 

 Statements Gender (n=202) P –  

Valu

e 

Female Male  

n % n %  

Communities’ health needs are fulfilled 

(N=193) 

     

Strongly Agree/ Agree 118 67.4 57 32.6  

Neutral 6 85.7 1 14.3  

Disagree/ Strongly Disagree 5 45.5 6 54.5 0.181 

Sufficient medical needs available 

(N=198) 

     

Strongly Agree/ Agree 95 69.3 42 30.7  

Neutral 10 66.7 5 33.3  

Disagree/ Strongly Disagree 27 58.7 19 41.3 0.415 

Most Dalits go to traditional healer 

(N=199) 

     

Strongly Agree/ Agree 71 68.3 33 31.7  

Neutral 42 64.6 23 35.4  

Disagree/ Strongly Disagree 20 66.7 10 33.3 0.886 

General Communities (N=196)      

Strongly Agree/ Agree 18 66.7 9 33.3  

Neutral 8 53.3 7 46.7  

Disagree/ Strongly Disagree 105 68.2 49 31.8 0.507 

Dalit communities (N=192)      

Strongly Agree/ Agree 11 55.0 9 45.0  

Neutral 8 50.0 8 50.0  

Disagree/ Strongly Disagree 108 69.2 48 30.8 0.162 

Dalit people have higher health risks (n= 

190) 

     

Strongly Agree/ Agree 30  63.8  17  36.2   

Neutral 56  62.2  34  37.8   

Disagree/ Strongly Disagree 41  77.4  12  22.6  0.292 

Important to inform/educate Dalit  

communities about health (N= 193) 

     

Strongly Agree/ Agree 127  67.2  62  32.8   

Neutral 0  -    0  -     

Disagree/ Strongly Disagree 2  50.0  2  50.0  0.096 
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Important to contribute as a health  

worker in improving Dalit health (n= 

194) 

     

Strongly Agree/ Agree 128  67.0  63  33.0   

Neutral 0 - 1 100  

Disagree/ Strongly Disagree 2  100.0  0  -    0.101 

As a health worker what is the best way 

to improve health of Dalits (N= 174) 

     

Equal treatment 19  73.1  7  26.9   

No discrimination 8  72.7  3  27.3   

Financial relief 41  77.4  12  22.6   

Health Knowledge  62  68.1  29  31.9   

Health Programmes 24  70.6  10  29.4   

Health access  9  42.9  12  57.1  0.825 

How to make health service more open 

(N= 196) 

     

Counselling 76  64.4  42  35.6   

Screening  79  61.2  50  38.8   

Better services  63  54.3  53  45.7   

Advertise in community 84  67.2  41  32.8   

Outreach  96  65.8  50  34.2  0.009 

 

7.4 Analysis of free text responses 

The questionnaire facilitated an open response for respondents’ perceptions on the 

question, ‘How does a healthcare worker treat people from Dalit communities?’  

One respondent stated that they (the health workers) prioritise Dalits:  

“Service users are treated equally, no difference based on caste. 

However, prioritising Dalits can help in promoting Dalits to utilise 

healthcare”. 

A total of 182 respondents and 649 responses were collected to the question and were 

grouped according to the topics. Most however were very short, and an overwhelming 

number of responses were repetitive. Examples include showing equal behaviour 

(n=135), prioritising Dalits (n=86), positive behaviour (n=93), no discrimination 
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(n=105), without any discrimination (n=47), same as other caste (n=35), helpful 

(n=29), friendly (n=98), welcoming approach (n=21). 

7.5 Chapter summary  

This chapter presents key findings from the survey carried out with health workers in 

Makwanpur district. The survey included questions such as their perceptions on 

current health services, health discrimination and utilisation, attitudes and practices, 

and response towards Dalits, as well as their socio-economic background. Survey 

responses were manually entered into SPSS 26 and descriptive analysis was 

performed. Data were presented in both tabular and graphical formats. Almost half of 

the respondents were female, from Dalit and Janajati groups, junior level positions, 

and from the 18-25 age group. Further analysis of the relationship between variables 

such as current health services and employment, perceptions of health discrimination 

and employment, perceptions of health utilisation and employment, health 

attitudes/practices and employment, employment and perceptions on improving the 

health of Dalits, caste/ethnicity and health workers perceptions regarding Dalits’ 

health and gender, and current health services was performed. The relationships were 

established as P< 0.01 being highly significant, P< 0.05 significant and P> 0.05 not 

significant. 

  



 

 

147 

 

 

Chapter 8 Discussion 

This chapter discusses how this PhD research has addressed its aim to investigate 

caste-based discrimination in Nepal’s health sector, particularly focusing on those at 

the bottom of the caste hierarchy. In this chapter, the qualitative key findings are 

summarized, assessed, compared, and contrasted with the quantitative findings and 

further discussed in light of the existing literature. The qualitative research includes 

FGDs with Dalits (male and female), exit interviews with Dalits who have recently 

used health services, and key stakeholder interviews including four government 

workers (medical coordinators) and two non-government organisation (NGO) 

workers. The quantitative study includes health workers in the study district, focusing 

on four key areas: (1) social discrimination and its health impacts; (2) roles of other 

social determinants alongside caste and associated health impacts; (3) status of health 

and resources; and (4) public health programmes. Within each section, the qualitative 

findings are interpreted first, followed by quantitative findings highlighting and 

explaining any similarities and/or differences with reference to the literature. The final 

section offers methodological reflections on the role of the researcher and the specific 

limitations and strengths of this PhD study. 

8.1 Social discrimination and its health impacts  

Identifying underlying reasons for health discrimination in Dalit communities 

addresses one of the key questions of this study. The FGDs and stakeholder interviews 

have been very useful in addressing this objective, whilst the survey findings added 

valuable insights. Three main areas were found to be associated with health 

discrimination: (a) long established culture (caste system) and untouchability related 

to it; (b) lack of legislation, specifically the lack of effective implementation and 

policy of existing laws; and (c) a need for positive and equal behaviour.  
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8.1.1 Long established culture 

This study reported that caste discrimination is core to the long-established Hindu 

religion and culture. As caste hierarchy is the foundation of Hinduism, and as most 

people in Nepal are devoted to Hinduism this helps explain the continuity of 

untouchability and social exclusion of lower castes (see Section 1.4).  The higher the 

proportion of the population in society who follow Hinduism, the more caste hierarchy 

is encouraged, leading to an increased possibility of discrimination and continued 

social exclusion of Dalits.  

The qualitative study highlighted that caste discrimination against Dalits still exists 

(see Section 6.3) especially from people of higher caste backgrounds and/or older 

people. Many Dalits shared that they face challenges in their everyday lives, such as 

struggling for food and shelter, using public services, experiencing violence and 

physical/mental abuse (see Section 6.3.1). Many participants also explained that they 

have faced discrimination, not only in private places, (in an individual’s home, or 

private properties) but also in public areas such as public water taps, temples, and 

cultural programmes. Consequently, Dalits have normalised the experience; they may 

be unable to accept it privately but have come to see it as a static part of their life. This 

can be defined as internalisation of the stigma (Thompson 2012), where one dominated 

group accepts the negative behaviours, beliefs, attitudes, ideologies and stereotypes of 

the dominant group (David et al. 2019). Internalised discrimination is argued to be 

harmful and may directly impact health outcomes. Examples include internalised 

homophobia (Newcomb and Mustanski 2010), lower social status (Jackson et al. 

2015), stigma related with sickness (Logie et al. 2013) and racism (David et al. 2019), 

all of which have been associated with damaged psychological health, poorer 

wellbeing or the expression of behaviours that are dangerous to health. Further, the 

discriminated group may succumb to the feelings of self- devaluation, self-doubt, low 

self-esteem and worth, leading them to believe that their situation is hopeless and 

helpless. (Durso et al. 2012).   
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As noted previously, discrimination occurs in multiple forms, despite legislation 

banning caste discrimination in Nepal (Section 6.3.1.4), most Dalits still experience 

discrimination. As one Dalit participant in the interviews stated, ‘they are 

discriminated in terms of cleanliness and education, however even if they become 

cleaner and more educated, they still experience discrimination’. This indicates that 

the main reason is not their cleanliness or education but a deeper perpetuation of caste 

hierarchy and untouchability.  

Caste discrimination is divided into direct and indirect forms of discrimination. As 

previously noted, direct discrimination is when one is treated less favourably, because 

of their protected characteristics (racial or ethnic origin, gender, religion or belief, 

disability, age, sexual orientation or sex). Whereas indirect discrimination is when one 

is treated unfairly because of neutral criteria that may not be formally prohibited but 

is perceived as less favourable to certain groups. An example would be rules or 

policies that apply to everyone, but deliberately disadvantages groups who share 

protected characteristics. Therefore, members become excluded or disadvantaged by 

simply being part of that targeted group (Hajian and Domingo-Ferrer 2012). 

Moreover, discrimination can take place in three different levels: Personal, Cultural 

and Structural (PCS). This is known as the PCS model and it presents the power 

relationships expressed between the individual, groups and society (Thompson 2012). 

This PCS model helps to understand how and why discrimination takes place and how 

it can lead to internalised oppression. Furthermore, it explains how personal beliefs, 

cultural norms and structural institutions work together to promote oppression within 

society (Thompson 2017).  
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Figure 8-1: Neil Thompson PCS Model 

 

Adopted from Thompson (2017) 

The personal level relates to an individual’s opinion and views, where one develops 

and expresses their values and beliefs based on their interactions with others. It 

suggests that emotions and thoughts may impact on the unfairness and inequality that 

is widespread in societies (Nielsen et al. 2016). At the cultural level, acceptance and 

conformity pertaining to other people’s views and opinions is considered in 

establishing social norms that indicate what is ‘good’ or ‘bad’ (Beckett et al. 2017). 

Cultural values are passed from one generation to the next, which perpetuates 

discrimination (Tam 2015).  Finally, the structural level is where prejudice and 

oppression are securely rooted into key societal institutions. This level deals with the 

impacts of various social, financial, and political factors that continuously interact 

with the individual and society while supporting personal beliefs and cultural norms. 

Whilst presented separately, these three levels are linked and manage to reinforce each 

other (Thompson 2017). In the context of this thesis, discrimination at a structural 

level includes educational and government health policies, healthcare practices at an 

organisational level. The cultural level addresses the cultural views and how they 

impact the individual practice of healthcare workers. Dalits are discriminated based 
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on their caste/ethnicity, resulting in rejection for jobs and better education, with double 

discrimination present in terms of gender (International Dalit Solidarity Network 

2020). Additionally, Dalits are discriminated indirectly based on lower education, 

poverty, poor hygiene, etc. (Verma and Acharya 2018).  More recently, the 

government has made “reservations” or “quotas” that are granted to groups of people 

based on their caste. This government quota system has also become a way of labelling 

Dalits as it has become an eternal entitlements that promotes social class division, 

nurture mediocrity and control political discourse (Dunning and Nilekani 2013).    

However, the survey with healthcare workers has indicated that all participating 

healthcare workers believed there was no discrimination against Dalits in terms of 

accessing and utilizing health services (see Section 7.5.2). Dalits are provided similar 

health services as the rest of the population in the eyes of health workers. Similarly, 

100% agreed that Dalits must be supported using a positive approach via the 

demonstration of equal behaviours and no discrimination (see Table 7.2.6). Though 

respondents also stated that Dalits are not discriminated against, they did note that 

their characteristics separate them from others. This uniqueness of Dalits that separates 

them from other communities increases their level of vulnerability to discrimination. 

There would be less chance of discrimination if one could seamlessly integrate and 

not be easily separated from groups. 

Discrimination is not unique to Dalits. Experiences of social discrimination remains  

prevalent in the USA, for example amongst Black, Hispanic and Asian communities, 

(Daniller 2021). Particularly, Native Americans lag far behind in any measure of 

health factors and continue to have a lower average life expectancy (4.4 years less than 

the average US population) (Smith 2017). Similarly, research shows that in New 

Zealand non-European diasporas, including Māori, Asian and Pacific people, 

experience racism and potential impacts on health outcome such as poor primary 

health experiences, limited healthcare utilisation, and unmet healthcare needs, as well 
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as influenced healthcare system design, function and quality of care (Talamaivao et 

al. 2020). 

From research conducted in Australia, Indigenous children aged 5-10 years old also 

confessed to a more frequent experience of racial discrimination and its association 

with health outcomes such as poor mental health including emotional and behavioural 

difficulties, sleep issues, asthma and obesity (Shepherd et al. 2017). Similarly, 

“Gypsy, Roma and Traveller” are terms used by policymakers and researchers, 

including the UK-wide Census 2021 which ’added ‘Roma' to ethnic categories for first 

time (Office for National Statistics 2021a). However, in common terms ‘Roma’ was a 

term commonly used in the UK and across Europe to describe a range of ethnic groups 

that travelled worldwide since the 16th century. Gypsy, Roma and Traveller are the 

most disadvantaged people in the UK with the poorest outcomes in health and 

education (Parliament 2019). The 2011 Census for England and Wales identified that 

14% of gypsies/travellers - more than twice as much as white British –- described their 

health condition as “bad” or “very bad” (Office for National Statistics 2014). Research 

suggested that these conditions are due to barriers to health service utilization that is 

related to health system organisation, service user characteristics, culture and 

language, economic barriers, and discrimination (McFadden et al. 2018).Thus, race 

discrimination remains prevalent across the world.  

Research has established a connection between social exclusion and health inequities 

and documented that people who experience discrimination have worse health 

outcomes comparing with people who do not (DuBois 2003; Blas and Kurup 2010). 

Healthy People 2010, a comprehensive, health promotion and disease prevention 

agenda in the USA listed social discrimination as one explanation for many of the 

health disparities (Almond et al. 2006).   Similarly, WHO also reported discrimination 

as a key issue; achieving SDGs 2030 targets will not be possible unless strong efforts 

are made to address stigma and discrimination, such as the concept of leaving no one 

behind (WHO 2021).  



 

 

153 

 

 

8.1.2 Health impacts due to lack of law and its implementation 

Another barrier identified in achieving better health outcomes is effective law, 

especially the lack of commitment and enforcement from government as well as 

people in the implementation of laws banning caste-based discrimination. Many FGD 

participants noted that the Government of Nepal had introduced legislation against 

caste discrimination but had failed to implement it. Participants expressed that nobody 

adheres to the law resulting in many individuals in Nepal continuing to discriminate 

based on caste and its health consequences (see Section 6.3.1). Laws of the country 

play a crucial role in removing or reducing discrimination. If a law is effective and 

functioning, then it often contributes towards protecting people from injustice and 

discrimination at the structural level. However, in the case of caste-based 

discrimination, the rule of law has remained non-existent (Bennett 2005). The Caste-

based Discrimination Act 2011 criminalised discrimination with a provision of up to 

three years imprisonment. However, due to weak implementation and policing of the 

law, many cases including health issues do not even register, let alone reach court 

(Human Rights Watch 2001). The regulation of the country stands as a foundational 

determinant of health that outlines socioeconomic, cultural and political factors 

connected with health outcomes (Pinzon-Rondon et al. 2015).  

Participants from stakeholder interviews also stated that the existing health gap is 

associated with the continuity of discrimination, due to lack of strong law and effective 

implementation. This research identifies that the government has not been successful 

enough to eliminate it (see Recommendation section 10.3) at a cultural and personal 

level (see Page 149-150, PCS model). The healthcare system in Nepal has not been 

able to meet international standards and disease prevalence is considerably greater in 

comparison to other South Asian countries (Acharya and Subba 2008). Strengthened 

law and its effective implementation would help to acknowledge the health challenges 

faced by  the country, thus would contribute in achieving the health outcomes as stated 

in the 2030 agenda (Dingake 2017). It is also identified that the rule of law has 

independent association with life expectancy, infant mortality rate, diabetes and 
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cardiovascular disease; the stricter the law adherence, the better the health outcome 

(Pinzon-Rondon et al. 2015). 

Furthermore, most Dalits do not report discrimination due to the risk of being shunned 

by their communities, since they are required to live in the same society as those who 

accept discrimination. Some also stated that discrimination often goes unreported 

formally, including health discrimination, and that even reported discrimination is not 

acted upon effectively or in a timely manner. So, if they do not raise concerns, the 

government cannot investigate offending individuals. Despite the fact that, if there is 

concern raised then proper investigative measures should be taken, the literature 

suggests that this is not always the case. A report in India 2018 stated that a doctor 

refused to touch a Dalit service user during a medical check-up. Although this was a 

punishable crime, no formal complaint was lodged (Nigar 2018).  

They added that, since the law has declared caste-based discrimination illegal, it has 

gone underground and is more difficult to see due to its insidious nature. It now mostly 

exists in private places, and in the form of indirect discrimination such as in the name 

of education, poverty or personal hygiene and wellbeing to discrimination, and that 

they (Dalits) have learned to live with it. Discrimination is hidden in society, so it has 

been difficult to identify discrimination and assess its impact on health outcomes 

(Jungari and Bomble 2013). There is no doubt that the establishment and 

implementation of law has been an issue because of its relation to the cultural roles 

and norms of caste hierarchy (Coulter et al. 2008) that is deeply ingrained in the better 

health of Dalits. Another implementation challenge has been the denial (by some) of 

the very existence of discrimination, whether it is within society or by national leaders 

(Thorat and Madheswaran 2018). However, this research shows that people are 

gradually educating themselves and becoming familiar with the law and its 

consequences, including the understanding that better health and wellbeing fall under 

their human rights. 
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8.1.3 Equality is not equity 

The main reason for health inequality among Dalits is a lack of health equity. Almost 

all health workers (97%) who took part in the survey stated that they provide equal 

health services and treatment regardless of service users’ caste status. They also 

thought there were equal health opportunities, as the same health awareness 

programmes are provided to both Dalit and non-Dalit users. Similarly, participants of 

the exit interviews (see Section 6.3.3.1) also confirmed that they received similar 

services and were treated equally. A similar view was reported by the FGD 

participants. Furthermore, when interviewing stakeholders, some stated that health-

related programmes and policies are not separated by caste, therefore similar services 

are provided whether it is health access, services, opportunities, and programmes. 

However, equality is not equity thus, providing as well as receiving equal services is 

not sufficient to shorten the existing health inequality gap. 

Although they sound similar, health equality and health equity are different terms (see 

Figure 8.1), inequality refers to not receiving sameness and indicates the unequal 

distribution of health or healthcare resources, whereas inequity refers to unfairness 

and indicates that people are not able to access similar healthcare opportunities 

because of poor governance, corruption, and cultural disparities (Global Health 

Europe 2009). A recent study in the UK stated that inequality in health may have 

several meanings, such as differences in people’s health, dissimilarity in care they 

receive as well as variances in the opportunities available to them in order to live 

healthy lives (Heaslip et al. 2022). Implementation measures to achieve one outcome 

for the general population can result in dramatically different outcomes for 

marginalised populations (Braveman and Gruskin 2003). Equality refers to allocating 

the same opportunities or resources to each individual or group, whereas equity means 

providing opportunities or resources tailored to different circumstances or populations 

in order to meet equal targets (Temkin et al. 2018). 
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Adopted from Temkin et al. (2018)  

In terms of health equality, the same health services and treatments are provided to the 

entire population. This sounds fair but to achieve it everyone needs to be at the same 

level, have the same needs, and the same kind of access to services and treatments 

(Global Health Europe 2009). For example, the health system of Nepal includes 

everyone equally, such as even distributions of health or healthcare resources (World 

Health Organization 2007). Dalits are not able to access healthcare opportunities 

equally, often due to poor education, not understanding the health system, poverty, 

transportation, and cultural disparities (see Section 6.3.3.3). In reality, sub-groups in 

society often have different circumstances; people with disabilities, diseases, mental 

health problems and  those who live in remote areas and/or areas where health services 

are limited will have different requirements to achieve the same level of health and 

welfare (Culyer 2015).  Dalits fit into such disadvantaged subgroups. This is because 

Dalits have higher levels of physical and mental health issues (see Section 6.3.1), very 

limited awareness about health (see Section 6.3.3.4) and live in isolated areas with 

limited health services (see Section 6.3.1.1).  

Health equity considers factors that influence health such as economic and social 

status, employment, food, housing transport etc. It recognizes different circumstances 

Figure 8-2: Equality versus Equity approach 



 

 

157 

 

 

and needs so that that preexisting health conditions or other social barriers do not 

restrict the ability to achieve an equal output. Equity brings social justice or fairness; 

equity in health can be described as the non-existence of social inequality or unfair 

health disparities (Temkin et al. 2018). Health equity offers special attention to the 

allocation of resources and other involved processes that may result in certain kinds 

of health disparities between advantaged and less advantaged social groups (Braveman 

and Gruskin 2003).  

Researchers in the UK recently concluded that lack of equity in health services, which 

leads to health disparities, are linked to wider determinants of health (Heaslip et al. 

2022), such as power, prestige, socio-economic position, better education, 

employment and participation in politics (Kabir et al. 2018). This study identified a 

similar outcome. Caste discrimination and other social determinants also affects Dalit 

health (see Section 6.3.2). Inequalities related to health service access are preventable;  

people who are disadvantaged and not easy to reach have higher chances of 

experiencing health inequalities and are prone to poorer health outcomes (Hui et al. 

2020). Inequality of health or resources is one measure of inequity, which is applicable 

where one might expect equality. It can be claimed that global health inequity takes 

place when countries fail to achieve their global health targets, such as sustainable 

development goals (Global Health Europe 2009).  

8.2 Roles of other social determinants alongside caste  

One of the main non-medical factors that influence health consequences are social 

determinants of health. These factors play an essential role in maintaining health 

equity and can create unethical and needless differences in health status within 

communities and countries (World Health Organization 2010a). Social determinants 

discussed in this chapter are poverty, education, employment, and gender. These 

factors are based on the conditions such as where people are born, live, work, grow 

and age. Therefore, Dalits who have limited access to these factors suffer most (Priya 

and Sathyamala 2007).  
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8.2.1 Role of poverty on caste-based health discrimination 

Most participants in the qualitative studies, both in the FGDs and KII, agreed that the 

majority of Dalits live in poverty and struggle in their daily lives as compared to upper 

caste people. They often neither own a house nor land and struggle to access food. In 

the qualitative study, participants stated that due to caste and poverty (double 

discrimination) they experience worse health outcomes (see Section 6.3.2.4). 

According to the WHO (2021), poverty is the largest social determinant of health, and 

poor health is a barrier to social and economic development. Furthermore, people 

across the world face high levels of health inequity and disparities caused by 

differences based on social status. It implies that higher socio-economic status lowers 

the chances of bad health and a reduced lifespan. (WHO 2021). A study in Nepal 

highlighted that people with lower socio-economic conditions have more severe health 

consequences such as chronic illness, resulting in more out-of-pocket payment, most 

usual method in Nepal. Thus, every individual trapped in this vicious cycle (Sapkota 

et al. 2021).  In the context of India, one-third and Nepal, two-fifths of the population 

are multidimensionally poor. In India about 47% of the multidimensionally poor 

population suffered from worse health spending as compared to the 

multidimensionally non-poor population. A similar pattern was found in Nepal 

(Mohanty et al. 2017).  

Participants also stated that caste discrimination limits their access to better education, 

employment and income therefore confines them to a cycle of long-term poverty. They 

highlighted that Dalits, as daily labourers, must work every day to feed their families, 

and cannot take–a day off - even for health checkups. This limits the possibility for 

preventative public health measures. Poverty on top of equality plays a vital role in 

health aspects, such as travelling to health services, paying for health services, or 

losing the opportunity of daily earning (see Section 6.3.2). Similar outcomes, such as 

lack of education, financial stability, economic pressure, and domestic burdens 

including caste discrimination and gender aspects have been identified in a study 

conducted in Nepal among Dalit women (Sharma Gautam and Hearn 2019). The 
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Marmot Review in the UK describes the social gradient in health as a particular 

challenge whereby, in terms of socioeconomic position, less advantaged people have 

worse health and shorter lives than people who are more advantaged. Furthermore, in 

places where access to health and healthcare resources are severely deprived, the social 

gradient in mortality could arise from degrees of absolute deprivation. Social status, 

health and mortality from a wide range of diseases have an extreme inverse 

relationship (Marmot 2020). Poverty limits people’s options and opportunities to 

participate and profit from developmental progress. Thus, people living in extreme 

poverty can be ‘left behind’. The Sustainable Development Goals 2030 (see Section 

2.7) has pledged to ensure that no one will be left behind and will continuously 

endeavour to reach the furthest behind first” (Kharas et al. 2019). 

Along with poverty, health is also related to ethnicity and social status, in that a higher 

social status leads to lower possibilities of health discrimination. It follows then that 

the lower the social status the higher the possibilities of health discrimination (Thorat 

and Madheswaran 2018). Poverty can affect people’s chances to have healthy and 

better lives along with access, opportunities and benefits provided to the people living 

within society. Research has identified that race and ethnicity in terms of a hierarchical 

system often defines a person’s socioeconomic status (American Psychological 

Association 2017), see further, section 2.4. These ethnic differences demonstrate their 

adverse impact on health in many places within Asia, Africa and America (Smedley 

2012). A survey conducted by Research demonstrates that Black Americans 

experience poorer outcomes on health indicators in comparison to white and Latin 

Americans (Brodie 1995; Taylor 2019). Other research has highlighted that Black or 

African Americans are disproportionately burdened by injury, disease, disability and 

death compared to White Americans (Taylor 2019). Additionally, in the USA, both 

health inequities and all-cause mortality rates of the Black population are substantially 

higher than White populations (Centers for Disease Control and Prevention 2005; 

Benjamins et al. 2021). Similarly, in a survey of 2,600 participants in the UK, ethnic 

minority communities have been shown to suffer from twice the level of 
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discrimination compared to the white population when accessing health services, 52% 

Asian, 50% Black and 19% white population (Royal Society of Arts 2021).  

The health sector of low-income countries like Nepal seems to be affected by poverty. 

Poverty can be measured by economic growth based on Gross Domestic Product 

(GDP) per capita. The GDP of Nepal in 2020 was 33.66 billion USD, ranking  it 99th 

out of 196 countries (Adhikari 2020).  Compared to people from higher castes, lower 

castes such as Dalits, Adivasis and Chepangs have been unable to develop equitable 

ties in social, educational, political, and economic areas, resulting in vulnerability 

(Cameron 1998). This creates a huge health gap between the marginalised and non-

marginalised people. Every year, of all the people from Indigenous communities and 

Dalits who lose their lives, the majority of deaths are from very common diseases such 

as the influenza virus, due to no accessibility to pharmaceuticals and other health 

services compared to their higher caste counterparts (Bhandari et al. 2009). The 

economic condition of these marginalised populations does not enable them to afford 

out-of-pocket spending for health treatments, which in turn results in depression, long-

term diseases, and higher mortality rates (Polit 2005). Even buying paracetamol and a 

packet of Jeevan Jal (oral rehydration salts) can be a struggle to these marginalised 

populations including Dalits (Shrestha 2009). In 2009, in Jajarkot and Dailekh where 

most of the population is made up of Indigenous groups such as Dalits, there was a 

massive spread of diarrhea which resulted in many deaths among the poor. One of the 

identified main reasons for their death was a lack of access to basic health services and 

medicines on time (Bhandari et al. 2009). 

Although the Nepalese healthcare system is mixture of public, private and non-

government organisations, the Government of Nepal provides some free health 

services and medicine, but they are very limited and not readily accessible (World 

Health Organization 2007). Therefore, the importance of using private health services 

has grown rapidly in recent years (Pandey 2018). However, such services are 

expensive and therefore not accessible for many Dalits (see Section 2.6). A study 
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conducted in rural Nepal concluded that people are more likely to use private care over 

public. It also highlighted the longer waiting times when it came to accessing public 

care. As a result, people who are poor and less educated have higher health barriers 

(Ashworth et al. 2019). Similarly, a USA study found that people with lower income 

used less health services or struggled more to afford health services in comparison to 

people with higher income (The Commomwealth Fund 2020). The reasons behind this 

were a lack of health accessibility, knowledge, acceptability, and affordability 

(Ashworth et al. 2019). Wealthier individuals (including in Nepal) mostly preferred 

private doctors who are always readily available to fulfill their health needs at any 

time and without delay.(Dutton 1986; Ranabhat et al. 2020). On the other hand, those 

living in poverty (e.g., Dalits) cannot easily afford private doctors, therefore must wait 

longer in queues and usually need to travel further for basic health treatments (see 

Section 6.3.2).    

The Government of Nepal established a Social Health Security Development 

Committee in 2015 as a legislative framework to begin implementing a social health 

security system (SHS). The initiative aims to improve access to healthcare for poor 

and disenfranchised people. However, due to the funding issues, the aim has not been 

fulfilled (Mishra et al. 2015). The policy makers of Nepal should focus on providing 

quality health for people who are unable to afford health services (see 

Recommendation section 10.3).  

8.2.2 Role of education on caste-based health discrimination 

Most participants from the FGDs agreed that Dalits are not as educated when 

compared to people from higher castes. Participants added that the core reason is due 

to Dalits having fewer opportunities for education, discrimination related to caste 

aspects/ untouchability, and poverty. A few participants stated that they live in an area 

where there is limited availability of education, or that people have to travel for better 

education, which they cannot afford. While some claimed that even if they manage to 

go to school, they experience discrimination from teachers as well as fellow students. 
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A study in the western Nepal, revealed that participation of Dalit children in education 

is strongly affected by inclusive schools (different caste people are included) and 

community factors. Thus, it is important to identify and address community barriers 

(e.g. different caste students possibility of caste discrimination) in inclusive in order 

to benefit from inclusive education (Khanal 2015). Similarly, Dalit students in India 

have to experience caste-based discrimination at various levels such as schoolmates, 

faculty, and administration (Maurya 2018). Furthermore, participants also highlighted 

that they (Dalit children) leave education early due to poverty in order to get jobs that 

can help their family generate income. The Government of Nepal’s economic survey 

report shows the recent retention rate up to grade 12 was 29.2%, whilst grade 10 was 

64.6% (Ministry of finance 2021).  

Stakeholders mentioned that one of the reasons Dalits are left behind in terms of 

societal development is a lack of access to education in comparison to the rest of the 

population, therefore possess less understanding of health/health-related risks (so-

called health literacy), leading to poor health and wellbeing (see Section 2.4). Most 

participants from FGDs, who are Dalits, stated that their health has been affected due 

to lack of health education and awareness. They added that a lack of understanding 

when it came to disease prevention, and the importance of Personal Protective 

Equipment (PPE) affected their health such as chest infection while working with 

cottons (prevention for dengue). Dalit women participating in the FGDs also indicated 

that a lack of education also influenced child marriage and resulted in a higher 

maternal mortality rate, due to factors such as gynaecological and chronic diseases. 

Participants also raised health issues due to education such as lack of hygiene 

knowledge, importance of using toilets and hand hygiene, and a lack of understanding 

on the importance of safe drinking water (see Section 6.3.2.2). The survey also 

highlighted the need for health education among the Dalit population. However, the 

healthcare workers agreed that the situation is improving as there is an apparent 

increase in understanding of the importance of education, resulting in the younger 

generation benefitting from education and awareness with regards to health aspects. 
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Dalit participants expressed that they now understand the importance of education in 

life to secure better jobs, earn higher wages, and improve both their health and status 

within society, therefore they want their children to receive this education. This 

becomes apparent from the quantitative data, as the younger generation are shown to 

be getting higher education despite their caste (see Table 7.2.1). According to the 

education system of Nepal individuals in 11-12th grade are usually aged between 18-

25 (Ministry of finance 2021). Comparing highest age and education range further 

highlights that, younger participants are more aware of education needs, at least 

completing A level education.  

Education prepares the mind to sense and process information; therefore gaps in health 

inequalities are brought to light (Raghupathi and Raghupathi 2020). Similarly, it gives 

us the aptitudes and attributes that directly impact our long-term health outcomes 

(Karasimopoulou et al. 2012). Education is not limited to reading and writing, but also 

fosters various factors such as employment, economic standards, social status and 

equality (Smith 2002). Although there are no formal restrictions made on any group 

for acquiring the basic educational needs in Nepal, the Dalits are discriminated against 

caste that limit their access and demotivate them in achieving education. Similarly, 

their various need such as supporting their family for financial income or taking care 

of their siblings plays role in dropping education. The notion of untouchability, though 

diminished, is yet not eliminated. The majority of the Dalit population still suffers 

unfair treatment due to practices that restrict their opportunity to receive better 

education (Bishwakarma 2004; Poudel 2007; Parmar 2020).  

Education is key to better health as educated people would have (a) more knowledge 

to prevent sickness and disease, i.e., health literacy, which is essential to live healthy 

and productive lives, and (b) their education gives them access to better jobs that pose 

less risk to their health. Even in the US, a high-income country, it has been observed 

that less-educated individuals are more prone to worse health outcomes when 

compared to the rest of the population (Zajacova and Lawrence 2018). Data from 
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UNESCO’s Global Education Monitoring Report indicates that the achievement of 

higher levels of education among mothers is beneficial towards their children as it 

increases rates of their children’s nutrition and vaccination as well as reduces 

preventable child deaths, maternal mortality and HIV (English 2016). 

In terms of the relationship between education and health, research has identified three 

basic mediators, namely: economic; social, psychological, and interpersonal; and 

behavioural health (Ross and Wu 1995). Income and employment as economic 

variables mediate education and health relationships by limiting and regulating access 

to acute and preventative medical care (Andersen 1995). Social, psychological, and 

interpersonal variables will help people with different levels of education to access 

coping processes and resources (Wheaton 1983), thus enabling them to take charge of 

their own health (Manton et al. 1997). These variables will also help with problem 

solving and conscious intellectual capabilities to tackle poor health consequences such 

as stress (Harper and Dawes 1994). Behavioural health allows well educated people 

to identify systems of poor health in a timely manner and seek medical help (Currie et 

al. 2009). 

Furthermore, the positive relationship between education and health indicates better 

health achieved in the sense of higher self-reported health and lower morbidity, 

mortality and disability when people are well educated (Marx et al. 2017). Educated 

individuals focus on their health by taking regular health check-ups and the correct 

medications. They are also less involved in risky health occupations and are likely to 

have health insurance  (Baru et al. 2010; Baker et al. 2011). Educated people have 

more frequent use of health services and access to hospitals as they have better health 

understanding and access to preventative measures. People who have a higher level of 

education have better health and a lower mortality rate compared to less educated 

people. Higher levels of education particularly influences infant mortality, child 

vaccination and life expectancy (Raghupathi and Raghupathi 2020). Further, a meta-

analysis revealed that understanding the risk of disease, applying prevention methods 
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and reducing mortality is highly affected by one’s intelligence/education level (Baker 

et al. 2011).   

8.2.3 Role of employment on caste-based health discrimination 

Many participants stated that employment and earnings are other strong factors that 

impact health outcomes of Dalits. Participants in the FGDs stated that most Dalits 

engage in low status employment and are therefore poorly paid. High numbers of 

Dalits are engaged in sewing and making cotton mattresses; this is work associated 

with an increasing risk of respiratory diseases (see Section 6.3.2.3). Some claimed 

involvement in unhygienic jobs such as manual cleaning of human excrement with no 

personal protective equipment. Research highlighted a significant connection between 

job insecurity and individuals’ health and wellbeing as it is linked with the risk of 

depression, emotional exhaustion, and anxiety, along with more comparison to others 

and lower overall life satisfaction (Llosa et al. 2018). Another study also concluded a 

similar outcome that people who are unemployed or in low-income employment have 

worse mental health outcomes such as suffering from anxiety, trauma, Alzheimer’s, 

or other mental and physical disorders in comparison to employed/higher paid 

individuals (Saleem 2015). A report in the UK reflected that ethnic/caste minorities 

and women are more prone to have job insecurities and health consequences (Barlow 

2022). Unemployment and job insecurities can cause stress which in future may lead 

to long-term physiological health impacts and can have adverse consequences for an 

individual’s mental health (Paul and Moser 2009). The issues related to employment 

not only affect the individual but also their children. Research shows that children who 

live in unemployed households are almost twice as likely to obtain poorer educational 

results in comparison to children who live in households where the adults are 

employed (Department for Work and Pensions 2017).    

Many female participants also stated that unemployment and job insecurities are 

another common issue within Dalit communities that affect their physical as well as 

mental health. Many females mentioned that they live in fear of losing their job, or 
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their partner losing their job, and that increases their stress levels. Stakeholder 

interviews also highlighted the same outcome, that many are jobless and take risky 

jobs for better income. Research highlighted that job insecurities increase stress levels 

and control coping mechanisms thus influencing individuals’ wellbeing and affecting 

their psychological condition (Darvishmotevali and Ali 2020). People who have better 

jobs and income are less likely to suffer from poverty and related health consequences 

in comparison to Dalits (see Section 6.3.2.3) therefore more likely to live healthy 

lifestyle. However, some factors such as education, physical ability and often 

caste/ethnicity restrict their ability to find and keep jobs (Mohindra et al. 2006). The 

National Sample Survey Office (NSSO) in India also indicated that social 

discrimination and socioeconomic experiences increase the difficulties faced by the 

lower caste in the labour market. It further highlighted that job challenges have 

become worse and job creation are decreasing (Governemnt of India 2022). This 

increases suffering in the workforce and the people who are at the bottom of caste 

hierarchy suffer most. This hierarchical social discrimination increases the number of 

hurdles faced by low caste communities in the labour market (Thorat 2018).   

Employment helps to generate income which helps to attract education and eradicate 

poverty, thus boosting health outcomes. But Dalits are not able to benefit from these 

aspects due to lack of better employment and income (see Section 6.3.2). A study 

suggested that better employment is both protective and beneficial as well as increases 

health consciousness, affordability, accessibility, and understanding (Saleem 2015). 

Education, poverty, and employment are interlocked as one strong factor that helps to 

establish social status as well as access and control over resources and power. The 

social status of an individual commands an ability to influence the nature, magnitude, 

and availability of health in low-income, middle-income, and high-income generating 

countries (Blas and Kurup 2010).   

Taking higher and lower-economic countries like the UK and Nepal, the majority of 

people in the UK look after their eating habits, health, hygiene, and sanitation and are 
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aware of proper health maintenance and prevention. This seems to be the salient reason 

why the UK is able to provide such excellent health services in terms of equity of 

access and ensure that financial hardship does not impact people’s health in their time 

of need (Crisp 2008). Similarly, a study in Nepal in 2019 highlighted that out of all 

total deaths, 71.1% of deaths are due to non-communicable diseases, 7% due to 

injuries and still 21.1% are due to communicable, maternal, neonatal and nutritional 

diseases (Nepal Health Research Council (NHRC) et al. 2019). These kinds of health 

issues are common in minorities which often can be prevented by better income 

opportunities that enable people’s capacity to have good education, awareness and 

prevention of disease as well as access to nutritious food (Henseke 2018). 

Furthermore, the adverse effect of unemployment on mental health is relatively higher 

in countries where economic development is weak, distribution of income is not equal, 

or an ineffective employment protection system is in place (Paul and Moser 2009). 

This research states that Dalits do not have better income and job securities thus suffer 

more from health consequences. This emphasizes the necessity for effective, 

stabilising policies, most especially focused on employment aspects of caste-based 

health discrimination. 

8.2.4 Role of gender on caste-based health discrimination 

Many female FGD participants explained that their hardship was due to double 

discrimination based on caste and gender in comparison to men; some male 

participants also agreed to this assessment. They added that the majority of women are 

engaged in work that is not secure and need to travel place to place to earn their daily 

wage, making them more vulnerable to physical violence and abuse. Gender 

influences health behaviours, vulnerabilities, and exposures, and impacts the 

responses of the health system. It is also interconnected with other social determinants 

of health such as socioeconomic status, caste/ethnicity, and ability (Bates et al. 2009). 

Biological differences between the genders often influence determinants and 

consequences of disease, therapies and drugs to produce different health outcomes 

(Vlassoff 2007). Gender-based discrimination is connected to health risks through 
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various factors including discriminatory culture, beliefs, values, norms and practices, 

and differential exposures and vulnerabilities to disease, injuries and disabilities, 

discrepancy in the health system and prejudice in health research, thus impacting 

health and wellbeing (Matthews 2015). 

Participants further added that Dalit women are more likely to experience physical 

exploitation compared to other women. Men and women in Nepal hold different 

assigned gender-based roles and responsibilities that helps to determine their position 

in both their family and the wider community (Scaria 2017). These difference affect 

the level of health-related risks they take, increase exposure and vulnerability and their 

efforts to maintain a better health condition as well as response of the health system 

with regards to their needs (Men et al. 2013). For example, in many societies, women 

are more exposed to violence and abuse, sexual harassment, sexually transmitted 

disease, and are more prone to unintended pregnancies and malnutrition, as well as 

mental issues including depression (Read and Gorman 2010). A survey in India, 2006 

presented that violence against women belonging to the scheduled caste and tribes was 

much higher in comparison to women from other groups (Sujatha 2014). Key 

stakeholder interviews also highlighted that Dalit women are not only pushed down 

by those outside their caste, but they also experience discrimination by men within 

their family and in the same caste. Due to this, women are not able to openly express 

themselves, resulting in mental stress. They are unwilling to share details about any 

physical and mental illness due to stigma and fear that their family and husband will 

not accept them with these conditions. Research makes it evident that discrimination 

based on gender is committed by their own caste men; Dalits, towards Dalit women 

(John Packianathan 2012; Sabharwal and Sonalkar 2015). This form of discrimination, 

known as Dalit Patriarchy, also includes violence and harassment such as domestic 

violence against alcoholism (see Section 6.3.2.1), dowry, husband’s suspension, 

extramarital marriage and inter-caste marriage (Sujatha 2014). Non-Dalit women as 

well as Dalit men score much higher on human development indicators such as 
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literacy, poverty, health and longevity, than Dalit women (Sabharwal and Sonalkar 

2015). Thus, Dalit women are trapped in multiple layers of discrimination. 

The FGDs also identified that Dalit women find it more difficult to access ANC or 

manage their health due to other pressures such as daily household work, taking care 

of kids and/or pressure to generate income for food. Gender aspects of discrimination 

also restrict women from accessing health related information and much needed health 

services. That is influenced by mobility restrictions, less power to independently make 

decisions, limited financial access, lower education level and health workers 

discriminatory practice (World Health Organization 2021). Some research in Nepal 

argued that  a woman’s caste does not directly contribute to receiving quality of 

healthcare delivery except in cases of disability (Devkota et al. 2017) and adolescent 

pregnancy (Devkota et al. 2018). However, many studies in Nepal have emphasised 

that Dalit women lack essential health information, and face difficulties in reaching 

health facilities/receiving adequate and appropriate healthcare (Bishwakarma 2004; 

Acharya et al. 2018; Sundari 2020). Dalit women are far behind when it comes to 

utilising prenatal care (Sharma Gautam and Hearn 2019) and antenatal care. They lack  

health education and awareness when compared to other mothers (Awasthi et al. 

2018).  

It is evident that in both low income and high-income countries women are more likely 

to suffer from health conditions in comparison to men. United Nations global report, 

2020 states that around 90% of the global population has some sort of gender 

discrimination against women (United Nations Development Programme 2020). 

Existing research documented that inequities in health outcomes are strongly 

associated with gender and race in the USA (Williams et al. 2019).  However, the 

condition of low-income countries is even worse. In low-income countries, women 

are usually expected to perceive ‘being sick’ as a normal condition, and to only seek 

medical help or take time from their daily routine for a check-up at comparatively later 

stages of sickness (Navsarjan Trust India et al. 2013). However, these conditions may 
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vary significantly across cultures and communities (Irudayam et al. 2006). A recent 

study, in India highlighted that caste, supported by gender and class among other many 

things, affects millions of populations, influencing their health and socio-economic 

life (Jadhav et al. 2016). Another study found illness which are not treated on time, 

(resulting in death) are found predominantly in lower castes and women (Navsarjan 

Trust India et al. 2013). Thus, women from a lower caste group has a greater chance 

of dying in comparison to higher caste women (Sen and Iyer 2012). A further study 

documented that, among lower caste groups, symptoms of a woman’s ailment such as 

back pain, headaches and leg pain are common, with higher birth related diseases, 

epilepsy and accidents and incidents compared to upper caste women (Scaria 2017). 

In an Indian study, being a woman and from a lower caste group is associated with 

anxiety, stress and depression (Housen et al. 2017). To reduce health inequities and to 

offer better access to health services, multiple axes of inequities such as caste and 

gender must be considered by policy makers and health service planners.  

8.2.4.1 Intersectionality 

This study has highlighted the intersectionality of low caste status, gender, age and 

other overlapping pluralities. The concept of intersectionality usually considers the 

complexity and dynamic way in which race/ethnicity, class, sex, sexuality, age, ability, 

religion and citizenship shapes ones identifies and social life (Tefera et al. 2018).  

Many studies highlighted that being female, poor, have had less education, having a 

disability, being from certain ethnic groups means people are less likely to be listened 

to, or even not at all, especially in health settings (Shayo et al. 2012; Bolsewicz 

Alderman et al. 2013). These intersections are often considered as a common accepted 

discourse and as evidence of domination or prejudice, which is one of fundamental 

factor that exclude marginalized population that holds unique characteristics 

(Crenshaw 1990; Crenshaw 2018).   
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In this research study I have identified discrimination against Dalits and its intersection 

of social dynamics of gender, class and social hierarchy; and its effect on multiple 

dimensions such as social status, education, employment, poverty and health. 

Research also highlighted overlapping intersectionality with caste unfold wider gaps 

in access to healthcare (Mahapatro et al. 2021).  

Dalit communities are extremely multi-layered with the existence of caste, class, 

gender, economic status divisions that fuel inequality and abuse. The concept of 

intersectionality has helped not only to understand inequality across social class but 

also identify that the burden of inequalities is not experience the same among all 

Dalits, for example economic class borne by difference in caste and gender. Thus, 

intersectionality pulls attentions to individuals’ and groups’ multiple positionalities. 

The term intersectionality and positionality (see Section 8.6) are often used in the way 

where multiple social identities can interconnect to establish a structure of 

discrimination and oppressions (Carter-Sowell and Zimmerman 2015).  

Discrimination against Dalits can be compared to racism to understand it at a more 

international level. Social science researchers into race argue that racism builds rates 

of mortality, morbidity and general wellbeing that are depended on socially assigned 

race. One of emerging interdisciplinary term is ‘Critical Race Theory’ (CRT) that has 

helped to understand that race is artificially created social division that associates 

between various set of individual characteristics. CTR explains how social system 

such as labour, education, housing, justice, as well as health system are layered with 

racism that are embedded in laws, policy, procedures and regulations that produces 

different outcomes by their race (Christian et al. 2019). In addition, Crenshaw (1990) 

highlighted that Black women suffered higher level of discrimination because of 

intersection of race and gender rather than of being whether Black or female only. 

Similar outcome has been identified in this research, Dalit women rather than being 

only female or ethnic groups they suffered more due to intersectionality as one makes 
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other works such as low social status, less likely to get education, get low pay and/or 

dangerous jobs, low economic status, trapped in forever poverty (see Figure 6.2).    

8.3 Status of health and resources 

In this section we discuss inequity in health due to access to health services, 

availability of health resources and lack of workers in the health sector. Access and 

availability of health and resources have largely been responsible for existing and even 

widening the gap in health outcomes. A complete healthcare system is a combination 

of health services, availability of health supplies, effective equipment, and health 

workforces. Limitations in any of these factors may result in poor health outcomes 

(Daniel et al. 2012). Health policies were supposed to maintain distribution of health 

and resources, however the availability of health services is still uneven. This may be 

due to differences in infrastructure, finance, health supplies, health distribution 

systems and human resources (Baru et al. 2010).   

8.3.1 Access to health services by Dalits 

This research highlighted inequity in access to health services by Dalits (see Section 

6.3.3.3). Many participants from FGDs and some interviewees stated that health 

services are extremely limited in number and therefore difficult to access for everyone, 

especially Dalits. The word “access” indicates a wide concept that involves five 

measurements; accessibility, availability, accommodation, acceptability and 

affordability (Penchansky and Thomas 1981). Enabling access to healthcare is referred 

to as allowing people to receive better healthcare in order to enhance their health. If 

health services are easily available and supply of health resources is sufficient, only 

then will the people have access to health services. However, there is no doubt that the 

extent to which people receive access to healthcare is also varied based on 

organisational, financial, cultural and social hurdles that control the utilization of 

health services (Gulliford et al. 2002). 
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Furthermore, FGD participants stated that they live in an isolated area within their 

community that is usually far from many services including health, thus seeking help 

always includes travelling. Several participants in FGDs identified that there is only 

one health centre (health post) where they can access healthcare. On top of travelling 

issues and limited health services, even those health centers that are available to them 

often lack health equipment. Transportation access to health services is a major aspect 

of quality health. It is a basic but key step for travelling to healthcare and medication 

access. There can be no doubt that transportation barriers result in higher burdens on 

health aspects which may influence the relationship between poverty and 

transportation availability (Syed et al. 2013). A systematic review suggested that 

transportation barriers affect those who are vulnerable people and are likely to have a 

higher burden of chronic disease the most. It further states that improved transportation 

services will lead to hospital utilization, pre-natal and maternal care, cancer screening 

and management of Chronic diseases (Starbird et al. 2019). Similarly, participants in 

exit interviews claimed that if free health services and free medicines were readily 

available and services did not need major travel, (locally available health centers) 

Dalits would be able to access them and thus improve their health. Dalit service users 

usually receive poor medical services in comparison to non-Dalits who receive better 

medicines and consultations (George 2015a). Research in low-income countries shows 

that providing free health services increases its utilization (Gurung 2009). The 

Government of Nepal addresses health as a fundamental right and introduced free 

basic healthcare for all in 2007 (Department of Health Services 2007). However, due 

to lack of awareness, Dalits are excluded from benefitting from the facilities (Gurung 

2009). As a result, both awareness programmes and infrastructure development within 

vulnerable communities are essential for easy access. 

Common issues regarding transportation barriers include travelling long distances, 

shortage of vehicles, lack of sufficient public transportation, financial burdens, and 

inadequate infrastructure. Research in Nepal suggested that if easy transportation were 

available,  the percentage of people residing within five minutes of any public 
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healthcare facility would be increased by 62.3% (Cao et al. 2021). Even countries like 

the USA have not been able to address this issue. Around 3.6 million Americans are 

deprived of access to medical care due to lack of quality transportation each year 

(Association 2017). Thus, for a low-income country like Nepal, transportation has 

been a major issue due to its geographical structure; many communities live in isolated 

rural areas. Additionally, there exist cultural and gender aspects. A report in Nepal 

stated that the rugged landscape of Nepal (hills and mountains) and poor road 

transportation creates a huge travel barrier to health facilities. Consequently, use of 

health facilities decreases where distance to travel healthcare increases (Tegegne et al. 

2018).  The 2011 Nepal Living Standard Survey reported that 41% of households do 

not have access to a health post/services and around 80% do not have access to a local 

publicly-funded hospital (Central Bureau of Statistics 2011). Similarly, a NDHS in 

2016 stated that, in order to access the nearest government health facility, 34% of 

households in the lowest quintile have to travel for more than an hour (Ministry of 

Health 2016). Therefore, transportation has become a major health barrier when 

seeking healthcare services, especially in the rural population of Nepal. A study 

conducted in the rural area (terai) Nepal revealed that the majority (around 92%) of 

rural households do not access healthcare due to lack of a personal vehicle or having 

to depend on alternative means of transportation (Ashworth et al. 2019). Many 

participants in this study stated that their access to health is limited due to financial 

constraints. Some said they do not have enough funds to pay health service expenses 

while others explained they could not afford to lose their daily earning to visit health 

services.  It has been identified that many countries, especially low-income ones, are 

unable to provide equal access to health services as they are too expensive.  

As noted earlier, many participants also highlighted that financial factor were a barrier 

in accessing health, therefore many ignore health issues that could have been treated 

on time. In recent years due to COVID-19, many countries’ economic conditions are 

worsening, unemployment rates are high and health costs are constantly escalating. 

This has resulted in many people unable to afford healthcare (Parikh et al. 2014). The 
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fees associated with healthcare have major consequences on healthcare access due to 

affordability (Sen and Iyer 2012).  It is important to understand that financial barriers 

to health do not only include official health service fees and medicine, but also 

informal expenses such as missing out on daily earning in order to seek healthcare, 

and travel expenses to visit health services (Silal et al. 2012).   

Health fees are a common aspect of the healthcare system in low-income countries. 

Theoretically, in Nepal, everyone has free access to primary care services and some 

groups including Dalits are protected from secondary costs (Department of Health 

Services 2021). However, these policies have been challenged by lack of funding in 

the health sector; only 7.8% of the total budget (GDP) was allocated to the health 

sector in Nepal for the year 2020-21 (Ministry of Health and Population 2020). Thus 

the burden lies to a large extent on service users (McPake et al. 2013). In 2015, the 

Government of Nepal introduced a social health security scheme and insurance system 

which was intended to improve the access of health services to the marginalised, the 

poor, and those living in isolated areas (Mishra et al. 2015).  However, uptake of this 

health insurance scheme has not been much satisfactory. This is due to reasons such 

as lack of available drugs, unpleasant behaviour of health workers, and indifferent 

behaviour to scheme holders (Ranabhat et al. 2020). Thus, there is a need to revise the 

existing health policy.   

It is worth remembering that health security depends on various dimensions such as 

available choices, consequences of related risk, source of income and its distribution, 

strategies to reduce costs and existence of specific and secondary insurance. It is 

evident that most of the countries are struggling to expand health coverage (Ellis et al. 

2014).  

Financial limitations in receiving health services not only acts as a barrier to accessing 

healthcare but is also related to poor health such as depression and anxiety. In the USA 

national health interview survey of 3,923 patients with chronic kidney disease, mild 

to moderate psychological distress was reported by 15%, and serious psychological 
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distress was reported by 11% of participants. The study further highlighted that the 

financial barrier is highly associated with psychological distress in people with chronic 

kidney disease (Choi et al. 2019). In a country such as Nepal, where poverty is 

widespread, health costs have become a major barrier in accessing health services. 

Most of the health services require payment and are very expensive, resulting in health 

services being out of reach as well as many households being pushed into poverty 

when health calamities occur in the family (World Bank and WHO 2017). The 

removal of health costs may help to improve health coverage. In the UK for example, 

free publicly funded healthcare is provided through the National Health Service 

(NHS), and everyone has access to healthcare without financial barriers. A report by 

the Commonwealth Fund ranking healthcare system performance based on five 

indicators such as access to care, care process, administrative efficiency, equity and 

healthcare outcomes, ranked UK in 10th place (Schneider et al. 2021).  

8.3.2 Availability of health resources 

This study indicates that a key reason for inequity in health status is lack of availability 

of health resources such as medicine and supplies, and utilities such as x-rays or other 

medical equipment. Participants from FGDs mentioned that very few healthcare 

providers are available, and they are always running out of medicines. Other 

participants added that free medicine provided by the government is never available. 

Participants from exit interviews also made similar observations. Furthermore, they 

said when asked for free medicines, they were informed that they were out of stock, 

but that the commercial pharmacy next to the health post is always full of the very 

same medicines. However, they are private and therefore not free. Additionally, 

survey data showed that 69.2% of healthcare workers stated that they thought there 

are sufficient medical drugs available in the local area, thus raising a question as to 

how health needs are meet without the availability of sufficient medical resources. 

Availability of health resources is a challenging but essential component of the 

healthcare system, particularly a publicly funded system. It refers to the connection 
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between the quantity and type of necessary items and those available items. Regular 

availability of essential health utilities is vital to provide the best healthcare services 

(Kuwawenaruwa et al. 2020). The World Bank and the WHO stated that almost half 

of the entire world’s population suffer from not receiving essential health services. 

One major reason for healthcare not being available is cost associated with it (see 

Section 8.3.1).  

Exit interview participants shared their experience saying that they must pay for every 

service such as blood tests, X-rays, and medicine, all of which are very expensive. 

Thus, it is a challenge for them to access these services. Every country needs guidance 

on maintaining availability of essential health services regarding their epidemiological 

profile, capacity of health system and availability of resources to ensure high quality 

healthcare services. However, low- and middle-income countries need even more 

support especially due to the outbreak of COVID-19 pandemic (Blanchet et al. 2020). 

In countries within Africa and Asia, the WHO identified wide gaps in the availabilities 

of health services. Basic healthcare services such as infant immunisation and family 

planning are becoming more available, yet it is still a challenge in these regions due 

to the financial distress related to obtaining these services (World Bank and WHO 

2017). The Management Sciences for Health (MSH) price reference of generic 

medicine indicated that, in Asia, the local medicine price is often as twice as high as 

the international reference price (McFayden 2002). 

In countries like Nepal, healthcare access for all is constitutionally preserved, and the 

SDG of ‘Good health and wellbeing’ is adopted. However, a significant level of 

inequity still exists, largely due to distortions in health resource allocation (World 

Health Organization 2007). Global spending on health has almost doubled and, within 

high income countries, around 80% of spending is dedicated to the public health 

sector, however no evidence can be found that the existing health financing procedure 

allows equitable utilization of health resources (Torres et al. 2011).  Policy makers and 

health service planners should give the first priority that Dalits’ access to essential and 
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appropriate healthcare services, and its availability and utilisation are on time in order 

to have effective benefits of health programmes.  

8.3.3 Health workforce 

This study reported that health services are always in short supply (see Section 6.3.3.2) 

and that shortage of staff often means there are no health workers locally available, 

especially at the senior level. The main concern is staffing. Staff are not always readily 

available to provide service or are too busy due to a higher number of service users in 

comparison to the number of available health workers. Lack of health workers (in both 

senior and junior positions) has been identified as one of the main concerns in 

achieving better health of everyone including Dalits, especially in rural areas. A 

healthy health workforce is an essential factor in expanding health coverage and 

attaining the highest possible level of health outcomes. Better health outcomes are 

dependent on health worker availability, accessibility, acceptance, and quality of 

service (WHO 2021). Lack of healthcare workers who can diagnose and treat 

efficiently can limit the provided and timely service. Lack of health professionals is a 

major barrier to healthcare and has become one big obstacle in achieving quality health 

services (Blanchet et al. 2020).   

The WHO has been working continuously towards better health for all, supporting and 

coordinating towards health emergencies as well as promoting the workforce. 

Furthermore, in order to show appreciation of health workers for their dedication 

during the pandemic, 2021 was designated as the international year of health and care 

workers (World Health Organization 2018a). In 2006, the WHO reported a global 

shortfall of about 4.3 million physicians, midwives, nurses, and other health 

professionals. Furthermore, more than half of the countries on this planet are estimated 

to be listed as the countries that have the minimum number of people in their health 

workforce, 2.3 per 1000 people. Additionally, the report estimates that 18 million 

health workers along with 9 million nurses and midwives are required by 2030 in order 

to reach SDG 3 on health and promote healthy living (WHO 2021). This shortfall is a 
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major issue in Low-Middle Income Countries as these countries do not have adequate 

financial provisions to import the health workforce from other countries. 

Many FGD participants also highlighted the recent trend of travelling abroad as health 

workers, since Nepal offers low health salaries and limited career opportunities. 

Similar responses were received from the stakeholder interviews. They raised 

travelling abroad, especially to high-income countries for better career opportunities, 

as a major concern. A similar report in other studies in countries such Zimbabwe, 

Nigeria, Ghana, Zambia, South Africa, India, and Nepal identifies that they are 

experiencing a huge outflow of the health workforce, whereas high-income countries 

like North America, Europe, and Oceania are already prepared for importation of  

health labour in order to dismiss the current or predicted shortages (Grignon et al. 

2013). In the context of Nepal, the country has a far lower number of health workers 

than the WHO recommends (see Section 2.6) (Ministry of Health and Population 

2019). Migration of health workers from low-income countries who are struggling to 

deal with their own health issues has become a global and controversial issue (Afzal 

et al. 2012). Thus, the poorer countries of Asia and Africa are suffering from a one-

way culture of emigration of trained health workers. The major reasons for this culture 

are an underfunded healthcare system, ethnic and political violence, better 

opportunities, and in the context of countries such as Nepal, providing financial 

support at home. This has resulted in a lack of health workers in the home country 

(Sapkota et al. 2014).  

Similarly, another major factor behind the continuous shortage of the health workforce 

is staff retention and staff availability in local areas, often resulting in crowded health 

services. The majority of survey participants responded that they have one to three 

years of experience and most of the respondents are not local residents, therefore travel 

to work (see Section 7.2.1). Moreover, in the health sector, issues related to staff 

shortages are already present. Retaining skilled health workers is a common issue for 

rural and remote communities globally, thus negatively impacting access to health 
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services, resulting in poor health (Araujo and Maeda 2013).  There are range of factors 

including financial and economic factors such as revenue and other facilities, 

organisational and professional factors such as career opportunities and workload, 

social factors such as childcare, education of family member, individual factors and 

the characteristics of their own local community (Abelsen et al. 2020). Additionally, 

the lack of a health workforce to provide centralized services which are hard to access 

and costly in comparison therefore acts as a barrier in the accessibility, availability, 

and affordability of marginalised populations including Dalits. Moreover, this will 

make them more hesitant to visit these services (Mandal 2014). Thus, due to the lack 

of health accessibility and illiteracy amongst the people in this community, resulted 

malnutrition, gynaecological diseases, cancer, and other chronic or long-term diseases 

that may drive a person’s life towards death (Bishwakarma 2004). Nepal is 

continuously working towards improving health and promoting health workers. The 

Nepal Health Sector Strategy (NHSS) 2015-2020 was originally introduced based on 

the concept that health is an integral and indivisible part of a country’s socioeconomic 

improvement, and investment in the health sector is essential to further improvement 

of the country (World Health Organization 2018a).  

8.3.4 Health workers’ behaviour 

This research highlights the importance of health workers in the effective use and 

delivery of health services. Exit interview participants stated that they experience very 

friendly and helpful behaviour from health worker and are given prompt care. FGD 

participants also stated that they neither witness nor experience any different 

behaviour from staff towards different groups of health service users.  

Health workers such as doctors, nurses or midwives are front line workers and their 

behaviour towards health users determine the quality of delivered health services. The 

positive motivation of these key workers helps to maintain quality of care, thus 

enhancing individual or group health outcomes (Brener et al. 2013). A recent WHO 

report stated that the quality of healthcare can only be maintained when it includes 
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factors such as providing service on time, not differing in the quality of services based 

on one’s gender, ethnicity, socio-economic status, and geographic location. The 

quality of care is a key element of better health outcomes as it has been identified that, 

due to the poor quality of health services, nearly a quarter of overall deaths each year 

in low-and-middle income countries occur  (WHO 2020). Hence, the behaviours and 

the motivation of the health professionals in this particular field are the factors that 

drive extrinsic and intrinsic motivation and enhance the health performance of an 

individual (Ryan and Deci 2000; Fritzen 2007).  

Many participants, whether from FGDs or in exit interviews highlighted positive and 

welcoming behaviour from health workers. They also stated that they are happy with 

health worker behaviours, therefore would use the same services/institute in cases of 

need again, as well as recommend the services to others. Similar results have been 

derived from survey data. Respondents stated that they would provide similar services 

despite caste, and their behaviour towards all service users was welcoming. 

However, key stakeholders stated things quite differently. For example, one Dalit key 

stakeholder shared poor behaviours of health workers and pointed out that caste-based 

discrimination is often seen in health, especially in government funded hospitals. 

Another stakeholder stated that a health worker may not behave unfairly or present 

unfair treatment in a hospital or their institute, but the same person will do it on a 

societal level. Furthermore, survey data showed that the majority of health workers 

think that there is still some unfair treatment, and a need for more equal and friendly 

behaviour to encourage more Dalit service users to come forward for healthcare. 

The behaviour of the health workers who provide direct service to users is one of the 

core determinants in maintaining the quality of care and health services. Where the 

positive behaviour of health workers may help to build trust towards the health worker 

or health service provider, negative behaviours will have the opposite effect (Gilson 

et al. 2005). It is often seen that the behaviour of healthcare workers seems to vary 

according to their age, gender, economical background, urban-rural residence, and 
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ethnicity (Dubay and Lebrun 2012). Issues such as internal and external migration of 

health professionals, the unequal geographic distribution of health personnel, low 

morale, and informal charging, are created by humans themselves. Among other 

concerns, these issues are now widely acknowledged as a result of the health sector's 

lack of attention towards human resource issues (Campbell et al. 2013). The 

behavioural impact  of health workers towards service users can be seen as mental as 

well as physical (Hanafiah and Van Bortel 2015). Certain attitudes of health workers 

may cause patients to opt against  further doctor visits, lower their will to live, increase 

physical illnesses like heart disease, obesity, and respiratory diseases and can 

sometimes lead  to reduced mortality (Morgan et al. 2007).   

Similarly, it has been identified that discrimination or unfair behaviour of health 

workers towards marginalised populations result in poorer health outcomes (Blanchet 

et al. 2020). In countries where the marginalised populations are higher in number, 

such marginalised groups have a higher chance of suffering from behaviour-related 

health issues such as alcohol use, smoking, obesity, sexual behaviour, physical 

activities, correct medication, screening and vaccinations (Conner and Norman 2017). 

Furthermore, in Nepal also it has been identified that the differences created by the 

actions and behaviour of health workers has an adverse impact,  especially on women, 

disabled people and Dalits (Devkota et al. 2019). However, this PhD study reported 

that health worker behaviour is very positive and there appears to be no different 

treatment between any service users. This suggests that further study among health 

workers with a large sample size is needed to validate these results, as this study 

included samples from only one district.  

The study highlighted an interesting outcome that non-Dalit and urban health service 

workers have more positive attitudes towards the service users regardless of their caste 

in comparison to Dalit health workers. A report identified a similar outcome, the health 

workers from Dalit communities are often found to try and avoid communication and 

maintain distance due to the ill practice of society such as social status, language 
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barriers and lack of training (Devkota et al. 2019). Where the positive behaviour of 

health workers improves health outcomes, their negative behaviours may push patients 

to seek private–care - a completely out-of-pocket matter. For Dalits, affording such 

expensive health options is almost impossible, therefore they suppress health issues, 

do not seek treatment or seek treatment at later stages of the disease, ending up with a 

much more serious illness. If they were to take a loan that would increase their debt, 

which in turn could increase their chances of succumbing to mental illness, higher 

mortality, and lower life expectancy (Devkota et al. 2017; Verma and Acharya 2018). 

Thus, the relation between health service providers and service users may influence 

the health outcomes and make Dalits more vulnerable.   

8.4 Public health programmes 

Many FGD participants explained that there are not any health awareness programmes 

organised in their communities. One elderly participant said they had neither 

participated nor heard about any health programme in their lifetime, while some added 

that they only knew about immunization programmes. Key stakeholders also stressed 

the lack of health interventions in communities, especially for Dalits. This would be 

seen as Nepal version of Black Life Matters (BLM), since life of Dalits are not taken 

seriously in the same way as the Black ethnic minorities in the USA, the UK and 

elsewhere. BLM movements started with police violence as the backdrop against 

African American includes all forms of violence and oppression that are targeted 

against Black Americans (The Movement for Black Lives 2020).  

BLM movements have gained international recognition and already been a subject of 

scholar publication. Thus, has been able to highlight the intersection of social 

determinants of health and racism against Black (Taylor 2016). Despite having 

similarities between caste issues in Nepal and race issues in countries like the USA 

and the UK, caste issues have been overlooked. However, BLM has been trending 

across South Asia and has started to reflect that their own minorities communities has 

not been treated equally. In the context of Nepal, BLM has helped to outline the 
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‘#DalitLivesMatter’ issues and highlighted the gaps within (Rijal 2020). Similarly, 

recording and register of Dalit discrimination and killings has been started in order to 

fulfill information gap and to educate people regarding caste discrimination and 

regulations in place (Bajracharya 2022).  

The stakeholders added that an NGO used to run programmes such as immunization, 

eye camps and other free health camp, but not any longer. The survey also identified 

43% less distribution of health information and education promotion materials in Dalit 

communities compared to general communities. Further analysis of NDHS data 

suggests that public health programmes have not been able to reach and meet the need 

of those people of Nepal who are comparatively poor, including Dalits (Ghimire et al. 

2019). 

Public health programmes help to raise public awareness about health consequences, 

predicting health risks, and resolving health related issues more quickly and 

substantially. It is also a key factor that communicates the type and volume of 

information related to health that is needed to service users in relation to health 

facilities and services (Nawaz 2017).  Public health programmes work in order to 

protect and improve the health of the community and, in turn, promotes a healthy 

lifestyle, and support prevention of disease and research (Rajendranath Group of 

Institutions 2020). There is no doubt that these programmes establish a channel of 

communication to deliver health related information to society, help them to 

understand and live a healthy  life, educate them about health hazards and familiarise 

them with government health policies and advertisements (Nawaz 2017).  

This study also highlighted that health professionals believed that Dalits experienced 

issues in understanding and communicating health information. More than half (about 

53%) of the survey participants stated that Dalits do not have better health knowledge 

and understanding in comparison to other groups in society. A similar report that has 

been identified in a study conducted in Nepal concurs that Dalits lack adequate 

knowledge or information about symptoms, risk and prevention of disease in 
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comparison to non-Dalits who have more understanding of diseases and can identify 

and cure at the early stages (Daniel et al. 2012). Another study highlighted that lower 

health seeking behaviour and utilization was due to limited information, knowledge 

and awareness about health risk (Awasthi et al. 2018).   

Public health programmes help to access the require health services and facilities while 

making sure everyone, regardless of socio-economic background, can utilise their 

rights (Blas and Kurup 2010).  Public health must remain an important health segment 

of government interventions. It helps to improve health at the community level rather 

than purely the individual level. 

8.5 Strengths and Limitations of the study 

Every piece of research has its strengths and limitations, and it is important to present 

mine in this PhD thesis. Although limitations are potential weaknesses of the study, 

identifying them shows research consideration on their impacts, so therefore may 

strengthen the overall study (Denscombe 2017). 

8.5.1  Strengths of study 

The strengths of research study include: 

• Using a mixed-method research approach, though not without weaknesses, did 

also strengthen the study by allowing to combine both qualitative and 

quantitative methods to investigate caste-based discrimination in healthcare. 

The significant strength of using mixed methods is that it can help to broaden 

understanding of the overall research problem. In addition, triangulation of 

data helped to provide quality insights, combining qualitative and quantitative 

findings.  

• This study included various approach of qualitative method such as FGDs, 

stakeholder interview and exit interviews as well as diverse participants for 
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each method such in terms of age, gender, Dalit groups, and Dalits who have 

recently utilised health services. This helped the researcher to gain insight into 

complex issues related to Dalit health from different perspectives. 

• The quantitative part of study included a medium-sized survey with health 

workers. This was provided to ensure a better opportunity for quality analysis 

and validity of research. Similarly, it helped to produce completely different 

perspectives, such as discrimination related to health providers and their 

approach.  

• This study also has methodological strengths. A semi-structured guideline was 

used to collect qualitative data, whereas structured questionnaires were used 

for survey data. It allowed the researcher to stay on track and collect useful 

data for research. 

• Further, the researcher being bilingual added rigour when it came to language 

issues, such as an ability to transcribe and translate more meaningful 

experiences of respondents. It also helped to improve the quality control 

mechanism and assure quality of translations as another bilingual Nepalese 

supervisor checked the translation of study tools in Nepalese and responses to 

English. Similar outcomes from both bilingual Nepalese provided further 

assurance of the quality of translations.  

8.5.2 Limitations of the study      

Along with strengths, this research has some limitations which are articulated below: 

• This study selected only one research area, the Makwanpur district of Nepal. 

Therefore, a generalisation of the research findings cannot extend to the entire 

country. The reason behind choosing one district is due to time and resource 

constraints, and the links that the researcher (being Nepali) had to the local 
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community. This helped in utilizing existing relationships with stakeholders 

and granted easy access to participants/data. In addition, the Dalits in 

Makwanpur have not been as researched as those in Kathmandu, the capital.  

• Another limitation is that conducting mixed-methods research can divide the 

researchers limited time and effort between two approaches. If only qualitative 

methods were used, then more interviews could have been included, or age 

stratified groups could have included and compared. Similarly, if only 

quantitative methods have been used, then more respondents could have been 

included, and a stronger statistical analysis would have been undertaken.  

• The quantitative part of study is entirely based on the perspectives of health 

workers and does not explore caste issues in-depth from the perspectives of 

health workers. This is due to the nature of the study, ‘caste inequality in 

healthcare’, and not ‘perspectives of health workers towards caste’.   

• During data collection, Nepal experienced a Dengue epidemic (spread by 

mosquitos) and Makwanpur district was severely– affected - the district was a 

high alert zone. Thus, necessary safety protocols had to be followed such as 

not going out at dawn and dusk (high risk of being bitten by a mosquito at these 

times), using anti-mosquito spray/coil (in Nepali commonly referred to 

dhoop). The risks include with travelling (one research area to another) made 

it difficult to arrange participants. 

• Another limitation of this research is the impact of COVID-19 impact on the 

research. Although, my data collection was completed just before COVID-19 

lockdown, it did impact on my data analysis and thesis writing. Due to COVID-

19 my husband was stuck outside the country leaving me with two children 

and hence far less time to concentrate on my studies. Similarly, working from 

home was new concept and took time to manage such as university services 
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and trainings that are helpful for thesis as well as to manage devices to fully 

work from home.  

• Further, this research was conducted with Dalits, who are from socially 

vulnerable groups. This presented a challenge as they are not very open nor 

willing to discuss their experiences or participate in research without any 

financial benefits. Thus, organizing focus groups in a short period of time (PhD 

time limitation) was a struggle. 

• Gender aspects also played a vital role, as in some male focus groups, the 

participants were a little more hesitant to discuss sensitive topics such as their 

experiences and health issues with the opposite sex (female researcher).  

• The researcher, although Nepali, was an outsider and not from the Dalit 

community. The researcher felt that some participants were hesitant to open up 

and some may have been thinking that the student was there to receive money 

in the name of Dalit research. However, the researcher explained her position 

and the purpose of study in detail, and she showed respect to all Dalit 

participants to indicate that their research participation was valued. 

8.6 My Reflection for the thesis 

This section presents looking back into my experience of overall thesis and analyses 

the experience. The experiences collected throughout research can be described as 

learning experience, personal experiences, strengths and limitations (see Section 8.5) 

of study and researcher self-reflexive positionality (see Page 190).  

This research is a part of PhD study and is focused on Dalits and their health. It has 

helped me to understand Dalits every life experience, their health obstacles, become a 

part of their emotional stories. However, after collection data from mixed methods 

interpretation and analysis has been done considering possible biasness. With the help 
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of supervisor, this research process has helped me to look on data with different lens, 

by understanding researcher biasness. Similarly, it has helped me to boosts my 

personal skills and experiences, such as time management, decision making skills, 

develop my communication skills and relationship with another PhD researcher.  

This section follows the submitted version paper titled ‘Researching Dalits and 

healthcare: Considering positionality’. The paper was submitted to be published in 

Health Prospects, Nepal on 25th November 2022. 

See BURO

https://eprints.bournemouth.ac.uk/38254/
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Chapter 9 Conclusions 

9.1 Overview 

This chapter concludes the key findings of this thesis exploring Caste-based healthcare 

inequality in Dalit communities in Makwanpur, Nepal. This is presented under four 

headings: (1) Discrimination in society, (2) Social determinants as key barrier to better 

health, (3) Poor health status, and (4) Lack of public health programmes. 

9.2 Discrimination in society 

This PhD study reports that caste related discrimination and practice of untouchability 

is still prevalent in Nepalese society, even though people perceive the caste system as 

an oppressive, discriminatory, and exclusionary practice (see Section 2.4 and 6.3.1). 

Whilst the government of Nepal banned discrimination against Dalits, it remains 

hidden but deeply rooted in society. Dalits experience various kinds of discrimination 

every day including physical and psychological, and this occurs in both private 

(refusing to dine with Dalits, restricted in private run places, denial to entry in temples) 

as well as public places (see Section 8.1.1). The caste system has a foundation in 

Hinduism, but the concept is human-made and is created to suppress and sustain the 

power by upper caste people in the country and disregard the law of human rights.  

Discrimination can take place in the name of a long-established culture of 

untouchability, lack of law and its implementations, and providing equality but not 

equity.   

Both untouchability and discrimination towards Dalits are parts of Hindu culture and 

has been in society for a long time, and this research highlights it is still a prevalent 

issue today. Due to the discrimination Dalits face, they struggle to live their lives on a 

daily basis, commonly having to wait in queue after upper castes or even accessing 

separate taps to get drinking water. Dalits are not entitled to enter the homes of upper 

caste people, are often restricted from visiting temples and have limited employment 
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prospects due to poor education (see Section 6.3.1). One participant also stated they 

are treated as less than a dog. It has also been noted that, not only must they fight for 

food, shelter and use of public services, but Dalits also suffer from violence and abuse, 

physical and mental, outside in society as well as within their own homes by male 

partners. Due to this longstanding cultural discrimination, the have become part of 

Dalit life and they have learned to live with it.   

This study also reported that the legislation banning caste discrimination has led to it 

becoming hidden within society. Thus, Dalits are discriminated against in different 

terms such as poverty, limited education, and poor hygiene. However, the key reason 

for discrimination is caste and untouchability related to it, the other aspects are just 

additional to this. Despite this, quantitative results stated that Dalits are not 

discriminated against and are treated equally in health service areas. However, it was 

also pointed that more equal treatment and friendly behaviours are needed towards 

Dalits (see Section 7.4). This also suggests discrimination is often hidden in society. 

Further, the quantitative study identified that Dalits are recognized by their outlook, 

language, and (mainly) from their surname. They can be separated easily within 

society due to their characteristics, thus are more exposed to possible discrimination. 

Therefore, this long-established culture and norm is one of the key reasons that 

untouchability and discrimination towards Dalits are still active concepts in society. 

Discrimination related to caste is the root cause of Dalit struggle - mental and physical 

abuse and struggle to have basic needs fulfilled leads to poor health outcomes.  

Additionally, this research also highlighted the need for efficient law and its effective 

implementation to address discrimination towards Dalits. The government of Nepal is 

working continuously (see Section 2.8) to address caste-based discrimination. The 

government has banned caste-based discrimination and people are aware of the 

regulation. However, implementation of these laws is not effective. This study reports 

that despite many cases of unfair treatment and social injustice, only some are recorded 

and fewer still are processed further. Participants stated that they would not rely on 
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constitutional provisions. Dalits struggle for education rights, property rights, socio-

cultural rights, constitutional rights and even the basic human right of freedom. This 

has also changed their mindset and has led to them accepting the daily challenges. 

Therefore, lack of social justice and poor implementation of constitutional provisions 

are some of the major reasons behind caste discrimination and Dalit struggle. 

This research suggests that people are becoming more aware and understanding of 

caste discrimination and its consequences. Consequently, the younger generation 

discriminate less in comparison to people from older generations (see Section 6.3.1.2). 

Hence there is some form of duality which exists among participants. It can be argued 

that the younger generation knows less about the caste system and discrimination 

related to it, therefore there is less of a chance to reproduce it. Even though many are 

aware of violations of constitutional provisions and human rights, and are against 

caste-based discrimination, not all can challenge societal structure and fight against 

the system. Therefore, Dalit struggles start with caste-based discrimination and the 

stigma of untouchability practice of upper caste people towards Dalits and continues 

due to lack of effective law and its efficient implementation (see Section 8.1.2). It has 

been seen that, due to this long run practice of discrimination, the social setting that 

concerns caste-based discrimination has been shifted to a less significant extent, which 

is not enough to address the issues of the whole Dalit population. Therefore, people 

being aware and understanding of the caste system that excludes Dalits, not accepting 

all aspects of it, and effective laws and their implementation is important to eliminate 

discrimination from society, thus boosting the health prospects of the lower caste. 

9.3 Social determinants as key barrier to better health 

This research including theoretical aspects of discrimination (see Section 2.3) 

highlighted that those belonging to the upper caste have better social determinants of 

health such as more income, better education and employment while those who 

belongs to lower caste, in particular the Dalits and Dalit women due to gender aspects 

have poorer social determinates. 
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Poverty is one of the key determinants of health and this research identified that Dalits 

typically live in poverty as well as in isolated areas, far from many services. Therefore, 

they suffer most from double discrimination poverty and caste. Caste and hierarchy 

systems often impact a person’s socioeconomic conditions which can in turn 

negatively impact health prospects (see Section 8.2.1). Research including this PhD 

study identified that the majority of Dalits in comparison to upper caste people are 

poor and often do not own a house or land. They must struggle to live their everyday 

life and earn low daily wages in order to eat. Due to extreme poverty and lack of 

bespoke programmes to address their poor health (see Section 6.3.3.4), they are not 

able to look after their health, and suffer worse health outcomes as. Firstly, Dalits are 

often unable to visit health services as they cannot afford to take time off work. 

Secondly, they are not able to afford travel expenses to visit services (see Section 

8.3.1). Thirdly, they are not able to pay fees for treatment and medicine (though some 

services and medicine are free they are not readily available) (see Section 6.3.3.3 and 

8.3.2). Due to all this, they avoid visiting health centres for check-ups and miss out on 

early identification of illnesses, having better treatment and understanding precautions 

and prevention methods (see Section 8.4). Finally, these continuous socioeconomic 

pressures and discriminatory aspects of caste cause psychological effects such as 

depression.  

In addition to poverty, Dalits also experience lower quality education. This is a result 

of caste acting as a barrier to receiving educational opportunities which promotes 

poverty and impacts health outcomes (see Section 8.2.1). Research including this PhD 

identified that education and poverty are interrelated. Dalits often must travel to 

education centres due to lack of services and must bear the brunt of associated travel 

costs. Going to school limits their ability to support the family financially. Even when 

they manage to go to school, Dalits experience unfair treatment from classmates and 

teachers such as asking them to sit separately, pointing to their work using a stick and 

refusing to even touch them (see Section 6.3.2.4). Therefore, many Dalits end up with 

poorer educational attainment due to leaving school early, which impacts upon future 
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employment opportunities. With low-quality education, Dalits often have poor health 

literacy due to poor health awareness, poor understanding of disease prevention, and 

limited opportunities to use safety equipment. They also end up committing to jobs 

that prove a risk to their health (see Section 8.2.3). 

The research identified the need for education as well as public health programmes in 

order to boost their health (see Section 8.4). At the same time, among the youth, 

education and globalisation are significant factors in understanding how one perceives 

the caste system. The more people are educated and have awareness, the more are they 

mindful of the negative consequences related to the caste system. The Dalit youth do 

not identify themselves just as a part of the caste hierarchy system neither other caste 

youth label them just as Dalits. As research highlighted that Dalits are becoming aware 

of the importance of better education that contributes to better health prospects such 

as understanding of health consequences, identifying early issues and having an 

awareness of precautions and preventative measures. 

Education influences one’s access to better employment and income, which is one of 

the most important factors that impact health outcomes. This research recognised that 

the majority of Dalits are engaged in low-paid jobs and jobs that are a risk to an 

individual’s health. The majority of Dalits are involved in tailoring jobs including 

making cotton mattress and many suffer from respiratory diseases due to lack of proper 

training and use of safety equipment. They are also engaged in unhygienic jobs such 

as the manual cleaning of human excrement. Health risks are not only physical but 

also psychological. Most Dalits have jobs that are not secure, and many are 

unemployed. This situation creates the constant fear of losing their jobs or their partner 

losing their job, which can result in mental distress and increases the chances of 

experiencing depression, anxiety, trauma, or other mental illnesses. Poverty, 

education, and employment are part of an interlocking cycle in which Dalits are 

trapped. These factors help to maintain social status, power, and access to resources, 

and thus influence health. Research has stated that people who do not have better jobs, 
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income and education are likely to have poorer health outcomes in comparison to those 

that do. 

On the other hand, gender aspects of caste also influence health outcomes. This 

research highlighted the double discrimination towards Dalit women due to their 

gender as well as their caste (see Section 6.3.2.1). Most Dalit women work on daily 

wages where they have to go to places to place to earn money. This makes them openly 

vulnerable to physical abuse, violence, and sexual assault. It has been recognised that 

Dalit women are not only discriminated in wider society, but also within their own 

homes. It has also been identified that, due to the pressures of household 

responsibilities, childcare and earning for daily food, Dalit women do not have enough 

time to take care of themselves and their health, not even to visit regular ANC. Due to 

this suppression, they are not able to discuss their health-related issues even with their 

partners and families.  They fear that their partner will leave them if they discover that 

they are struggling. As such, they hide their illness, which could be easily cured if 

identified on time (see Section 8.2.4). Dalit women often perceive being sick as a 

normal condition and only look for help at the more serious stages of illness. 

9.4 Poor health status 

This research study identified that Dalits’ poor health outcomes are related to barriers 

in accessing health services, limited availability of health resources and a lack of 

health workers. Research demonstrated inequity in healthcare and Dalits are among 

those who suffer most (see Section 6.3.3.3). Access to health services has been 

identified as a key problem among Dalits. Dalits usually reside in isolated areas, far 

from health centres, with very few healthcare services available locally for them. Thus, 

a lack of locally available healthcare acts as a barrier to health access. Moreover, 

limited availability of health resources including medicine and treatment facilities 

such as X-rays or other such health equipment in a timely manner is another reason 

for Dalits not having better health outcomes (see Section 8.3.1). 
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Furthermore, lack of locally available health centres and health resources include 

travel and costs related to it, especially the possibility of missing out on daily earning. 

It is difficult for Dalits to manage these additional costs, as they are already suffering 

from poverty. Another major issue is fees related to healthcare. Private health services 

in Nepal are quite expensive. If one needs better and timely service, they must use 

private services. Despite the government providing a few free health services and 

medicines, this research revealed that the majority of free services are often not 

available in the area, or that medical stock has run out (see Section 8.3.2). Thus, Dalits 

end up paying for health services, and the majority are not able to afford this financial 

burden. This usually results in them ending up with life threating health conditions. 

Another global issue that affects health outcomes is a lack of human resources in the 

healthcare sector. Health workers key factors that not only provide health treatments 

but also communicate health related aspects. Research identified that health centres 

are not fully staffed, thus are unable to provide timely and quality service (see Section 

8.3.3). The majority of participants highlighted that health centres are flooded with 

service users, due to lack of staff. Many also stated that, due to crowds, Dalits try to 

avoid visiting health centres as it will take almost a day to get service (see Section 

6.3.3.2). Likewise, in the context of Nepal, there is always a shortage of health workers 

in the remote areas where Dalits reside. As well as this, little to no Dalit health workers 

are available. This makes a visit to the health centre less appealing for Dalits. It has 

been acknowledged that an extremely limited number of public health workers are 

designated to remote areas to provide service, and that health workers are not available 

on placed services. They prefer to run their own private services or work privately for 

better income. Research highlights that many skilled health works have average of 2-

3 years of experience. This is an issue related to staff retention. Low-income countries 

such as Nepal struggle to retain skilled health workers due to an inability to provide 

better pay and career opportunities. Because of this, many health workers migrate to 

countries with better pay and opportunities (see Section 8.3.3). This has resulted in 

severe shortages to an already under-resourced national health system.     
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9.5 Lack of public health programmes 

This research highlighted that public health programmes are not provided to the public. 

People who are educated can understand health related issues on time and follow 

precautions and preventative method. However, people who are not educated, 

particularly members of Dalit population, would not be able to understand these 

health-related aspects. Thus, it is especially important to communicate health topics 

within Dalit communities, and public health programmes can be helpful in achieving 

that. This study highlighted a lack of distribution of health information in 

communities, moreover 43% less in Dalit communities by comparison. Health 

programmes help people to understand health risks and treat health issues in a timely 

and effective manner. As the research highlighted, Dalits have comparatively less 

health knowledge and understanding. Therefore, it is very crucial to provide 

distributed health information, precaution and prevention methods, information 

related to accessing health services and facilities, and any government provided health 

benefits in order to promote a healthy lifestyle and better health outcomes. 

9.6 Original contribution to this research 

Health and health related inequity has been a global issue. Many studies identified 

relationship between health, human rights, exclusion in society. This research 

identified that there are much research done (published paper found) regarding Dalits 

and their health related however very less available in Nepal. However, they failed to 

examine the contribution of these factors in health disparities specially in terms of 

caste exclusion. Such as large studies (see Section 3.2) lacks in exploring underlying 

for health discrimination and health uptake of Dalits.  

This research bridged the gap in Dalits’ health and health access. In addition, it adds 

value by creating better understanding of Dalits’ overall life experience and challenges 

they face and how it affects their health and wellbeing.  
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It is well known that despite legal regulation Dalits are still discriminated in Nepal. 

This research also stated the same level of discrimination however the interesting fact 

is Dalits do see discrimination and they do talk about discrimination, but they do not 

see neither talk about health discrimination. It has been identified that Dalits do not 

recognised health as a key problem as they do not prioritise health in their life and 

understand relationship of discrimination with health. It seems like they are not able 

to understand health and outcome of health due to discrimination as well as understand 

health facilities provided for them. 

This can be the result of lack of education as Dalits usually drop school early due to 

various reason expenses related to schooling, caring of their siblings, work for food. 

Therefore, low education is common among Dalits which will lead to them working 

dangerous or low paid jobs, resulting poverty. This circle affects their health outcomes 

less understanding and awareness of health, accepting jobs that are harmful to health 

due to lack of education, cannot leave a day off from job losing their daily earning and 

risking food for the day, afford travel expenses when needed, afford to pay health 

expenses, due to financial limitations. Thus, it reflects impact of people’s ability to 

access healthcare even they are available to them.  

Further, this research includes perception from health workers and their behaviour 

towards Dalit service users allows comparison between service users and providers. 

This research concluded that they do not directly discrimination Dalit service users 

and provide equal type of services. However, research explained that equal is not 

equity (see Section 8.1.3). Thus, created gap in Dalit health. It also highlighted not 

accepting direct discrimination but accepting need of equal treatment, identified a grey 

area for further research.  

Another unique contribution is my discussion about positionality as researchers in 

Nepal do not tend reflect on their position and role in the research process as their 

counterparts do in high income countries (see Section 8.6).  



 

 

207 

 

 

9.7 Chapter summary 

Dalits are still discriminated against in society due to their lower caste status and the 

practice of untouchability. One of the reason caste-discrimination can survive so long 

is a lack of proper law and its effective implementation. Caste-based discrimination 

also limits their ability to receive better education, income, employment, and health. 

This has made Dalits more vulnerable to health, thus resulting in poorer health 

outcomes, both physically and psychologically. However, with better education, the 

younger generation look upon the present caste hierarchy system as a discriminatory 

practice that ignores lower caste people and untouchables. Further, they see it as an 

element of culture that must not be reproduced in the future. That being said, it does 

not seem plausible that the caste system will completely disappear from the social 

hierarchy any time soon.    
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Chapter 10 Recommendations 

10.1 Overview 

Following on from the Conclusions, this chapter focus on key recommendations for 

(1) further research, (2) policy makers, (3) training and education, and (4) health 

workers in order to improve Dalit people’s health and wellbeing. 

10.2 Recommendation for further research  

This PhD research is focused on casted based discrimination and health aspects of the 

Dalit community in Makwanpur district Nepal. Health inequity is a global issue and 

in the context of Nepal, without addressing Dalit health issues, it is impossible to 

achieve equity in health as well as achieve SDGs target. It is therefore recommended 

that further research should be carried out to investigate the following:  

• This research is based on a limited number of participants from Dalit 

communities and results derived from it. Ethnographic research and 

unrestricted access to research participants may help to reveal much more 

about Dalits and their health experiences. 

• Moreover, due to the limited research area of this thesis, further research is 

recommended to explore the shifting progress of Dalits across different areas 

in Nepal.  

• Further research could focus on measuring the quality of health services 

provided as well as satisfaction among the Dalit communities utilizing health 

services. 

• Also, further research should look into more details on the effects of socio-

economic aspects such as education, poverty, employment and gender in 

relation to utilization of health services and health outcomes (see Section 8.2). 

As this research has pointed out, socioeconomic factors are fundamental 

causes of Dalit health outcomes. Further research may examine how these 
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determinants impact health outcomes and how a better healthcare system can 

be built together. 

• Furthermore, due to the limited number of health workers who participated, 

and the nature of humans not accepting whether they have participated in any 

wrongdoing, the outcome derived responses may need further validation. Thus, 

further research is also recommended to study the relation of health workers’ 

attitudes and the health outcomes of Dalits (see Section 8.3.4). 

• Finally, this research also highlighted some emotional and psychological 

health issues among the Dalit population. Therefore, further research is 

required to address mental issues such as anxiety and depression using 

validated tools with a larger sample size. 

10.3 Recommendation for policy maker 

This PhD research has identified some recommendations aimed at the government of 

Nepal that may also be helpful in other countries in order to work toward reducing 

health gaps. The findings of this thesis illuminate various key areas that policy makers 

could focus on, in order to improve Dalit health. 

• Research recognized poor implementation. Thus, the first recommendation is 

that the government should make eliminating discrimination a priority. 

Policymakers and policy implementers should enforce laws to end any 

mistreatment and abuse when it comes to caste discrimination in all three 

(personal, cultural and structural) levels to promote equity. This includes 

discrimination within the health sector.  

• A public campaign should be organised to provide information related to caste 

discrimination and its consequences. Due to a reduced literacy rate, local radio, 

television, and mobile phones can be beneficial to attract attention. It should 

also focus on investigating caste discrimination as well as consulting with Dalit 

communities on further positive progress. 
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• Research identified lack of health workers and crowded health centres. 

Therefore, the government should develop policies to recruit much-needed 

health workers, retain health workers and reduce international poaching of 

health workers. The plan can also focus on recruiting locals as well as Dalits 

as health workers and promoters and should explore the use of advanced nurse 

practitioners who can assess, diagnose a treat in these areas. 

• The Government of Nepal should focus on access to health services. For this 

purpose, the government should work on improving road conditions and 

availability of transportation in isolated areas where Dalits reside. They should 

also work to develop easy access and readily available health services such as 

utilities and equipment, and making affordable health services or free services 

where possible. 

• Dalits are also restricted due to other social determinants such as poverty, 

education, employment and gender. Thus, the government should enact and 

enforce policies that help to eliminate poverty, create equal opportunities for 

education and employment and reduce gender-based discrimination in order to 

achieve quality health for people who are not able to afford health services.  

• The Government should act on policy or launch public health programmes that 

focuses on Health equity rather than equality. Further, they should also find an 

ideal way to motivate people, especially Dalits who often have very little health 

knowledge, to participate in these programmes. Public health programmes 

should focus on providing health awareness and information of seasonal 

diseases as well as precaution and prevention methods. On top of that, it should 

also educate service users on how to access free health services provided by 

the government. 

• Finally, although the Government of Nepal has introduced policies for Dalits, 

implementation of these policies is poor (thus ineffective). Therefore, the 

government must take strong effective actions to implement policies related to 

Dalits. For this purpose, collecting public health data on the health experiences 

of Dalits and then acting on the data accordingly would be helpful. 
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10.4 Recommendation for training and education 

This research found that the majority of the Dalit population had either no education 

or only a primary level education, specifically Dalit women. Thus, some 

recommendations are made here: 

• This study recommends running health education and awareness programmes 

in order to ensure that Dalits are better informed about health risks, precaution 

and prevention measures. 

• Training should also aim to improve knowledge of Dalits regarding caste-

based discrimination and their rights, as well as facilities provided by 

governments including health aspects. 

• Health promoters and health workers should receive training to understand the 

importance of public health programmes and participation of the community. 

Training should also focus on generating innovative ideas and creative ways 

to make promotion of health more effective. This can be achieved by involving 

a local member as a health promoter. 

• Additionally, it is impossible for the government to go door to door or attend 

every issue. Thus, the government should introduce a plan to collaborate with 

local people or other local non-governmental organisations. That will help to 

fill the gap in health services not provided by the government. 

• Finally, these public health programmes should be communicated through 

media such as TV, radio and mobile phones to effectively distribute 

information regarding caste-based discrimination and health aspects related to 

it. 

10.5 Recommendation for health workers 

The outcome of this research includes survey data conducted among health workers. 

Therefore, some recommendations for health workers/professionals are listed below: 
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• Health promoters and health workers may initiate more (i.e., health outreach 

programmes, counselling service users, explain exclusive health services 

provided to Dalits) to motivate Dalits and encourage them to attend health 

centres for regular check-ups. This should also include aspects to include Dalit 

women.  

• Health workers should act as health promoters and received the necessary 

training. 

• Local people, or Dalits specifically, could be recruited as health promoters as 

well as health workers to attract Dalit service users. 

10.6 Chapter summary 

The finding of this research study has offered comprehensive evidence for further 

researchers, policy makers, training and education, and health workers. This PhD 

research adds to our understanding of the experiences of Dalit people and the 

challenges they must face, and the condition of their health status in Makwanpur 

district, Nepal. It is hoped that the findings and recommendation of this study may 

help to contribute to a better and more equal society. 
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