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Abstract

Introduction

The caste system is #ireemillenniumold social stratification system. Caste
discrimination is common in Nepal despiteingillegal since 1962. Dalits (known as
untouchables)rank at the bottom of the caste hierarchy and often experience
discrimination due to notions of untouchability resultingpoor health outcomes.
Castebased inequality has an impact on the wellbeing of individuals, experiences of
violence, ad 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 crosssectional mixeemethods study was conducted in Makwanpur district, Nepal
in2019Qual i tative study included six focus
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 (phyaichl
psychological) impacs wider health determinates (gender, education, employment,
and poverty)and positive attitudes of health workers towards DaResearch
presented thaDalits do not prioritisemedical healthcarthus, resulted poor health.
Neaty all (98.5%) health workers stated that no discrimination in health services
towards Dalis, however, 53% reported that no discrimination and promoting equal
opportunity will contribute to better health outcomes within Dalit communities.

Conclusion

Castebased discrimination is still prevalent in Nepali societgd influence

i ndi vi du dHe8esvicds ehat hctiviely promote, and address health inequality
experienced by Dalits are lacking. The outcomes of this thesis can help to identify
gaps in Dali 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 presentise background of the studit introduces and explains thaste
system within Hindu society and provides further explanatiombout the Dalit
community ad their place within the caste syst@mthe SouthAsian subcontinent
This chapterpresentditeratureon existing practices of discrimination based on ¢aste
(focusing onDalits) highlighting the conditionsand statusf Dalits in Nepal This
chapter also inclugeinformation about Nepaits healthcare system and legislation
regading casteas well as thdackground otheresearcherThis chapter concludes

by providing aroverview ofthethesis.

1.2 Country background: Nepal

Nepal is a small landlocked country located in South Central Asia. It is situated
between China in theorth and India in the east, west and south. It is home to the
highest mountains in the world includinglount Everest, known locally as
Sagarmathaand boastsnany other natural and cultural sites including rivers, cities,
and temples. Nepal has unique gephical diversity starting from 60 meters above
sea level in the plains (Tarai) region in the spaththe wayto the highest peakn the
world, Mount Everest(8,850 metres)in the north (Government of Nepal and
Secretariat 2013Nepal is occupied b29.1million inhabitants(Office for National
Statistics 2021b)Betweenl5 to 20%of the populatiorare 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 Usedational census
(2011) reported Hinduism as the main religion (81%). There are 126 different
caste/ethnic groups including aigmajor caste groups and 25 stdstes. Nepal has
122 languagesncludingNepali, Maithili, Bhojpuri,andTharu. The official language

of the country is Nepalwith approximatelyhalf of the population (44.6%) spea§



theNepalilanguaggCentral Intelligence Agency 2018)he capital of the country is
Kathmandi. Major cities includePokharaChitwan,Biratnagar and Hetauda.

Nepal hasvitnessednany changesincebecoming the Federal Democratic Republic
of Nepal on 28 May 2008 Nepab s M paotystartecthetranstion with adecade

long civil war (19962006)andenceda 240 year old monarchyy removingthe last

king GyanendraShah (Hutt 2020) Evidencehas emergedhd this longcivil war had

a negative effectothec ount r y6s heal t h.lItkedtaoven B3000t hc ar e
fatalities, 1,200disappearansedisablementand internal displacement tifousands

of people(Devkota and van Teijlingen 20103imilarly, in rural aregghousand®f
health servicesveredestroyedwith many health workaralso mistreated and killed
(Devkota and van Teijlingen 2010n 2015, Nepal alsosuffered froma severe
earthquakewhichledto over 9,000eaths, thousands injuriesand destroyed many
villages and heritage sitéRegmi et al. 2015)Since then, Nepal has bestnuggling

to maintain political and economic balance drab beendentified as one of the
poorest lower middleincome counies in the world, especially compared to
neighbouring contries India and ChingCentral Intelligence Agency 2018)hese
continuouschangessuch ascivil war, natural disaster and political imbalarftas
harmedNe pal 6 s e c o n o mi, with thepabreshseffering themasttbatlt u s

economically and health wise.

The life expectancfor womenis 72 years antbr menis 69 yearsbasicliteracy rates
(self-reportedability to read and writepre for female 60% and 79% for males and
male to female ratio i84.5% (i.e., 84.5males per100 females). The total gross
domestic product (GDP) &1.04billion (USD)in 2020/21andthetotal health sector
budget was 2.87% of total budgdinistry of Health and Population 2020)\epal is
about half as poor per head of the populationtaseighbouring India(Central

Intelligence Agency 2018)

Theresearch was conductedthme district ofMakwanpur oneof the 77 districts of

Nepal Makwanpur islocated in the adral part of the countryA map of Nepal
2



showingthe district ofMakwanpur is presented the Figure 1.1. The survey with
healthcaravorkers was conducted throughout the distrigiséarch areshave been

marked witha6 + 6 sy mbol where qualitative reseal

Figurel-1: A Map of Makwanpur District

Municipality/ vC Population
da Sub 1i 152,875

\ Map of Makawanpur

Thaha Municipality 41,623
Gaun Palika (Rural Municipal):
Indra Sarobar 17.585
Kailash 23,922
Bakaiya 39,620
Bagmati 30,495

Bhimphedi 23,344
Makawanpur Gadhi 25,322
Manahari 38,399
Raksiran, g2 26,192
Total of District 419,377

W
Blofe|s|o|nfsw| [N[=[ 2

Adoptedfrom (The Kathmandu Post 2017)

The district falls under Bagmati province and the headquarter of the state is Hetauda
which is aboub5 miles @riving distancepast from Kathmandu. The total population

of the district is 42@77 (Office for National Statistics 2021land the representation

of Dalitsis low compared to other distrgtonly 3%havebeen officially identified as
Dalits (District CoordinatiofCommittee Office Makwanpur 2020)he largest ethnic
group in this area is Tamang caste of TibBwrman origin and 90% of them are
Buddhist (Morrison et al. 2014) According to statistics presented by the
Underprivileged Community Development Forum (UCDF), Dalitdakwanpurag
behind in every sector including education, health, politics and government jobs
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compared to placeske the capital city, Kathmandwvhere the status ofDalits is
notablybetter(The Himalayan 2007)

1.3 Discrimination

Both racism and discriminatioare deeply rooted ireconomig political and socio
cultural perspectivedimiting individual® a cte ad $sseof healthcare services
(Williams and Mohammed 2009iscriminationhasbeen identified asthe limited
opportunity provided todiscriminatedgroups or individuals to actively engage
economically,politically and socially in society(Desai 1976; Desai and Kulkarni
2008) It may bereflectedn lower wags, employmentevels,andbr educatiorievels
resultingin a morelimited access to basituman andocietalneedssuch as food,
shelter, clothing and health servic8smilarly, discrimination causgovertyand acts
asa barrierto reducing povertyPolitical discrimination can be identifielly limited
access to vatg, restricted participationn pditical processs, not being taken
seriously ofimited involvemenin thedecisionmakingprocessSocialdiscrimination
occuss due tounfair treatment based on cultural values and namsocietal belief
for certain groupthroughrestrictions on social evendsd limiting access to public
placegSalter et al. 2018)

Discriminationoccurs due to the unfair and prejudicial behavitmnsards individuas
and groupdased on their characteristics sashage, sex, gendeace or ethnicity
Thesegroups are often classified as outsiders, low class or outcasts agihirety or
country (Tunga 2009)Various social determinants act as barriers to discriminated
people hindering them from fulfillingheir potential in lifgLaurencin 2014)Further

information relatedo discrimination is presented Chapter2.

Better health and wellbeirig a basic human right around the wofldhited Nations
2015) However these primary rights have beeodeddue to discriminatioriBailey
et al. 2016)For example, dcrimination leads to inequal accesgjtality education,
income, food, housingand other environmental and social determinantduding
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health. Thus, it also leads to a significdetline in thehealth status of communities
(Bailey et al. 2016)

Discrimination related to race and caste/ethnicity in healthisaegidenced to be
increasing worldwideand therefae has been considered a key determinant of the
quality received in healthcare servi¢émld 2014) éThe Sprit Level: Why More Equal
Societies Almost Always Do Befigresentsheinterconnection of health and equity
and concludethatdiscriminationis dangerous to heal{\Wwilkinson and Pickett 2009)
Furthemore people who araliscriminaed againstare prone to poorer healthcare
with apositive correlatiometweerhigherlevels ofdiscriminatiorandlower standarsl

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

depression ratgsaurencin 2014)

Discriminationpervadeghe tealthcaresystemdue tothe lack of health informton,
access to resources)plemertation and policing ofegislationandpoliciesto reduce
discrimination(Human Rights Watch 2013)hishasclearnegativeconsequencdsr
both health service users ahdalthworkers(Biggers 2020) However, practice of
discriminationis not a unique issue to NepBlotable examples includegoitation

of the African slaves by Europeans, blackfommerapartheid states gbuthern

Africa,andRussi ads Jews \heRaled Betlemerd. kven westein t o
history islittered with such unethical astwith somestill practiced in moderday
societies(Simon and Thorat 2020Racism and discriminatioare key contributing

factors towards increasingdisparities inboth physical and mental healdmong
discriminated groupgOkazaki 2009) Furthemore 6 T h e Bl ack Lives
campaigrhas highlightedtructural and hidden racism and discriminatiothe USA
(Hardeman et al. 2016nd elsewhere includinghe UK Racism againstblack
communitieshasresuled in poor health outcomess demonstrated by many health
andwellbeingmeasures such as life expectamogternal mortality rates and disease

prevalencdLeitch et al. 2021)A UK reportidentified thatdiscrimination and social



inequality may have contributed higher death rates among Black and Asian people
due to COVID19 (coronavirugdiseasg(lacobucci 202Q)

In recent yeas; Nepal hasundergoneseveral changes frona monarchyto federal
government earthquake and contiied political instability (Hutt 2020) The latter
refers to patical parties changing ovex fairly short period ofime due toconflicts
between various parties an inability to governAll this has worseedthe situation

in terms ofdisproportionatly limited availability of health services to people who are
margnalised including Dalits(Upreti 2010) For example thenumber ofMinistry of
Health& Population(MoHP) officeshasdecreaseftom 111 to 106and Department
of Health services (DoHS)ffices havedecreasedrom 196 to 121without planning
andimplementation. This has resultedreduced servicegontroland effectiveness
of remainingservices (Ministry of Health and Population 201%hereforeNe p al 6 s
healthcare systeimasstrugglel to meet health demands$the people(Adhikari et al.
2022) Research has identified ttats reducedvailability of healticare and serviee

is usually noteffective enouglo reachthelocal leve| especially in terms of providing
health services and managemwiihin rural areagGorgen et al. 2004; Adhikari et al.
2022)

Researclnas identifiedhatdifferent caste/ethnic communities in Nepath as Dalits
as well aAdivasis(Indigenougpeoplg experiencencreasd levels of discrimination,
poverty and lower-quality education(Ramaiah 1998; George 2015b; Devkota and
Butler 2016; Subedi 2022)Similarly, a recent studyin Nepal on castebased
discrimination identified 205 different kinds of existing practes such as
untouchability, forced labouandsocial boycoihg within eight distinctresearch sites

in Nepal(International Dalit Solidarity Network 2016Researclrsview caste as a
key determinant of social exclusion and developrnadnth, they argueaffects more
than 260 million individuals globallgMosse 2018)

As stated above, sources of discrimination can be linked to various social determinants
such as age, gender, ethnicity, economic conditesrtseducation(Morone 2017)
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However,in the context of Nepalittle is known about the experiences of caste
inequalityi especially withinthehealthcare secterand how it may act as a barrier to
better healtha®. The purpose of this researdhereforejs to investigatehealthcare
inequality due to castieased discriminatigrwith a particular focus othose who lie

at the bottom of caste hierarcltlge Dalits (seeChapter3).

1.4 The caste system

In order to have detterunderstandingf Dalits andtheir health experiences is
importantto understand the caste systérheexistence of theaste systens centuries

old andfunctions bysorting members of the populationo hierarchicafactionsfrom

birth. It is ascalingsystenmbased orpurityd(Aigner and Cain 1977Purity is a moral
judgement about people and familissch that some aperceived to bébettebthan
others. Those who aperceived to béetter(i.e. purd, cannot be physically touched

by people of lower puritysesulting inthe practice of untouchabilitiMichael 2007)

The caste system operates by restricting social interaction, occupation, education, and
healthopportunities for lower caste grougdsis results ira large gap between castes
(Aigner and Cain 1B7). The caste, known athe & a r sy®tém is the core
foundation of Hinduism which controls thiateraction of specific groups and
individuals Additionally, the caste system also labels the status of individuals in
society based on their prosperitland holdings, profession, and occupation
(Bhatachan et al. 2009Althoughthe concept ofhecastesystem is core tblinduism

it is also found in othereligious groupsCastediscrepanciesan beidentifiedwithin
Christianity, Islam and Sikhism ithe South Asian diaspora despitea lack of
saiptural support for cast@Vaughray 2008)There are number &y caste indicators
includingoccupationsurnamevillage from which family comes from, religion, skin

colour (darker compared to other castnd nose structu&ebring 1969)

The caste system @nintegral aspect of Hinduismvhichis common in South Asia
and mostly dominant in Nepal and India.Nepal, King Jayasthiti Malla introduced

acaste system ithe 13" century whereas Jung Bahadur Rana, formeéme minister
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further formalised the system through taluki Ain (Civil Code) in 1884 Pyakurel
2007) It is identified as one dhe strictestsocial stratification systespnwherethere

is no flexibility in terms of bangingo n e 6 s, or mavimgbetween castes.

The caste systenmcludesboth endogamypreserving castes areventingcaste

fusion such as intezaste marriageand commensalitysocial interactiorassociated
with inter-dining between cast¢gractices The systenrefers tothe hierarchical

separationof society based uporfour categoriesn Hindu mythologyknown as

varnas which in turn ardased on sociglurpose®r occupationandatthe empirical

level,theconcept oflati (subcastejWaughray 2008)n theHindu castesystemthere

aredivisions (seeEditorial, Section 1.§ or varna namely @rahmird priegs, created

from Go d 6 s ) Ksehaat, (waryicaséfrom Go d @& 6 V a i s(merchants,

from Go dthighs)a nd 06 $slavksfrandG o dfée§. Thoseoutside of this caste
system ar¢heoutcasted groupgatisudra, avanas) the Dalits.

Dalits are identified as AProtestant Hinc
are often referred as chandalasaraas, atishudras, panchamas, antyavasan and
antayasThey were referred td u nt o u ¢ ih thebskernsesod physical contdste

Section 1.Jand fAdepr ey the Britislt, dndfsssohedul ed cast es
constitution of IndigMenonand Contractor 2017palit is a Sanskrit worthatmeans

divided or separated’helabel of Dalit is determined blyirth, andone cannot move

between casteddence ntercaste marriagés a major challenge, bweverit may
elevateDalit/lower castavomenand their childremo upper castes childrenin Nepal/

India gettheiridentity from their fathes instead otheir mothes (Soutik 2019)

The term Dalitis accepted bymost Dalits and their leaderand refersd both the
individual and a collective communitin traditional rural areaBalits are often not
welcomedin the village of upper caste grogpand are restricted frommany
occypatiors. As such, heyare forced talepem on unskilled labousuch as removing
dead animalfrom thecommunity street sweeping, garbage adinage cleaning for

their daily earninggRamaiah 1998)in many rural areaef Nepal and IndiaDalits
8



areoftennot allowed to use public wellenter schoolgr walk on common road$n
many cases, they are even prohibited feaing decent foodowning propertyland
or collecing any kind ofwealth(Menon and Contractor 2017)

Legislation in Nepal outlawed the caste system since 1962 and recently padked a bi

on CastebasedDiscrimination andUntouchability (Offence and Punishmen#ct,
2011, in an effort toeliminate discriminatory practicegsee Section2.8). The

legislation bans any discrimination daddifferenttreatmentowardsi unt ow@x habl e

andoffers harshepunishments for officials guilty of discriminatiohhus,case-based
discriminationis definedas a criminal activit andvictims are offered compensgan
(United Nations 2011)

Since 1990 the constitution of Nepal Right to Equality Act (1983) forbidderany

kind of castebased discriminatigrespecially against Dalits:

No discrimination shall be made against any citizen in the application
of general laws on grounds of religigdharma), race (varna), sex
(llinga), 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 layHimalaya 1990)

The @steandgenderbased systegareperhapgshewo r | d 6 s | o nsgcals t

stratification systens, olderthan for example the classbasedsystem The older the

tradition, the more difficultit becomes for change to ocdwgcaus the practice iso

deeplyingrainedinto a culturethatis passed down from one generatioratmther

Additionally, the system is hidderwithin society (Human Rights Watch 2013)

Therefore, dspitea wellestablishedfficial end to the caste system, Dalits still face
9
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extreme dscrimination they are deprived fromhetter education, employment and
healthservices(Baru et al. 2010)This PhD research is predominantly focused on
caste aspects of discriminati@as thisis more specific to Asialt is alsoa unique
conceptand thereforerequiresmore attentionMoreover, gendeaspectssuch as

double discrimination towards Dalit womealso acknowledged

1.4.1 Dalitsamong Dalits Dalit Women

This section is presented in addition to &wktorial (Thapa et al2018) includedin
Sectionl.7. This editorialis in an Open Access academic jouraatiwas published
during the early stages tiie PhD journeythereforethe current section is both an

addition and an update.

Dalit womenare situatedat the very bottom othe community and suffer triple
discrimination based on castgass,and genderThe caste systerdeclaresDalit
women to beautomatically impure and untouchapbne of the main reasons behind
social discrimination and exploitatiofNavsarjan Trust India et al. 2013} aste
discrimination provides no protection against Dalit violeandthe majority of them
are characterised bgendered untouchability practicés the name of discipline.
Waughray (2008) rgued earlier that due to the duaheaded prong of gender and
caste Dalit women and girls are deliberatégrgetecithey arerapedand subjectetb

sexual torture and violence

The majority of Dalit womenin India and Nepal angoolly educateadompared toheir
nonDalit counterparts andrepaid lesscompared tonen This often resultg them
becoming landless labarers or scavengerswith many forced into prostitution
(Human Rights Watch 1999; Navsarjan Trust India et al. 2013ng&h&autam and
Hearn 2019) Dalit women areparticularly vulnerable due to the nature tbéir
livelihoods, such aexpogsire tothe community in search of water, fdpfirewood or
wages(Waughray 2008 Similarly, in India,Dalit womenwerenot allowed to cover

their breast(covering breasts meant paying a breasgt he wearing of gold or silver
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is prohibitedi Dalit womenareobligatedto wearcoarse cotton clotheélthoughthe
system of payig breast taxs now abolished,this culture still necessitatescial

reform(Menon and Contractor 2017)

In a predominantly Hindu country such Bepal, Dalit women and childreoften
experience higher economic, cultural, physical and psychealbgiclence(Devkota
et al. 2017)In January 2011he UniversalPeriodic Review (UPR)eported on the
conditions ofDalits in all parts ofNepal they found Dalitsto be vulnerable and
concludedhat Nepaldid notadhere to international human rightsirticularlythose
that concernedvomen and childre(Sob 2012)Dalit womenin Nepal ofterhawe no
power over resources su@s money, land orhousing and are disproportionally
trafficked to Indiafor sexwork (International Dalit Solidarity Network 20207 he
majority of Dalits(80%)live in rural areashence, many dDalits areunable to send
their children toschooldue to geographical and economic limitasof reportfrom
UNICEF (the United Nations Children's Funith) 2016 identified that the average
schoolnontattendance rate in mdstver casteommunities exceed&D% compared
to a 14.3% school neattendance rat upper caste communiti€gNICEF 2016)
Thoughprimary education is free of chargeNepalthere are costs to secondary state
schooleducation More significantly howeverchildren of Dalitsmay be kept out of
school to worlor lookafter siblings(Zmarzly 2019)Dalit womenoftenmarry young

- around 5% marry beforethe age of 18thereforediscontinuingtheir education
prematurelyThe globally accepted minimum age foarriages 18(UNICEF 2020)
however N e p aCrindirsal (Code) Act (2017¥trongly prohibits marriage underet
age of 20(Government of Nepal 2016Palit women areat higher riskof child
marriage Compared tahose ohigher castg, Dalit women aré2%less likelyto wait
beyond the age of 20 to get marr{@iral 2019)Higher count®f child marriage and
relatedhealth consequencedten leads tduigherilliteracy rates and an inabilityto
become independéaupporto n e 6 s (Naasarjan Frust India et al. 2013p
addition,Dalit womenwho try to better their situatioar disregardhecaste system in

any senseoften bear thébrunt when it comes tacts of vengeance agairiSalit
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communitieg(International Dalit Slidarity Network 2016) There arecases of Dali

womenin India being sexually assaultecand mutilated beforeghey aremassacred
They are ofterarrested, beaten amartured during raig rapedn custody in order to
teach lessons to their relativésrced intoprostitution followingdevadasculture and
used as a todb imposepolitical power anccontrol Dalit movementgHuman Rights
Watch 1999)

Generally recognised thHéde expectancyof Dalits is lower thanthat of thegereral
population (Kumari and Mohanty 2020)Having searched extensively fdife
expectancy data in Nepal does not seem to bbeutinely collectednor arepopulation
data analysed by castdowever, aecentstudyin neighbouing India found lower
life expectancyamongDalits (Gellner 2022)it is highly likely the same pattern exists
in Nepal.Dalit womenalso lie at thevery bottom of most social indicators in Nepal,
scoring454% onliteracy(basic reading and writingompared7.5%for the average
female; they have an average life expectancy of 50 (55 foDatih women)and
lower participatiorratesin both thehealh and political secter(Ministry of Health &
Population 2011)The current politicatevolution (see Sectioh2) has made changes
andincluded Dalit inclusion policiesuch agat least two out of the foumembers of
each Ward Committee must be women and that one should be a female member from
the Dalit communitg However, Dalits are still excludg@ishwakarma 2017)As a
result ofdiscrimination educatiorand povertyyoung Dalit girls are more vulnerable
to poor health due to malnutritigninfant mortality ancevendiseaseshat are easily
preventableA Dal i t aovessn@legél sghts and justice is compromdsesito
purposeful neglecfe.g., police refusing tdfile a case) Thus, very few casesare
registeredfficially, and ifacase makes into thelegal systemthe 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 | am and what motivegtéa conduct
this PhD studyl (theresearchgrama Nepaliwoman originally fronthe study ara
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Makwanpur district] canspeak and understand tNepalilanguage spoken in the
resarch areand am familiar with the locals and area it3eWwhich wasone ofthe
reasondehindselectingMakwanpur to conduct the researbty familiarity with the
place and peopleffered an advantageas being annsideris considered helpful in
gainingtrust and access within tikemmunity of researcfRyan et al. 2011Beinga
Nepal and avomanpresente@ddedoenefis to beinganinsidersuch adetter access
to participants antheir overall acceptance of miewas easieto connectwith female
participants However, | am from a different caste than the target study populati
Thiswill allow meto discover something new by exploring issues those are hidden to
insider due to preconceptiofis an outsider, it isequiredto maintain respecnd an
open attitudeéowardsthestudyandpopulation Similarly, being an outsidenay delay
the establishment afrustdue to a lack of cultural understanding alongside the-time
consuming aspect ajetting tounderstand participariisexperience and attitude
(Dwyer and Buckle 2009)Therefore,to establish trustparticipantswere informed
that the researcher waom the local community Furthemore the importance of
participant responseand experiencdgse., the factthat the findings of the research
were basedupon them) was explainedeforehand It is important to explairthe
purposeof the researcghts possible benesto the participantspresentingpneselfas
an individual student researcheand involving local individugk) to collect
participants especially for FGDs(Ryan et al.2011) Without such proceduse
participants may not be as expressive or comfortable in sharing their experléreces
research and its purpogere clearly explained to participants. It was &glighted
that participationwas voluntary, and thatprivacy and confidentialitywould be

maintained.

| always wanted tdocusmy career(both academically and professionaltpwards
issues relatetb vulnerable communitiegarticularlydue tothe hardship they have
hadto enduretill date, and theirendlesdattlesfor equality and human rightslence,
after completing my MBAMasteb & Business Administration | started working

with organisationshat supportedroups ofpeople living withdisabilitiesin the UK.
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A couple of yearsf experience inthis sector helped me to better understand issues
related tahehealthand wellbeingf vulnerable groupeindthechallengeshat many
experiencesn accessg health services. Thiboosed my confidence to conduct
researchrelated to healtAnd prompted me to focas one ofthemostvulnerableand

marginalisedyroups of Nepalthe Dalits.

1.6 Overview of thesis

This PhD thesis consists of ten chapters plus referenceapgmhdices. The first
chapteré | nt r o,grovidésa lmack§round to the studycluding topicssuch as
discriminationrelated issueghe caste systengand discrimination related to),tas

well as the health aspects of discriminatiorkurthemore it s har es Nepal
demography and profilen introduction to thauthor,herexperiencesand the choice

of researchThe introduction chapter also offers arerview ofthethesis

Thesecondchaptes Li t er atduy r & rae ereruistv\gf theurrent evidence
of inequality in healthcarat anational and international leydiocusing on caste
discrimination.The literature provides evidence of Dalit healthicomesand severity
in Nepal Furthemore the literature also highlights timeedto conduct this research
study in Nepal basedn gaps in the evidence pertaining researchpolicy and

practices.

The third chapteib Ai m a n d ,prdsg¢nts theationakeo$tlde studythat triggers
the aimsand objectivesof this PhD study The mainaim of this research is to
investigate castbasedinequality in the healthcare sectpparticularly focusingon
those at the bottom of the caste hierarchy, the D8lgscific researchbjectives and

researclguestions are also presented

The fourth clapter 6 Sy s t e ma t, reports ffirelings etiedsystematic review
published ifMay 2021 This reviewexplores possible factotisat underliecastebased

discrimination and trends in discrimination and inequity over time. This review
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identifies the uptake dfealth services bRalits andpresentshe gap between health
service utilisation of Daliteandhigher castes iSouth Asia.As this exposeevidence
not identified by previous researirhthis areait highlightsthe need to undertake this

study in this field.

Chapter five dMethodology and methodgdiscusseshe theoreticalunderpinning of

this studyandthe differentmethods used for ¢hstudy including experience of data
translation, transcription and analysf data. This chapter justifies the ndled and

application of mixed (qualitative and quantitative) research appesaghproviding

supporting examplesof research conducted in health inequality related issues.
Furthemore the chapter describeshe r esear cher 6s experien
encountered durinthe research project and halwese were addresserthis section

also addressethe quality assurancéor this study Finally, the keyethical issues

related to the studgrediscussed

The sixth chapter @Qualitative finding§ reportskey findings fromfocus group
discussions, key stakeholder intervieamd exit interviewsThis chapter discussése
Da | iexpsriénceof health the challengesccessingtheir health, health conditions,
available health servicesnd policies to reduce health challengésdings are
discussedinder themesuntouchability and discrimination, other sodil@terminants

and healthcare including fourteen other subthefnoes qualitative data analysis.

Chapterseven Quantitative finding§ includes demographic and so@oonomic
characteriscs of the survey participanthealthcaregrofessionalsps wellas major
findings fromthe survey statusof current health services, health discriminatigey
in health utilisation attitudes and practice of health workersaand views on how to
improve Dalit®health The outcome of this chapter is based onélsponses of survey

respondents.

Chaptereight Discussion§ discusses the findings from qualitative and quantitative

data analysisandits interpretationsn light of existing literatureFour main key areas
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are discussed in this chaptér) social dscrimination and its health impacts, (2) roles
of other social determinants alongside caste, (3) status of health and resources, and (4)
public healthprogrammes Finally, this section also includeseflections from a

researcher role followed by resealichitations andstrengths.

Chapternine, Conclusio drawsthe key conclusion of this thesi® C a-lsated
healthcare inequality i n Da,lbasedorctogaymuni t i
findings and further discussiofrom Chapter eight.This chaptersummarisse the
conclusionunder bur headings(1) discrimination in society, (23ocial determinants

asakey barrierto better health(3) poor health status, and (Hck of public health

programmes

The final chapter (Chaper Ten) iRecommendatiorisoffers keyrecommendatiosifor

further researclpolicy makers, traing and educatioand health workers.

This studyhighlights thegap in Dalit®healthusageandhas increasedurknowledge
of the overall Daliexperienceegardingcommunitieshealth status arttiechallenges
they face.lt is hoped thathe analysis and findingsom this researctwill prove

helpful, especially for policy makers

At the end of this thesall the appendicescluded inthethesis are listedparticipant
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 Intervieformation sheet fdexit
Interview questions guide foExit Interview; questionnaire foQuantitative Survey
permission for research Makwanpurgadhi permission for research Manaharj
permission for research Hetauda participant information sheebf Survey ethical
approval letter from BUethical approval letter from NHR@nd esearch permission

in the Makwanpurdistrict.
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1.7 Editorial Paper

This section presentbe second part o€hapter 1.This editorialdJptake of Health
Services by People frorhé Dalit Community ( T h a p a , waspuldisdhedn 2 0 1 8)
the Journal of BP Koirala Institte of Health Sciencemn 20" December 2018.
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Editorial

Uptale of Health Services by People from the Dalit Community

R Thapa', E van Teijlingen'?, P Regmi*, V Heaslip*®
'Faculty of Health and Social Sciences, Bournemouth University, Bournemouth, UK;
Nobel College, Kathmandu; *Manmohan Memorial Institute of Health Sciences, Kathmandu;
“Department of Nursing and Clinical Science, Faculty of Health and Social Sciences, Bournemouth
University, Bournemouth, UK, *Department of Social Studies, University Stavanger, Norway

Abstract

Studies and reports on uptake of health services in Nepal and other low-income countries often focus
on limitations due to physical factors, such as travel distance to health facility, or lack of medical
facilities or electricity at the health care centre or focus on resources, such as lack of service

providers, or lack of appropriately trained staff.

In this editorial article, we highlight the importance of discrimination as a reason for people not

seeking available health care. Discrimination is particularly a barrier to service usage among the most
deprived people in society, such as the Dalit community in Nepal and South Asia more generally. We
discuss the caste-based discrimination in Nepal and its effects on health outcomes of those groups

who experience such discrimination.

Introduction

Discrimination and racism are deeply rooted in
socio-cultural, political  and
perspectives affecting individuals® access to
health
Discrimination leads to imbalanced access to
quality health services, education, food, income,
housing and politics. This is not a problem

economic

services and  their  utilization.'

unique to Nepal; in the USA (United States of

America), “The Black Lives Matter’ campaign
illustrates the need to address deep-rooted,

structural and hidden racism and
discrimination.?
The two terms health and equity are

interconnected. ‘The Spirit Level. Why More
Egual Societies Almost Always Do Beiter’,

identifies that discrimination is exclusively

unhealthy. Across the globe, higher rates of

discrimination are linked with poor health
outcomes such as lower life expectancy, lower
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Faculty of Health & Social Sciences,
Bournemouth University, UK
Email: rthapai@bournemouth.ac.uk

birth weight, higher infant mortality rate and
higher level of depression rates.’

Discrimination leads to a significant reduction
of health status. Discrimination includes various
factors such as education, work, income, poor
housing, and other social and environmental
determinants.’

The key objective of healthcare is to support
individuals in accomplishing the best attainable
health outcome while maintaining quality of life
and allowing individuals to take their equitable
position in community.’ Even though equality is
fundamental principle, i.e. a Human Rights
Obligation, inequalities in health care sector are
take many
accessing health facilities, disparity based on an
individual's age, gender, ethnicity and economic
remains a huge barrier blocking
individuals to achieve the highest achievable
standard of health. This has thus, resulted in
poor health standard and prevents the efforts to
achieve healthy lives for all.®

still extensive and forms. In

status
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As mentioned above, sources of discrmmination
can be related to vanous social determinants,
but the purpose of this paper 15 to focus
particularly on health discnmunation due to
caste-based disparities. The paper examimnes the
ongoing caste discrimunation in Nepal and its
effects on health outcomes of dscrmnated
groups. In the current review, the consequences
of caste disparities in the health sector will be
assessed.

The Caste System and Discrimination

The caste system, one of the oldest ongoing
social hierarchies in Nepal as well as in India, s
almost over 3000 years old. In Hindu society,
caste or “Varna® system 18 its core foundation
where each individual and group interact with
each other i prescmbed ways. In the Hindu
caste system, there are four division of caste

warnors, ‘Vaishyas®, merchants and °Sudras’
{untouchables) servants.”

Caste-based discnimination 15 a highly sensitive
and politicized 1ssuwe in Asia, especally in
Hindu countries.  Despite constitutional rights
and regulations to safeguard minonty groups,
therr primary rights have been continuously
invaded.

“Dadit”™ 15 one of the highly discriminated
outcaste minority group. These groups remains
at the very bottom of caste hierarchy and are
also referred as waler polfuting, wntouchable,
doom, pariganit, tallo ja* The word ‘Dalit’ is
widely recoymized term around the world. Dealit
moverment leaders have also emphasized the
imporiance of accepting the term °Daffi’. The
conceplt behind this 15 to represent the condition
characterized by caste-based diserimination.”

namely:  ‘Brahmins’, pnests; “Kshetriyas®,
The Hindu Caste Pyramid
T T
High Caste
Purs Caste
WM -
Becoptable”
Wescharts, Landowrers W —
SUDAL
Commonens, Pessans, Servanis
Impure Caste Low Casie
W -
Unacceplabde™
Untouchables
Culcasie - Cwl of Gaste, Sireel sweopers, Latring cleaners

{Adopted: https://detechter.com/@-myths-abowt-hinduism-that-most-people-in-the-west-still-believe)




Thapa ef al.

Uptake of Health Services by People from the Dalif Commumity

JEPKIHS 2008 120 {-6

Whilst a diverse group, the Dalit community s
easily  distinguishable  through  ther
orgin,  education,  profession,

profession, outfit and language. Dalfrs are

TUEITIE:,

father’s

segregaled from the members of uwpper casies
forbidden from touching upper caste members
and their belongings. They are also prohibited to
enter and/or use public properties, shops, hotels,
restaurants and temples. They are even made to
use separate utensils in public restaurants®
schools  and

educational institutes are common. In any

Discniminatory  practices  in
festivals and weddings social interactions of
Dafits are very limited. They are only Likely to
perform nitual purposes such as washing, drum
beating, skinning of dead animals and removing

human excrement.'! These professions direetly
effect on individuals”™ health due to direct
exposire o disease.

Across South Asia, there are similar practices of
discrimination. However, n some countries,
regions and siates where casie effects are high,
the situation of Dalits are different for historical
and political reasons.'’ Dalit groups are often
still living in rural areas of countries in isolated
habitations and are restricted to enter in upper
caste areas. The stwdy by Action Aid in Nepal
on discrimination based on caste, identified 203
forms of caste discrimination mn their eight
sample These 205 practices  of
discrimunations {(in Table 1) are related to
different fields as follows. "

sites,

Table 1: Forms of caste discrimination in Nepal (n= 205)

Practices of Discrimination

Related to denial including: 14 to services, 10 1o eniry related. 10 to kinship and other relationships,
14 to participation and 6 related 1o access to public resources

Related o discriminatory and forced labour

Related to authonty

Linked to attitudimal untouchability

Vicious behaviour

Social boycolt

Related to varions areas including: 11 to educational mstitutions, 18 to occupation, 14 government
policy and program, 10 to political nghts, 7 to NGO and government offices, 13 donors and
development programs, 8 o cultural and other religious activities

Restnctions and exclusions on Dalir do not end
here, it mvolves food, whether dining together
or serving food cooked by a Dalfr, ownership of
land, prohibition on accessing certan Kind of
jobs and other different segregation practices
resulting exclusion from society and economy.
Due o barriers on accessing betier jobs, the
majority of Dafits belongs 1o the poorest
communities  who  also  suffer from  food
deficiency. They fall into the botiom level of
development statistics.'” Most people in Nepal
have access to basic health services, but they

end up paying for many drugs, travel to health
centres and wsing prvate facilities. Therefore,
this impacts on Dalits " ability 1o pay for health
SETVICES.

Despite decades of the old svstem for “schedule
castes” amd “schedule tribes™ in education,
health, profession, political grounds to secure
Dafis rights: it does not habitually lead to equal
opporfunity, access (o healthcare and labour
market. Therefore, only
percentage of the professional work force

a very minimal
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consss of individuals from Dualii

communities."
There 15 a gender aspect to caste discriminalion.
Gender
especially m Dafi communities and has been
ignored from a long time. However, the focus
on gender discrimination 1s growing.” In many
couniries, women receive lower prionty, less
support and health care compared to males. One
of the highly vulnerable groups among Dalir 1s
Dafir women, also known as “Dalits among
Dali’. In Nepal, women are the ones who
perform a lot of day-to-day actvities. Dali
wiomen have to face discrimunation in their daily
life while fetching water, buying grocenes,
visiting temples and taking their children to
school. Their position in the commumity makes
them vulnerable to  wverbal and physical
exploitation,  slavery and forced  labour,
kidnapping, human trafficking, naked parading,
rape, pulling out hair and nails and other sexual
violence." Evidence of extensive

discrimination exisis  in socieies

violence,
exploitation and indecent, nhumane behaviour
has been identified in many studies on Dali
women which has direct effect in their physical
and mental health."”

This double discnmination in Nepal has also
affected the education sector resuliing in low
literacy rates of Dalit women; literacy ales are
33.8% in Dadit women amd 34% in all Nepali
women. It also has a preat impact on hife
expeciancy, national female averape 15 59 vears
compared to Dalit women's” 508 years." In
Mepal, Dafit women have low levels of
empowerment as highlighted n inclusion index
of World Bank/ DFID. Education and health go
hand to hand and can create better opportunity
for sound health as educated people are morne
likely to understand their health needs,

communicate with health providers and follow
instruction.’

The Way Forward

Many researchers have identified wide-spread
caste-based diserimination i the health sector;
therefore, precise and disagpregated data on of
Oalit men, women and children are n high
demand. The Govenment of Mepal and other
social planners have mven distinctive attention
in shortening the gap in education, health and
income differences based on social status.

This 1550 15 being addressed at an intermational
level, for example: Umited Nations™ Sustainable
Development Goals (53DGs). The adoption of
these goals would help to improve the hives of
many in sociely, especially Dalits. Tt would not
be possible o achieve iis goal 3 ensuring
Healthy Lives and Promote Well-Being for All
Al All Ages without dealing with caste-based
discnmunation m health care. The gender
aspects of caste-based discrimination would be
another barner in achieving another goal 3
achieving gender equality and empower all
women and girls™ It will also endanger its
primary goal of no poverty and hunger. Wepal 15
a signatory country of SDG declamation, ranking
third in South Asia SDGs performance index.”
As such, Nepal should focus more in converting
its SDGs inte reality 1o mamtain as well as o
improve iis position of performance indesx.

Mepal has been changing rapidly, since the fall
of the monarchy and becoming a new republic
in 2008. Its revolutionary changes are a sign of
new  beginming for Dali community. The
present constitution facilitates new opportunities
and possibilities for safeguarding Dafirs” nghis,
including reserving seats for backward castes in
education, parliament, public sector and cvil
services. As a result, some practices of

L
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to have dimimshed,
specially in younger age groups of Nepal.”

discrimination  Séems

This paper has dentified the need of inclusive
and immovative ways of wdentifving barners of
health supply aspects in delivering adequate, fair
and non-discriminatory health service. Another
way can be recrmiting health professionals from
the Dalit community in significant positions to
reduce caste differences and control the shortfall
in health mfrastructure to inhibit unavoadable
exclusions.

There are some comprehensive health policies
in place in Mepal, for example: The National
Health Policy 1991; the Second Long-Term
Health Policy (1997-2017).7 However, the gp
still remains. Therefore, to empower Dalits in
Mepal, both povernment and private agencies
should work together n developing  and
improvising  policies o improve the health,
education, economic and social status of peaple
from Oafit community and cutting out barriers
that deprive Dalits in utihzing these facilites.
Motivating Dwfits to take social improvement
opportunities and allowing them to participate in
labour market and other mcome generating
activities.

Conflict of Interest: The authors declare that
they have no competing interests,
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1.8 Chapter Summary

This chaptebriefly presents Nepalountryprofile andthe research arellakwanpur
district. It introducediscriminationglobally and inthe context of Nepal and IndiH.
also presents thédindu caste systemits hold in Nepal communites and how it
stimulates social stratificatiofrurther, it describeBalitsostatus aneffects of caste
division, andhighlightsthe discrimination related td. It also present®alit women
and their vulnerabilityThis also provides the basis fie literature review Chapter
2), which demonstratesvidence ofdiscrimination and policies related to Finally,
both the personal background dhe PhDresearcher andn overview ofthe entire

thesisis provided.
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Chapter 2 Literature review

2.1 Overview

This chaptepresent®xisting literature othetheoreticalevidence of discriminatign
exploringwhy and how discrimination occyrgs implementation and issues related
to it, focusing particularlyon caste aspects of discriminatiofhis chapter further
reflectsthe impact ofdiscriminationon health In terms of thenternationafocusof
the United Natiosd SustainableDevelopmentGoals (SDGs) this thesis links to
several, especially SDGs 1,3,4,5 & flrther details se Sectior2.7), alongsideother
government plans and policieghis process was dertaken at the start tifie study

to shape research afirobjectives and questisyandwas refined throughottiestudy.

2.2 Literature search strategy

The iterature review procesommenced 2018 first year of PhD studyto identify
researchgaps on caste/ethnic discriminatiand assess existing literatwedated to
discrimination and health aspettsdevelop research agrobjectives and questions.
To executethe literature search the strategyused inthe systematic review paper
(Thapa et al. 2022yasconsideredas nost of therelevantpapers are included in the
systematic reviewT his chaptesupplementshe systematic review paper aadds a
more theoretical perspective to the concept of discriminagpamticularly caste
discrimination The topic of caste discrimination has been researchei biten
publisted locally in reports and neindexed journals. Some of thepapes were

found througtso-calledhandsearching.

2.3 Theoretical evidence of discrimination

Discriminatian refers tounfavourableoehaviours towards an individual on the basis
of race,colour, rdigion, national origin age, sex, disabilities, gender and ethnicity
(Ozcan et al. 2011)Discrimination and issues related to it have been a topic of intense
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discussion for yeardt has been defined as an exclusionsome individuad and
groupsfrom obtaining equadducation, income, power and treatm@iasen 1999)
The pactice of discrimination affestnillions of peoplearound the worldit has been
known as a tool of operation and exploitatibatdevelopdivisions inhealth, weah
and powelAtadv 1988)

Although there exist many definitions of discrimination | tatorsal
acknowledgmentis very difficult to understandas it is linkedto unethical practice
such as unfair and unequal treatmantithosewho areinvolved refuse taccepthat.
(McGinley 2010) Discrimination is defied by Dinur (2021) based on twaspects
(1) intentional discriminatiorfdiscrimination againstacialethnicminorities,group
basedtravel and immigration bangliversitybasedpolicies) and(2) unintentional
discrimination (unconsciousbias) known as disparate impact¢Dinur 2021)
Intentional discrimination refers tdiffering behaviour based on individual
characteristics whereas disparate impact refers to equal treatment baggeeorset
of rules butthelatteris constructed imform that favours a member or grofipeskin
1998; Blank et al. 2004)

Intentionaldiscrimination often stastwith creatinga verbal and noiverbal hostile
environmentand may leatb unfair treatmerguch aslenial ofeducationemployment
opportunitiesor undermining performand@alaska et al. 2008\voidances another
measurgthis takeghe form ofchoosingo n eo@rscomfortable group over another
outgroup or choosing not to associ&elf-isolate fromthe outgroup(Pettigrew and
Tropp 2013)Similarly, segregationccurs by excludinghe outgroup from Hocation
and access tesourcesExamples include the restrictionedual housing, education,
employmentand healthcar@O'connor et al. 2001pegregatiorwanfurther extend to
physical attackand exterminatiorHate crines are usually linked themanifestation
of overtprejudice andesultfrom perceivedoressure$o maintainingroup sandarg
and valueg¢Glaser et al. 20020\dditionally, disparate impacteferto thephenomena

that impactupona n d i n d attvudedandahk liesaviourof in-group members
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towards owgroups based on belief and associations that are often unconstlese
forms of discrimination ar@utomatic, indirect, ambivalent and ambigu¢@addy et
al. 2007)

Dalits experienceboth types of discriminatigrdirect discriminationin the form of
verbalabuse, noiverbal rejection, physical attacksid untouchability andindirect

discriminationwhere socieés have specified aet ofcultural rules and proceduse
thatall must follow, but are stilltailored to thebenefitof the upper caste groyg)

(Blank et al. 2004)

Thedifferences based am n erdce, ethnicity, gender or other characterigtessist

in sociey and affectp e o p| e 0 s aahiavdments ab welllas their health and
wellbeing Discrimination has become a fundamental isha¢ remains widespread
and continues to exacerbasocial division (United Nations2018) In this kind of
societalenvironmentdiscrimination can growthuspromoting prejudice and negative
stereotypes Consequently it may limit equal opportunites and policies,cause
psychological health issugkroughinternalisedbiasesand stereotype threat and
encourageexplicit and implicit inequality thatreduce access tobasic resources
including healthcaréVilliams and Mohammed 2013)

In addition toevident verbal and nowerbal hostility, untouchability, aggressive
approach behaviourémited opportunities and accetsequal treatmentAl Ramiah

et al. 2010) Across many historical periods, countries, and cultures, systematic
inequality between dormant and nrdarmant members or groups has been evjdent
e.g.poor healtroutcomesexperienced by ethnic minoriti€gnderwood et al. 2004)
receivng poor educatior{Cohen et al. 2006)andgetting unequaltreatmentin the

justice systeniSteffensmeier and Demuth 2000)

This research fouses orfour major theories of discriminatignthe social identity
perspective, thébehaviours from intergroup affect and stereot§pesma p , adver

racism theory and system justification thedy Ramiah et al. 20105ocial identity
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perspectives identify thahdividuals/groups arepossessiveowards selesteem to
maintain positive andsuperior social identity which may resultin a form of
discriminationreferredto as intergroup biag¢Tajfel 1974) Social Identity Theory
examinescommon process leading to intergroup discrimination, the BIAS map
(Behavious from Intergroup Affect and Stereotypes) (See Figidg (Cuddy et al.
2007).

Figure2-1:  The BIAS Map: Behaviours from Intergroup Affect and Stereotypes
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Adopted from Cuddy et al. (2007)

The BIAS Map outlines distinctemotionsand behavioural tendenciexpressd
towards discriminated group¥he stereotype modellso hidnlights thatminority
groups are more likely to experienogeractivediscrimination resulting in active
harm.This harm alsanclude verbal abuse, bullyinand harassingas well as hate
crimes (Cuddy et al. 2007)The theory of aversive racisextendssocial identity
theory andheBIAS mapby furtherrecognisingvhen discrimination will b@roduced
or controlled Examplesdisregardings 0 me o preséh&e, avoiding eye contact,
excluding opportunities, supporting racism or groups/parties that adopt unequal
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agendasAdditionally, onewill hesitate taliscriminatewhen right or wrong is clearly
understoogdhoweverthere is ehigher chance of discriminatiohen onecan justify

their actionspr thebehaviour is not clearlynderstoodDovidio and Gaertner 2004)

Discrimination on the basis of cafthnicity isillegal in Nepalbut still flows as
cultural capitafrom generation to generati¢8aroha et al. 2008For exampleit can
happen on a vergersonalevel such agefusing to sit and eatext toDalits. System
justification theorycomplimentssocial identity perspectigeby examiningwhy
discriminationis perpetuated and tolerate®ystemjustification theoryexplains that
the system based dhe drive ofthe positive social identityperspectiveof feeling
superior isafair systemThis leadgo in-group bias antheir low status can leemed

as deservingf punishment for their unworthineg3ost and Burgess 2000)

2.4 Discrimination based on caste

There are many foraof discrimination such asace, sex, gender, ethnicity, age,
disability. However, d scr i mi nati on based on @Gmaeds
commonglobal issueand has beerpresent throughoutistory and even continues
today Thereare similaritiesbetween racisnand castédaseddiscriminationin that

one groupis behavingprejudicially towardsanother group who are perceived as
inferior, such as fair skinbeing favourable ovebrown/black skia (Pol 2020)
However caste is different from racRace réers tothe division of people based on
physical characteristicasvhereas caste is a social division of people based on
occupationReddy 2005)Similarly, ethnicity categorise apopuldion based on their
ancestry, historyjanguagecultural and nation.

In the context of Nepalkhe population idivided into three ethnic groups: Indo
Nepalesg TibetoNepalese and indigenous Nepaldselo-Nepaleseare considered
Indian migran$ andoccipy Tarai plains, river valleys and fertiewer hills. Tibeto-
Nepalese arenigrantsfrom Tibet andoccupythe higher hills of NepalFurther, the

third group indigenous Nepales&rea much smaller group that includésbal and
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indigenous commuties of Nepal(Levine 1987) The caste system ia hereditary
social construct of Hindu religigrendogamy and socibalerarchy(seeSection1.4).
Despite caste wang no physical traitdhe systemis pradiced among the people of
sameethnic origin,cultural background anaktionality (CasteWatchUK 2017 aste
discriminationagainst Dalits have two majdactors: untouchability and unequal
treatmentUpper caste growgseek tadefend theiestablished statusy denying Dalits
development and Dalit righ{Saikia 2014)

In a global context policies against discriminatioare more than six decadesd,
howeverhavebeenhidden fromthe InternationalHumanRights Agenda and been
acknowledgedsince 1990s by the former UN S@wmmssion for promotion and
protection of Human Right@Naughray 2008)The caste systensde Section 1.4)
creates a social divisiowhich labelsDalits as thelowest. This divigon reinforce
social exclusion of Dalits. Social exclusion is a multidimensional phenomenon
including, but not limitedo, material deprivatiomndtheinability to fully participate

in social, cultural, economic, and political life and proeasd8overty, education and

health arall important aspects of this dimensighomas et al. 2000)

Social exclusiomnd povertyhave asymbiotic reléionship in thatheystrengthen one
anotherPovertysignificantly affect Dalits itomparison to other castéue toasocial
structurethatstill obstructs access job opportuniiesin the nameof caste separated
jobs and purity Thisthereforeaffects income inequality anthe main caste pay gap
(Das 2008) Social status icommensurate with financial poweét.has been evident
thatcastebasedoccupation plays significant role inthe low mobility of the labour
market in IndiaDalitsdjobs are not respecteubr paid equallywhich contributego
the high poverty ratéhey experiencéMunshi and Rosenzweig 200@imilarly, in
Nepal, some Dalits still work adaliya Pratha (bonded labour) oKhala Pratha
(forced labour)anddo not get any paid at a{Shrestla 2002) It is established that
educationprovidesa level of understandinghat gives riséo opportunities suclas

employmentand access to healtfsee Section 6.3.2However,access of formal
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educationand interactions with other communities are imised. For some Dallits
(young men in particularflespitehaving receivedome level of educatiorthey are
unableto direct that education towards landirgecure employmenleffrey et al.
2004) The harm in health comes not only from material deprivaboh social and
psychological problems resulting frdiming in relative poverty and lack of education
as well In the case of Dalit$0% of Dalit childrerin Nepaloften suffer fronchronic
malnutrition(Devkota et al. 2017 aste- on top ofpoverty anchavinglessaccess to
education limits manyopportunitiesn societyfor Dalits including health services
awareness arkhowledge ohealthcare and family carer money towardseceivng
better healtl{Nepal National Dalit Social Welfare Organisation 2018)

Castediscriminationis a global issue affectingundedsof millions of lives around
the world(Shrestha 2002 aste issuespecifically thesocial exclusiomf Dalits,has
been a sensitiv@picof SouthAsia including India, BangladesBri Lanka and Nepal.
Similarly, the Osu people of Nigeri®uraku group of Japamnd certain groups in
Mauritania and Senegal alexperiencecastebased discriminatioiiHuman Rights
Watch 2001) Despite being aimternationalissue it is difficult to find caste issues
treatedalongside race, gender and age in global aeslysuch as povertgand
inequality(Mosse 2018)

In the context of Asia, illusions of supremaae mainly relatedto religionandthe
castesystem.It has been evident thaastéuntouchabilityi andthe discrimination

related to it is hugely prevalenin countries likeindia and Nepalvho havea Hindu

majority (Jodhka and Shah 2010)his socialinequality presented by airth-based

caste systenstill hinders millions of lowec ast e p e o p lhasdrvivedi v e s
millennia, so is thereforea challenge tceradicate(Simon and Thorat 2020 aste

division dividessociety into two categories, theuchableanduntouchables, both of
whomare forced to reside in separatdonies(International Dalit Solidarity Network

2009; Ninan 2012)The untouchability has declined on the surféeeel, at least in
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public placesHoweverupper cate remains separated from lower caste residentially,
occupationally and sociallyand crates caste invisibilitfWaughray 2008

In the context of Indiamillions of the populatiorare grouped under marginalised
communities including Dalits and Adivasis who comprise 25% of the total
population Thesegroupsare exposegto extreme discriminatigreontributng towards
higher dath ratesn comparisorto upper caste groups61 of every 1000 dieth the
community compared to 1& every 100Gor upper caste people in Indi&ur 2020)
Dalits are still subjected to ever more degrading and unhygierick andlive in
corstant fear of public humiliation andolence. Amost 90% of all poor populatisn
and 95% o#ll illiterate populatiosin Indiaare Dalits(Mayell 2003) According to a
report of National Crime Statistics Indiacrimes against Dal$ haveincreased by
19.4% between2014 to 2015 Even for minor siga of Dalit resistanceharsh
consequenceare imposed-or example inndia, two small Dalit childrerwereburnt
to deathdue toa dispute withan uppercaste childa Dalit was killedfor havingthe
ringtone ofa socialreformsong, ad aDalitd s  wasicu$ dff for wearing a watch
(International Dat Solidarity Network 2016)

In Nepal, nuch researchon social exclusion, poverty and human developnhesst
evidercedthe exteh of social exclusion of certain grouf®m household welfare,
economic access arublitical participation(Nepal South Asia Centre and United
Nations Development Programme 1998; United Nations RTb@seresearcltstudies
examineddeeply rooted caste, ethnicigndgenderbasedliscrimination and adverse
consequences aducation, employment, health and household welfare. Fortiner
thesestudies identified caste/ethnicity asignificantfactorin social exclusiorfNepal
South Asia Centre and United Nations Development Programme A8B8rya and
Subba 2008; United Nations 2018)milarly, aNepal Social Inclusion Survey (NSIS
2012)highlighted caste and ethnicity as a major indicator of social excl(Siaming
et al. 2014) Recent incidents of caste discrimination indicatest castdased

discriminationis still presentin Nepal. A 12-yearold Dalit girl was found hanging
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from a tree after being raped by different caste .nsamilarly five men were killed
for attemping to marry a girl from another cagduman Rights Watch 2020)

Castebased discriminatioand associated povertpay resulin difficulties accessing
healthcareand poor health can lead teconomicfailure, trappingindividualsin a
vicious cycle of poverty angboor health(Wagstaff 2001)Although studes around
the castesystemgenerallyincludespoverty and educatiqrthis researcimasfocused

onthehealth aspects of caste disnination thefirst of its kind in Nepal

2.5 Impacts of discrimination on health

Discrimination limitss n d i v oppantanites afecing their wellbeingchoices and
independence. Continuous exposay resulin individualsinternalisng the stigma
and prejudicalirected towards themwhich is expressed in the form of shame, fear,
low selfesteenmand poor mentahealth(United Nations 2018Discriminated group
and vulnerable peopleavelimitedaccess to health resourcpepr health status and
low life expectancy compadto nondiscriminated group(Scaria 2017)Therefore,
despite unprecedelgaps in global wealth and technologgalth equity gaps astill
growing (World Health Organization 2018a)

TheWorld HealthOrganization(WHO, 1948 definedhealth asthot only the absence
of disease or infirmity bua state otomplete physical, mental and social wellbéing
However, inunderdevelopedr marginalised communitiegmdividual® wellbeing is
relentlesslycompromisedWorld Health Organization 1948yor example, atudy in
the United States S) identified severh consequencesf health discrimination
includingunbalancegbrevalencef health lifestyldbehaviourssocioeconomic statys
educationreduced utilisatiomf resources angkstrictedaccess to healtfShavers et
al. 2012)

Thedeterminants ofiealth(Dahlgren and Whitehead 2024ne social and economic

rather tharexclusivelymedical.lt is globally identified thathe poor health outcorse
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of lower caste peoplaredue to theiisocial exclusion andxtremesocialrestrictions
in accessingncome, goods, serviseand power(Jacob 2016) Discriminationin
terms of health in counés like India and Nepal igrounded ina system thatlenies
certaincommunitiesaccesgo health resourcedue tomarginalisationgeograpfcal
remotenesgoorhealthliteracyandnegligence of service provideDue todenial of
health rights antheintegration of better healtkhe health status dfiese communities

is worsening(Jungari and Bomble 2013)

Evidence suggesstrong links betweerdiscrimination and healthincluding mental
and physicahealth(Baru et al. 2010)For example, aneta analysis(Paradies et al.
2015)of 300studieson racial discrimination anldealthidentified discriminatiorasa
significantpredictorofani n d i v i d u behlth.Bhis maudethagther depression,
anxiety, psychological stressnd negative mental health outcomes suclhasself
esteemwellbeing life satisfactionand control(Paradies et al. 2015; Williams et al.
2019) Anothermetaanalysis of 51 studies Buropesupportedyrowing international
evidence ofan inverse associatiobetweenbetter healthacross diverse ethnic
populatiors, and discriminationhigher emotional distress amibor wellbeing (de
Freitas et al. 2018)Research has also identifitht discriminationmelates tadverse
physical healthsuch ashigher rates otardiovascular disease aselvee obstruction
coronary arterydiseaseamongblack veterangAyotte et al. 2012)Furthemore, a
review of ten longitudinal studies highlighted a consistent association between
discrimination andhigherbody mass indexandcommonness afbesity(Bernardo et
al. 2017)

Many incidentssuch as social exclusiobnyllying, harassmerand- in extreme cases
i hate crimeshave recorded evidence of caste discriminatibat is affecting
I ndi v iwellbemd, =dith servicegnd the additional responsibilities of health
practitioners Research in India hascknowledgedhat one of themostimportant
aspects of social exclusion is cagta.example would béherecent case adfemale

doctorfrom Indiawho committed suicide due tastediscriminationand harassment
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in herworkplace in 2019Pol 2020) Similarly, patientsbeinghesitantor refusingto
receive health services froB@alit doctorswasreported in IndigKishore 2016)As
themajority ofthelower castgpopulationin Nepallive in rural areagAshworth et al.
2019; Sharma Gautam and Hearn 20&8g¢essindpealth services more challenging
due to travel distance, health expenseshe need to earn a living each day such that
there s no timeto attend health serviseTheir unhygienicwork makes themmore
proneto health issuesVhenDalitsdoreach out for availableealthcar¢hey areoften

refused or providaglimited services(Dyson 2001)

In the context of Indial he National Family Health Surveyll (2005-06) described
caste aspects in health staitushe form of low contraceptive u§g5%for schedule
caste whereas 62% of nsohedule cas}elimited accesgo maternal and child
healthcargvaccinated31% of scheduledcompared to other casteverage40-54),
low antenatalkare,reducedinstitutional deliveries and limited child immunisation
among lower caste grospJacob 2016)Another study observeaborer selfreported
health outcomefom womenof lower caste in comparison to upper caste due to the
inter-relation of caste and soeeronomic positionMohindra et al. 2006)Even
children from lower castdamilies have negativehealth consequencekie tocaste
discrimination Examples of this includel@agher malnutritiorandchild mortality rate
(23.2% compared ofindiad s o v e r alB.4% (Jurayarieand dBbmble 2013)
Similarly, another study reported high prevalencepadventable disease and death
related togastroenteritis, malaria, tuberculgsigariasis, measles, whoopirgpugh
tetanus and other skin disease lower-caste group(Balgir 2004)

In Nepal,casterelateddiscrimination has been identified asignificant indicator of
mental health issuedNepal has been rankes having theseventh highesglobal
suiciderate in 2014 World Health Organization 2014pue to caste disparitiend
poverty, Dalit communitiehave considerably greatnxiety(Dalit 50.7%, high caste
20.399 and depressiorates(Dalit 50%, high caste 28.4%pmpared to upper caste

people(Kohrt et al. 2009)In addition,research in Nepadn several communicable
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disease such a$uberculosis(TB) (World Health Organization 2010bHuman
Immunodeficiency Virug(HIV)/ Acquired Immuno-Deficiency SyndromgAIDS)
(Joint United Nations Programme on HIV/AIDS 20@5d leprosyHeijnders 2004)
has demonstrated thtitese diseasesmre more prevalent in DalitsViolenceagainst
Dalits is still increasing in numberand is a major cause behind the health isshes
report stated more than two doZ@alits have lost their lives for not following caste
based norms since 2Qlibcluding many inteccaste marriages. Similarlgduring the
fiscal yearendingin July 2020, 30 crimes related to caste based discrimination were
registered withthe police in Nepal (Maharjan 2021) Another report documented
worse health accessibility and poer health outcomesuch as poor antenatal and
maternal carelower infant mortality,and higher malnutrition(Daniel et al. 2012)

among lower caste population in Nefdinistry of Health & Population 2011)

It is widely recognised that the connection between health and humaninighes

form of caste equalitys inextricable and that such violations can have serious
consequencefor ani ndi v i du dbwewer, narg atudied of discrimination
havefailed to examine the contribution thahese social exclusiortsave towards
disparities in healthlhis research has some aspects of the increasing empirical proof
associating experiences of discrimination to health.

2.6 N e p aHeditls System

Nepal is continuouslyvorking towards developing comprehensivehealth system
This is promoted througlta compréensiveframework of health plas) policies and
strategiesincluding the National Health Polyc(1991), the Ninth Five Year Health
Plan (19972002), the Second Longlerm Health Plan(1997%2017), the strategic
analysis to operationalise the second itergn health plan, the Mediuifierm
Expenditure Framework, Nepal Health SecRyogramme- Implementation Plan
20032007, The Tenth Plan (Poverty Reduction Strategy Plan)-2002, Health
Sector Stratgy- An Agenda for Reform 2004 and recent thyear health plaWorld
Health Organization 2007Further, the National Health Policy 2Qhasstatedthat
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its goalis to provideequitable and accountable health servelesg with increased
accesdor every individualto quality healthrelatedsewices. This serves tensure
healthbecomes a fundamental human righevery citizenregardles®f any special
characteristicsHowever, thereemains ncexplicitly definedpolicy nor planfor the
implemenation of policies to improve the health status and access DAlit
communitiegMinistry of Health and Population 201®)espite equal acce&s every
citizen,the health system of Nepal suffersinouschallengesn maintainng aquality
health systendue topoverty,illiteracy, weakinfrastructure unequal distribution of
healtlrcare services, inadequaterovisiors of essential medical resources and
medicineshealth insurance policiessufficientbudget allocation for healtipoorly
regulated private health provideesshortage of health professiongt®or retention
of human resources in rural areasl geographicdlarriess (Mishra et al. 2015)The
WHO recommended the availability of health workerthat includes physicians,
nurses and midwive- should average 45 per 10,000 the population. However,
Nepalcurrentlyhas only 3sealth workers per 100,00®thepopulation, significantly
lowerthan recommended ratj@/orld Health Organization 2018ty epalwas already
facing a shortage of medical staffrior to theCOVID-19 pandemicThe onset of
COVID-19wasfurther strain on a system already suffering ftbeshortage of health

professionad andresourcegalongsidepoorhealth status(Neupane et al. 2021)

In 2007 Nepal 6s i nteri m  cfarrhe ffirstttiond, Healtm asad dr e s ¢
fundamental right and stressékepub |l i c6s right to access b
However, the reality was féom ideal Therdore,to ensuréhealthrightswereeasily

accessible the Social Health Development Committee was formed2015. It
introducedhealth insurance undehe Social Health Security (SHS) scheme. The

scheme planned to increase utilisation, access,qamdlty of the health system

(Mishra et al. 2015)

Nepalhasa mixed-healtltcare system dedery, which includespublic sector, private

sector and nogovernmental organisations (NGO The healthcare systens
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managed by thieloHP (Ministry of Health & Population 2011According tothenew

constitutionof the Federal Democratic Republaf Nepal(2015, the health system
is divided into three maiorganisational structusgsee Figure2.2): Federal level,
Provincial Level and Local LevéAdhikari 2021)

Figure2-2:  Health system: Federal level, Provincial Level and Local Level
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Adopted from Adhikar(2021)

A report published by the MoHIP2019 has & itsobjective providing equal access

to health by establishing a network call&éhiversal health coveragavith a motto
called AAccess of h, évanistty fof Health aadv Ropulation ndi v i
2019) However, itseemsas if the report has not achieved its objectiverther

analysisof the NDHS 2011 data revealstiong castéifferences in health status, with

Dalit, Adivasi, Chepang, and Janajati women using less ciitezdthcareservices in

comparison to other nationalBhis is suggestive ofignificant intragroup disparities

that must be taken into accouieshpandey 2013) o ensure the best attainable
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healthcarefactors affecting health must beeviewed such as acceds health and
resourcesavailability of health professionals, health insurance, involtegprivate

sector and review budget planning

2.7 Sustainable Development GoaléSDGSs)

Nepal iscontinually developing its health syste® 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 astheygo beyond MDGsThe SDGsarepart ofa global agreement agreed by
world leades at the United Nations (UN)in 2015: The2030agenda for Sustainable
Development (United Nations 2015)It was established to eliminatpovety,
inequality and injusticeandto leave no one behindhe SDGs arglobdly applicable

with signatories andreexpected to delivgiGovernment Digital Service 2021)

The SDGs promote equaljtyelimination of discrimination, and socioeconomic
inclusion of everyongrespectiveof their race, ethnicity, sex, age, religjamigin, or

economicstatugUnited Nations 2015butthere is n@pecificmention ofcaste Dalits.

Figure2-3: Sustainable Development Goals 2030
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Adopted from United Nations (2015)

TheUN 2030 Agenda foBEDGs has 17 goa(see Figure 2.3hat set clear targets for

gender equity, education, healtlecent work and inclusive growth, among others

Goal 1, End poverty in all its forms everywhere

Goal 3, Ensure healthy lives and promote voeling for all at all ages

Goal 4, Ensure inclusive and equitable quality education and promote lifelong
learningopportunities 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 ofcastebased
discrimination for DalitsThereforecertain SDGgoals will not be possible to achigve
especially @oal 10, reduced inequaldy without dealing with castbased

discriminationfirst.

2.8 Government plans and policiesto addressD a | isgué s

Castebased discrimination is mostixperiencedy Dalits in Nepal and India due to
the practice of untouchabilitys a result ofocietal prejudiceteading tq violence
abuse ostracism of inter caste marriage, physical exploitation, slavevyer pad
jobs, lower literacy, lower life expectancyand limited participation in politics
Governments havprioritisedthis issue in their polies and strategies, howevereo
of the reasombehind thiscontinwed inequality isthe frequent failure ofeffective
implementation ofjovernment policies tdefendlower caste grougp(Human Rights
Watch 2001)For examplethe government of Nepal passed the Muluki Ain (the civil
code) in 1854that suggestamarriage betweemipper and lower castis a crime.
However, over the years, many amendmemse madeand tody Offence and
PunishmenfAct, 2011,Section 2(f) has a provisiorof theright to marry from any
caste And to promote inter caste marriagRs. 100,000@round £80 (UK)) is
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provided asinincentive(Poudel 2018)Similarly, policies related to reservatiamere
introduced formally in 2007 to promote inclusion of women and ngaralised

membes in employmentand education Furthermore, the concemf incentives
encouwagedower caste peopl® pursue educatioandinter caste marriageHowever

these policies and concepts are not free from controardyare believed to be
affecting the meritbasedsystem as well as preserving the discriminateond

promoting castiem asthe government itselippears to be labellingeoplebased on
their status/cast@®eshpandey 2013)

While Dalit oppression habeengrounded in Nepakeculture for centuries.The
Nepal government isworking towads strong legal protection againsDalit
discriminationfrom different dimensios including poverty, education, artkalth
(Human Rights Watch 2004Nepal plansd increaseUniversal Health Coverage
(UHC) by improvingits Health polty to improveaccess quality healthcare and free
basic healtlservicesThe NepalHealthSectorStrategy(NHSS 2015202Q 201621
stands on four sltegicprinciples equitable access, improvedality, health system
reform anda multi-sectoral approachit carriesthe philosophy of constitutional
provision to ensure universal access to basic health se(@oesrnement of Nepal
Ministry Of Health 2017)

After becomingafederal government, fdhe first time in the history of Nepthe new
constitution introduce federal structure in 2015.he new constitution guaranteed

health as &undamentatightd as stated ifrticle 35:

1) every citizen shall have right to get bakiealthcarefree of cost
from the statg2) no one will be restricted from emergermalthcare

3) everyone shall have right to get information about his/her
healthcare 4) every citizen shall have equal accesé¢althcare 5)
every citizen shall have right to accesspure drinking water and

sanitation(Constituent Assembly Secretariat 2015)
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TheFederalGovernment system has been restructurexi753 local governmesto
provide equal healthcare services to the citizens so thah#veyeasy accesohealth
services andanenjoy their wellbeing rightsThe whole health systemd#o undergo
this major changemany challenges were faced while implemenfedgeralpolicies
as roles and responsibiliti@gere not clearly delegatedr communicatedoetween
governments to ensure smooth transactidhss has resulteieh rural area wherethe
majority of Dalits remain neglected and suffer more due to unequmalvision of

serviceqincluding health due togeogrghical location(Vaidya et al. 2019)

Over the years Nepal has made remarkable progress in healttingdlmproved
maternalhealth gkilled birth ratel% in 1990 and 55.6% in 20l#hcreased use of
contraception 24% in 1990 ad®.6% in 2014), a reduction innfant mortality rate
(108 per 1,000in 1990 and 33 ir2014), reducing under fivgl62 per 1000 in 1990
and38 in 2014, increasing immunisatioagainstmeasleg92.6% in 2015)as well
as improved combat against HIV/AIDS, malaria and other disgaf¢DP Nepal
2021) It has also succeeded @ontrolling tuberculosis, HIV, and malariavhilst
eliminating polig maternal and neonatal leprosind tetanug§Thapa et al. 2019The
National Health Policy 2019 establisheckfficient andequitableprovisiors of basic
health servicesincluding promotive and preventive careegarding maternal,
reproductive, nutrition and child healtMinistry of Health and Population 2019he
Nepal Demographic and Health Survey (NDHS) 2@il$o reportedthat health
improvement isunequalwith regardsto province and wealth quintile@Ministry of
Health and Population 2019)espite significant changes, there is still a gaphen
health sector and neéar continuous improvement to achietree UHCandtarget of
SDGs.

2.8.1 Challenges, opportunities, and way forward

Fedeanlism hadeen anmportant aspedh developing health servicdsjtalso poses

several challengedmplementation offederalismhas raised the key concernof

prioritising needswhen it comes tanfrastructure planing, industries,employment,
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andagriculture over social sectsrincluding healthAnotherissuehas beerthe lack

of delegation of authorities and responsibilitiesbetween 753 layers of local
government¢Thapa et al. 2019Researbk has identified thahese kinds of challenges
can be controlled by strong federal legislatiSohwefel 2011) It is clear thasimilar
measures anmgeeded in Nepal. Thude opportunityo produce strategies and policies
providedin the National Health Policy 2019to provincial and local governmest

(dependingntheir needsmay helpto overcome these challenges.

Thereis no doubtthatac ount r yéds gover nme nihdegelogng s
citizensand their health statu$herefore the Nepaksegovernment mustipholdits
constitutional framework andbligations to fight discrimination againBalits and
end the practice of untouchabiliffduman Rights Watch 2001However, another
majorchallengas human resource#sanagement anabostingcapacity aalocal level
to ensure that themoothdelivery ofhealthservices thoughthe federalised layeto
thelocal level is possible. This requamcreased human resourdessed on increased
population and burden of diseadlee trainingandretention ofskilled workes, and

maintainng stock to deliver basic health servi¢@gorld Health Organization 2018a)

Despite challengeghe changeto federalismholds opportunities fothe respective
authorities It also provides fertile groundevidencebased planning, efficient
legislation, and effective budgetingThe provincial and localgovernmentcan
prioritise and plafior community centredpproaches argtrategc planning.Thismay
includeconcept®nrestructuring and support on implementing poliéteshesmooth
delivery of health service Similarly, the government may focus oan effective
trangtion plan that ircludes monitoring,evaluating,and managing health plaantil

they are fully in place

2.9 Chapter Summary

The literature review chapteritically reviewsliterature aroundocial discrimination,
caste aspects of discriminatidmealth impacts due to discriminatiamd issues not
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identified in the previoussystematic reviewincluded in Chapter 4 It describes
theoretical aspects of discrimination in global phenomena including Nepal and India
Discriminationacts as awbstacleto accessing healthcare ahds a majoimpact on

Dalit life. This chaptedetailsthe plansand policiesof the Government of Nepal in
relationto castebased health inequalitgnda possiblevay forward.It alsoidentifies
severalgaps in the healthsystem andalit health thushelping todevelop rationa

for this research.
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Chapter 3 Rationale, aim and objectives

3.1 Overview

Theliterature review(see Chapter Zndpublishedsystematic revieWsee Chaptef)
eviderce agap inhealth access and quality of headitrossethnic, racial and socio
economic groupand stresss the neefbr more rigorougesearchhat exploresaste
aspects of health inequaliths such,this chapter outlines the rationale of the study

followed by its research aipobjectives and research questions.

3.2 Rationale of the study

Discriminationhas a fundamental impact ¢me human rights ofndividuals (Block
1992) A number of studieshave been conductk relaied to diversity and
discrimination in different field including- but not limited to- textile and clothing,
finance and insurancejanufacturingand educationthe healtltare sector sees to
have beemverlookedn terms of exploringliscrimination(Ozcan et al. 2011Yhere
Is someresearchn healthaspectshowever,it mostly focuseson identifying clinical
issues anddiseases.This researchstudy aims to study castebased healttare

inequalityto identify the key gaps Dalit healthcare

None oftheprevious large studies in Nemalchas the Nepal Demographic and Heal
Survey (NDHS 2016, Nepal LivingStandard Survey (NLSS2011) and the Nepal
Multiple Indicator Cluster Survey (NMIGR019 haveexploral underlying reasons
for health discrimination and health uptake of people from Dalit commu(@i@sing
et al. 2020) Similarly, emerging findings havhighlighted huge differences in the
social, economic and health status of naegirived groups such as Dalits and Adivasis
(indigenous peoplejn comparison to other caste groups of society. Howeiaes,
research isocused on correlationsetweengroup identity, material deprivation, and
poverty of these peoplandtheir developrant deficit(De Haan 1997; Shah et al.
2006)
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3.3 Aim and objectivesof the study

The aim of this research is to investigate cistgedhealthcare inequality in Dalit

communities in Mawanpur, NepalSpecificobjectivesareto:

explore health discrimination in Dabmmunities of Nepal.
understand challenges that Dalit minorities face acugbgalth services.

analyse the perception of health workers towards Dualfibrities.

= =2 =2 =2

assess the range of health services provided in Dalit communities.

The study also intends tandertakea systematic reviewo bridgethe gap between
caste inequality and healély despite many papers on caste systematic revielwas

been arried out exploring caste inequality in health.

3.4 Research questions

This study addressésur research questions in order to achigsebjectives:

1 What are the underlying reasohshind health discrimination irthe Dalit
community of Nepal?
1 What challenges/experiencds Dalit minorities facewhile utilizing health

services?
How do health workerapproach servicasers from Dalit communities?

1 What are the available existing health services?

3.5 Chapter Summary

This chapter presents tht discrimination and healdreinterrelated However,caste
aspects of discrimination and health is yet to be expldied.chaptehighlightsthat
gap andntendsto fulfil it. Further, this chaptepresents the researeim, objectives,

and researchuestions
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Chapter 4 Systematic review

This chapter presentie gstematicreview paper titld &Caste exclusion and health
discrimination inSouth Asiax The paper wapublishedin Asia Pacific Journal of
Public Health on 24" May 2021. For the purpose ofhis systematicreview, the
researcher searchethe following healthrelated databases: CINAHL, Medline,
SocINDEX, PubMed, Nepjol, JISTOR, ASSIA and EBSCO Discovery Service (EDS).
The PEO (Population, Exposure and Outcomes) framevBetany-Saltikov 2012)

was adopted to identify search terms (TablB.

Table4-1: PEO Framework

P | Population | Dalits, Untouchables, Low Caste, Outcaste, Minority Group,

Socially Excluded Grougiscriminated group

E | Exposure | Discrimination, Inequality, Inequity, Racism, Barrier, Violence,

JudgedPrejudice

O | Outcomes | Service uptake, Motivation, Hospital uses, Health Standard,
Health promotion, Health Equity, Equality, Health accetslth

utilisation
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Abstract

The caste system is social stratification system that has been used over the last 3 millennia. This review aims to investigate
caste-based inequity in health care utilization in South Asia, particularly focusing those at the bottom of the caste hierarchy,
commonly known as Dalit communities. A systematic methodology was followed; key databases (including CINAHL, Medline,
SoclNDEX, PubMed, Mepjol, STOR, and AS51A4) were searched for relevant articles published before October 2019, using
comprehensive search strategy in accordance with the PRISMA guidelines. In total 15,109 papers were found, and from
these, 7 selected papers were included in the review. The papers focused on studies in bath India (n = 7) and Nepal (n = 2)
and utilized a range of methods including qualitative (n = 2), quantitative {n = 3), and mixed methods (n = 4) approaches.
The review identified 4 main themes: stigma, poverty, cultures and beliefs, and health care. Caste-based inequity impacts
upon all aspects of an individual's well-being including violence and everyday life risks. Caste also impacts upon individuals'
Opportunities to access education, employment, and healch care. Dalits appear to experience this more significantly due to

both poverty and their caste status, which increases their vulnerability to health risks.

Keywords

Asia, caste, Dialits, social exclusion, healch equity, health access, healch urilization

What We Already Know

» Health inequity is determined by broader social fac-
fiors such s soclosconomic status, education, poverty,
gender, and caste.

# [n Mepal and India, Dalits are the most marginalized
people at the bottom of social erarchy who expen-
ence most bamers o accessing public services.

# Spcial stratification by caste 15 made worse by dis-
erimination and a lack of education.

What This Article Adds

# Understanding expenences and challenges associated
fir health service uptake of Dalit minonties due to
caste discrimination.

# [dentifying gaps between caste and health equity and
highlights possible factors underlying discrimination.

#  Aspects that limut access to health services among
Dalit communities, including stigma, poverty, culture
and beliets, and health care.

Introduction

Discrimination impacts upon wader determinants of health
such as education, employment, income, and housing.' Caste
15 & fundamental determinant of secial exclusion and devel-
opment; indesd, international human nghts organizations
argue that worldwide more than 260 mulbion individuals
experience this exclusion.® To understand caste discriming-
tion, 1t 18 important to clarfy the caste system and those
groups most disadvantaged by it, generally called “lower
caste,” and widely known as “Dialits™
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The 30(0-year-old caste system is one of the oldest social
hierarchies and it forms the foundation of Hindu society*
This system includes 4 divisions: “Brahmins,” priests;
“Kshetriyvas,” wamors; “Vaishyas,” merchants; and “Sudras,™
servants. Undemeath these castes lies “Ati-Sudra,” Dalits,
also known as untouchables.* Dialits rest at the bottom of the
caste hicrarchy and are often perceived as water polluting,
untouchables, impure, doom, pariganit, and tallo jat." Dalits
are an outcasted group, often referred to as “Broken men™ in
Hindu scriptures; Ambedkar noted that they are referred to
as “Protestant Hindus™ or “Harnjans™ or “untouchables and
depressed class™ or “scheduled caste.™ However, the word
“Dalit™ is widely rccognized, and the Dalit movement
emphasizes the importance of accepting this term to note the
continuous discrimination based on caste.® Caste discrimina-
tion is a highly sensitive and politicized issue in Asia*&*
especially India and Mepal where more than $0% of the
population are Hindu® Cnticizing the caste system is hin-
dered by a fear of offending religious or cultural sensitivities
among Hindus.?

Studies have reported that people from high castes experi-
ence freedom and high status, whereas people from lower
caste are restricted from attending schools, temples, and
courthouses. Furthermore, they are restricted in trading
goods, labor, and were stigmatized through the practice of
untouchability." Caste-based inequity also impacts upon
employment limiting Dalits to low-status occupations such
as making brooms, baskets, ropes, sex workers, and domes-
tic labors.'! Dalits are also linked to occupations such as
scavengers, sweepers, rag pickers, and coolies, which are
considered to be dirty, unimportant, and unhygienic and
hence associated with religious notions of purity-poliution. '
Dalits have also been prevented from establishing equal rela-
tionships in social, educational, political, and economic
domains in comparison to those from higher caste.'* The
Dalits are especially vulnerable and isolated due to this
notion of untouchability in the caste system. ™

Hinduismi is & very patriarchal religion, and in Hindu-
dominated societics women's status is traditionally lower
than that of men." Casic-based disparitics intcract with
patriarchy and together play a sigltiﬁfm:t raole in further iso-
lating Drdit women who are also known as the *Dalit among
Dalits.” As such, Dalit women experience double discrimi-
nation based upon their caste identity and their gender. They
are largely ignored and experience discrimination leading to
health inequity, especially with regard to matemnal health
services." Caste and gender often render Dalit women and
girls, particularly vulnerable to being excluded from school-
ing, generating literacy barriers.'” In Nepal, there is a paucity
of studies on the health perspective of women, especially
Dalit and disabled women accessing and using maternal
health services."™ Due to social and religious practices,
women from these communities are more vulnerable to sex-
ual exploitation. Similarly, due to caste discnmination Dalit
women experience difficulties accessing social, economic,

civil rights, and entitlement. The main challenges they face
include the following: poor health, reduced education, eco-
nomic deprivation due to limited employment opportunities,
reduced public service and poliical paricipation, vielence
and atrocities, prostitution, and gender inequality ™ In this
review, we seck to also understand gender aspects of caste by
presenting challenges Dalit women face.

A large number of Dalits in rural areas in India are
deprived from or are refiused access 1o health services due to
their social status * The state of Nepal aimed to address the
issues of caste discrimination by developing affirmative reg-
ulation and policies (heakth policies, nutrition health policy,
federal structure policy).™' However, despite legislation
outlawing the caste system in Nepal since 1962, discrimina-
tion in accessing health services still continues due to a lack
of state-run services, as well as denial and discrimination
in the provision of health care to Dalits who seck health
services. ™ Typical discriminatory behaviors include refusing
to enter Dalits” houses or allowing them into your house,
share food and water, seating places, transport, and gencrally
refusing to touch. Health discrimination is likely to be seen
mainly in areas where care i1s provided, which can be health
ceniers or a patient’s own home.™ Rescarch highlighted that
Dalits are also more vulnerable to HIV (human immunodefi-
ciency virus) partly due to high migration to escape from
caste-based discrimination. '

While there are many papers written on caste, to date no
systematic review has been conducted to explore the caste-
based inequality in accessing health care services in South
Asia. To bridge this gap, this review explores possible fac-
tors underlying discrimination and trends in discnimination
and inequity over time. This review aims to addresses the
research question, “What is the evidence that Dalits (e,
lower castes) have different health service utilization than
higher castes in South Asia?™ Our findings will be useful for
policymakers and rescarchers alike.

Methods

A systematic review was conducted in accordance with the
PRISMA (Preferred Reporting Items for Systematic reviews
and Meta-Analvses) as this allows inclusion of published
papers to examine health discrimination on the basis of an
individual's caste.™ Population, exposure, and outcome
framework® was used to develop the research question
and form the search strategy. This included the following:
population—Dralits, untouchables, low caste, outcaste,
minority group, secially excluded group, discriminated
group, and exposure; discnimination—mequality, inequity,
racism, barmer, violence, judged, prejudice, and cutcomes;
service uptake—motivation, hospital uses, health standard,
health promotion, health equity, equality, health access, and
health wtilization.

The following databases were searched: CINAHL,
Medline, SocINDEX, PubMed, Nepjol, ISTOR, ASSLA, and
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Table |. Search Strategy.

Database

Filter

Search terms

Resules

My Search—Peer
Reviewed

CIMAHL Cormplete—
CIMAHL Headings

Medline Complete—
MeSH Headings

SoclMDEX with Full
Text—Subject
Terms

Mepjal
JETOR

ARELA

Hand searches

Language: English
Crare: 19672019

Language: English
Craee: |981-201%

Language: English
Date: 1950- 2019

Language: English
Craze: |967-2019

Language: English
Craze: till 2019

Language: Englizh
Drane: ill 201%
Language: English
Drane: ill 201%
Language: English
Draee: ill 2019

Language: English
Daee: «ll 2019

(dalit* or untouchab® or “low caste™ or sutcast® or minorit®
or “social® exchu™ or “diseriminated group™)

AMD (discriminat® or inequal® or inequit™ or racis® or barrier®
or violen® or judg® or prejudice®)

AMD (((uptake® or motivat® or use® or adher® or promation®
or inequity or inequality) M3 health)) or “health access” ar
“health utilization™ or “health utilizagion™

(Dakit* or Untouchab® or Low Caste® or Outedst® ar Minarit™® ar
Sacial* Excu* or Discriminated Graup®)

AMD Discriminat*or Inequal® or Inequit® or Racis* or Barrier®
or Vialen® or Judg® Or prejudice™

AMD (“Health Services Accessibility” or “Quality of Health
Care” or “Actitude o Health™ or “Attitude to Health
Personnel” or “Patient Satisfaction” or "Health Knowledge™
or “Health Status Disparities” or “Healthcare Disparities”™)

(Dokit* or Untouchab® or Low Caste® or Outeast™ or Minarit® or
Sacial* Exdu® or Discrimingted Graup®)

AMD Discriminat*or Inequal® or Inequit™® or Racis* or Barrier®
or Yialen® or Judg® Or prejudice™

AMD (“Health Enowledge, Armitudes, Practice” or “Chuality of
Health Care” or “Quality Assurance, Health Care™ or “Health
Care Quality, Access, and Evaluation” or “Health Services
Accessibility” or “Attitude of Health Personnel” or “Attitude
to Health” or “Patient Satisfaction™ or “Patient Acceptance of
Health Care” or "Health Seatus Disparities” or "Healthcare
Disparities™)

(Dakit* or Untouchab® or Low Caste® or Outcast™ ar Minarit™® ar
Sacial* Excdu* or Discriminated Graup ™)

AMD Discriminat*or Inequal® or Inequit® or Racis* or Barrier®
or Vialen® or Judg® Or prejudice™

AMD (“Health of Minorities” or "Health Behavior—Ressarch™
or “Patient Satisfaction™ or “Utilization of Health Facilities" or
"Health Facilities” or “Health & Social Stavus™)

{{{Dralie® OR Untouchab™ OR “Low Caste™ OR Outcast™ OR
Minorit™ OR “Soctal® Exclu™ OR discriminated Group®))

AMD health diserimination)

AMD [nepal OR india)

Dralit and health

{{{dalizs) AND (health)) AND {discrimination))

(Dalit* or Untouchab® or "Low Caste*™ or Outcast® or
Minarit® ar "Social® Excli®™ or “Distriminated Group™)

AMD (Diseriminat*or Inequal® or Inequit® or Racis* or Barrier®
or Vialen® or Judg® Or prejudice™)

AMD ((uptake® or motivat® or uptake® and use* or Adher® or
promation*or inequity or inequality) N3 health)

Additional records through other sources

Tatal

2107

66T

48

128

15 109

EBSCO Discovery Service for relevant articles. Table 1
shows different but interrelated search terms that varied
depending upon the database. Boolean operator “0R” was
applied in combining different search keywords for study
population, exposure, and outcomes, whereas “AND™ was

applied to merge population, exposure, and outcomes.
Proximity “M3™ was applied to ensure the searched studies
were health related. The parameters that framed the review
included studies written in English and published in peer-
reviewed journals.
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Records identified through Additional records idertified
database searching through ather sources
[n=15,108) in=3}
i | l
1) Records after duplicates removed
E {n=9721)
Records screened Records excluded
| [n=8,721) In = 9,668)
Full-text articles exchuded, with
reasons: [n= 44)
Full-text artiches sRaview papers, discussions,
assessed for aditarial, conference, presentation
eligibility (=14}
(n=53] #Papers not focussed on heath or
— health access (n = 15}
P— sPapers focussed on wider aspects
of discriménation [n= 11}
2 s Bdoded -;q-ers published befare 2000 (n =
:i (=9 o5tudies not focussed upon south
— Asia fn=3)

Figure 1. PRISMA flow diagram.*

Screening and Selection

Papers were sclected using the 4-stage process suggested in
PRISMA: identification, screening, eligibility, and included
{Figure 1).

Records were identified through database searching
(= 15 106) and from other sources (n = 3, resulting in 15
109 records identified. After removing duplicates, 9721 arti-
cles were screened by reading the title and abstract against
the inclusion/exclusion criteria. This included papers
published between 2000 and 2019, primary research (qual’
quant'mixed) sccondary data analysis of routine data,
focused on health, health access, health inequity, or discrim-
imation against Dalit community, studics focused on south
Asia, papers written in English and peer reviewed. At this
stage, the majority of records (n = 9663) were excluded on
the basis of main interest of paper not related to caste and
health discrimination, language (not written in English),
demographical location (research outside South-Asia), par-
ticipants (population other than Dalits), and publications
(not research paper). Ten percent of the rejected papers were
also blind peer reviewed (EvT, VH, and PR) to ensure qual-
ity control.

In the third stage, all remaining 53 records full-text arti-
cles were reviewed by the first author against the inclusion/

exclusion crteria and double-checked by the rest of the
research team (EvT, VH. and PR} to reduce possible
researcher bias. At this stage, 9 papers were selected and 44
papers were excluded largely due to study not being primary
research, not focused on health or health access, focused on
wider aspects of discrimination, not focused on South Asia,
and published before 2000,

Data Extraction

Data extraction was conducted by first author and reviewed
by coauthors to ensure consistency. Any disagreement in the
selection was resolved through discussion with other authors.

Results

Mine papers that met inclusion criteria were included. Table 2
shows a summary of the appraised papers. Of the ¥ selected
papers, 2 were qualitative studies, 3 quantitative, and 4 were
mixed method. The selected South Asian studies were car-
ned out between 2000 and 2019, mainly in India (n = 7) and
Mepal (n = 2). These studies assessed caste-based discrimi-
nation in the health care sector.

The selected 9 papers were critically apprised using the
CASP*Y and McGill™® checklist, most scored average to
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moderate quality. From the 9 studies, 4 themes were identi-
fied: stigma, poverty, culture and belicfs, and health care.

i
Stigma here refers to the stigma related to belonging to a
particular group, in this case being a Dalit.® Almost all
papers identified issues related to caste-based stigma, how-
ever, 4 papers™ ™ focused on the double discrimination of
gender and caste experienced by Dalit women. Caste-based
health discrimination was dominant across low-caste groups
where basic health indicators for disadvantaged groups
(including Dalits) were consistently poor in comparson
with those in middle and upper castes.* Caste is an impor-
tant element in shaping individual's secial identity and their
well-being. 4%

Dalits reported they were treated differently after people
found out their caste status and those people then shared very
little information about health services and pcmgrmlmns.“
Dalits live in an oppressive society, which impacts on every
aspect of their life: they are not allowed to enter upper caste
house, sit together, or even sit in the presence of upper caste
people. People from low caste are also forbidden to offer
fiood or water to upper caste people.™ Casie is one of the key
factors of gender inequality, which is associated with poorer
education, nutntion, and health as well as less access to
human rights as illustrated by Dalit women being more vul-
nerable to diseases (malnutrition and anemia) and matemal
mortality.’! The caste system is further gendered in terms of
employment, including daily wages and long working days
that makes it difficult for women to look after themselves in
pregnancy and care for their offspring after birth which,
turn increases their dependence on men.

Health outcomes of Dalit women are dependent on 2
major variables: caste and houschold wealth. Violence
against women resulting from stress associated with unreli-
able work, low wage, and men being unable to perform
their role as “provider.”™ Two studies identified domestic
violence as a common issuc with Dalit communitics, ™
Rao® identifics that both alcohol consumption and vie-
lence are signs of men failing to control their jobs and kids,
and then blaming women for their inability to perform as
housewife. Dalit women are not allowed to travel alone;
their mobility is restricted after marmiage and they have lit-
tle involvement in important household decisions including
decision-related top-secking health care, which can be one
reasons why Dalit mothers have low levels of health service
usage *

Dalit women often suffer harassment from men including
their husbands or have abusive rclationships.®™ When it
comes to sexual intimacy, relationships between upper caste
women and low-caste men is strictly prohibited, it is believed
that this will pollute upper caste women, whereas sexual
relations between upper caste men and low-caste women is
not prohibited.

Poverty
31,35-57

Four studies identified financial limitations as a major
barrier in accessing health care and in health-secking behav-
iors. Dalits are generally poor and often not aware of free
health services and government-provided health incentive
schemes.*” Dalits are minority communities who have sig-
nificantly less landholdings, have a lower sociccconomic
status, and low literacy. They either work in upper caste peo-
ple’s ficlds or in low-income jobs such as basket weaving. ™
In contrast, upper caste groups have a higher health knowl-
edge, better health access as well as better employment, and
physical home environment compared with disadvantages
caste.”! Bhandari and Chan® found in their research that
women from poor houscholds are disadvantaged in terms of
utilizing health services and most of Dalits live under the
poverty lne.

The connection between caste and occupation is complex.
Lower caste women, despite nonengagement i education (as
most never attended school), are more likely to be engaged
in paid employment compared with women from other castes
in society, as poorer women need to work to support their
houschold.™ Education changes social interaction and job
opportunities, which negatively affects Dalits as nearly
T0% are illiterate, much lower than other lower castes.™
Conversely, the same study also identified that improvement
in level of education among Dalits fucled violence due to
refusal to work as submissive agriculural laborers.™

Kumar" stated that private doctors who are usually unli-
censed “quacks™ exploit women due to their lack of educa-
tion, charging high fees that results in Dalit women taking
loans for treatment, perpetuating their poverty.™ He further
added that without change in caste and class barrier, provid-
ing better health resources and improved health results are
not possible, especially for women.®' Illness expenditures
are mostly met by family members, loans from wider family,
or self-help groups or banks.* Two studies™ " identificd that
taking out loans to cover health-related cost is common
within Dalits communities and this further constrains their
financial ability. Polit™ explained the hopelessness, depressed
environment of Dalit society where individuals cannot afford
hospital treatment or time to heal shows the extreme level of
poverty in Dialits communities.™

Cultures and Beliefs

Here any cultural factors or belietfs associated with health
equity among Dalit communities are mcluded. In South Asia,
classifications based on caste and ethnicity are a main feature
of social inequity, which s closely connected with Hindu
beliefs.* The cultural practices of discrimination affects one’s
mental and social well-being.** Despite regulations and laws
prolubiting  caste  discrimination, continuous  caste-based
inequity creates hopeless and helpless siuations for Dalits,
which contributed to the development of alcoholism
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and self-harming behaviors. In response to this, some Dalits
convert to Christianity to escape the caste system altogether.*
The caste system also influences marmages, as Dalits are less
likely to be able to marriage a partner from a higher caste as
marriages are expensive as large downes are expected by
higher caste families.™

In Polit’s study, people’s health and well-being were
strongly connected to several deities, demons, and ghosts
that live in their surroundings. Access to cures, ritual healing
is restricted for Dalits due to the complex relationship
between poventy and discrimination in society.® Inequity
leads to frustration, anxicty, and insecurities, which resulted
in incidents of sprit possession by both male and females to
express resulting unexplained death, while secking exorcism
treatment by the ajfia. ™

According to 2 studies, it is believed that caste people are
not highly educated and cannot understand health informa-
tion provided to them. ™" They are ill-mannered and do not
communicate properly due to lack of understanding and
knowledge. ™ Due to their limited access to care, Dalits lack
knowledge about diseases and/or information sbout possible
cures, which in turn leads to failing to identify symptoms or
causes of illness.”

Health Care

All % papers identified that caste affects health issues, 4
focused™* on health issues related to women, one™ focused
on health isswes related to HIW, and the remainder focused on
general health and well-being issues related to Dalits.
Kumar’s*! study asseris that disadvantaged women have a
higher chance of severe illness and without any improve-
ment in caste and class barriers, improved health resources
and outcomes arc almost impossible.” In Uttar Pradesh,
India, only 19% of people with long-term illness were treated
due to poor availability of health services, high fees, and
unirained providers.™ Poor health is connected with lower
education level and having less land in low-caste women.
Dalit women usually do not visit hospital for treatment due
to the travel distance to the hospital and they cannot afford
travel expenses or high treatment fees *

Koumar indicated that in Bihar, India’s poorest state, local
public medical services, ofien the only services affordable
for Dalits, only addressed basic health needs.’ Despite
developments in the Indian health structure including avail-
ability of subcenters, public health centers, and community
health centers, poorer communities still experience a short-
age of health institutions and skilled health workers*®
Similarly, in Mepal, the health care structure is weak and
access 1s mited for both Dalits and non-Dalits. From skilled
health workers to medicine, supplies, and other equipment
are in short supply; therefore, patients are referred to higher
level of care adding high fees and transportation costs with
nio guaranteed satisfactory care. Due to literacy issues, Dalits
wheo travelled for better health care need support in filling in

complex paperwork and they often struggle to get free access
to services that are supposed to be free of charge. )’

As previously mentioned, caste influences employment
opportunities and few Dalits have gained health care
positions such as general medical practitioners, specialist
doctors, rained nurses, technicians, and associated health
staff. Their low representation compared with other groups
of society promotes a favorable environment for caste
inequality.® Dalit health workers including auxiliary nurse
miidwives suffered several difficulties; they were not treat-
ing well, patients and colleagues fail to follow their health
advice and start taking them for granted due to their lower
caste status. ™

Discussion

This review mvestigated caste-based inequity in health care
utilization in South Asia and included 9 selected studies.
These rescarch studies were camied out in different cities,
counties with different study participants; however, most of
them agreed there exists a connection between socioeco-
nomic differences and health disparitics.™ It was found
that low socioeconomic status and holding less land is asso-
ciated with poor health outcomes. Due to Dalits” low status
in Mepal and India, they have lower access to education and
skilled well-paid employment results in lower houschold
incomes.” Dalits have lower occupational mobility, less
land, poorer education, and worse jobs. Discrimination in
occupation, prolonged poverty, and social stigma reduces
their opportunity to access labor market in equal terms with
non-Dhalits; they also fail to get into occupations that did not
conform to their low social and political status.*" Although
law and policies have been introduced, sociosconomic hier-
archies based on caste persist in South Asia.

Dalit women are doubly disadvantaged due to their low-
caste status as well as the lower status of women in Hindu
society. Lower caste women have increased burdens and
nisks on their everyday life, including domestic vielenee and
are more likely to experience severe sickness and limited
treatment beyvond locality. Self-help groups have helped
caste women reduce reliance on moneylenders in the event
of illness, to cover expensive private health services by pro-
viding limited credits.*! However, it is only available locally
and not changing people’s attitudes toward discrimination.
Caste/ethnicity contributes to women's health, for example,
higher caste groups comparatively derive better benefits
from an antenatal care (ANC) program. Deprived caste
/ethnicity group are disadvantages in terms of using ANC
services compared with other caste groups. Similarly, moth-
ers from wealthy houschold wthzed ANC services more
compared with poor houscholds. However, when comparing
caste intersecting household wealth resulis were slightly dif-
ferent. Disadvantaged women with lowest houschold wealth
significantly used less ANC services compared with higher
wealth with same houschold, similarly advantaged groups
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with lowest household wealth also significantly nsed ANC
less, whereas mothers from both groups with better wealth
used were significantly more likely to use ANC services.
This shows the independent contribution of caste and wealth
on health and contrary to the common beliefs that disadvan-
tages groups are always djsad\-'mtngnd.’"

Dalit communities are not only affected by clinkcal issues
but also a variety of sociocultural determinants; therefore, to
improve their health and well-being better policies are
necded as well as a willingness to tackle sociocultural deter-
minants of health inequality with the government playing a
central role.* Caste influences are not limited to locational
periphery and travels from village to the cities to all markets
where “cultural and social relations play out™ and affected
the process of developments and educations. This review
identified that the cultural practices of discrimination create
psychological tensions disturbing mental health. Among
Dalits mental health issues is oficn mistaken as being pos-
sessed by ghost. This kind of belief limits their access and
understanding to betier health services. * Programs like SGH
or ANC may not be enough to overcome caste and health
attitudes and such programs may leave disadvantaged people
behind in terms of health improvements. Therefore, the
global policy agenda and national health system improve-
ments need to focus on improving health inequalities across
disadvantaged populations.

Caste and discrimination is largely invisible in discussions
of Sustainable Developments Goals (SDCs).* The SDGs of
no poverty, good health and well-being, quality education,
gender equality, and specially geal 10, reduced inequality
for all, irrespective of age, sex, disability, race, ethnicity,
origin, religion, economic, or other status will not be able
to achicve without dealing with caste discrimination.”
Polit descnbed how well-being in the 3 groups of Dalit vil-
lagers was affected by the circumstances of relative margin-
ality as well as by general sociocconomic indicators. Dalits
living together with a high-caste majority compared with
Dalits living exclusively in a Dalit village are more marginal
and have lower state of well-being ** There is close interela-
tion between poor health, socioeconomic position, and educa-
tion. Education is an exclusive measure of sociocconomic
and socioeconomic position controls health behaviors. ™

Health equity is also influenced by social status and per-
ceptions of care providers and seckers, limiting their interac-
tion with each other.™ Throughout history, Dalits have been
classified as serving class and their only skill required is
being able to serve.* Non-Dalit health workers hold good
understanding and respected in their community, whereas
Dalits had limited mobility and nonacceptance within
societies.™

Conclusion

This review presents casie discrimination and health exclu-
sion in South Asia and highlights the promotion of health and

well-being of disadvantages castes as well as for the need for
further study in other cultural contexts within South Asia.
Research on Dalits often reports domestic viclence, risk
presence in everyday life, poor education, employment,
health hierarchies, and inequities caused due to interconnec-
tion of caste, class, and gender. Class and caste ineguities
have become more severs in affective and determining
opportunitics to access to health care. Inequity in health can
be visible on both sides in terms of care provider as well as
seekers. This review highlights that due to poverty Dalits’
health seeking behavior is limited as they survive on daily
wages and could not afford to lose their daily camings.
Similarly, deprived from accessing better health due to not
being able to pay for expensive health services. Poverty also
has an impact on education and health knowledge (ic, health
literacy).

This review also shows the interrelation of caste and
soclpeconomic standard as a source ul’incqua]:il}.r, that =, the
combination of being from lower caste and having low
socipeconomic position resulis in poor health rather than just
being poor. Dralit women face double discrimination due to
their identity as women as well as low caste. Women's inter-
actions with education, income, and standard of living is lim-
ited, which leads them and thear health very much dependent
on existing gender relations. It will not be possible to boost
the health of poor and Dalit women without decentralization
and increasing local accessibility of health services. Dalits
women's problems are in addition to general weaknesses in
health systems making accessing health care difficult fior
many people, not only for Dalits.

The evidence in this review indicates to the need for pol-
icy innovation and systematic and regular onentation pro-
gram to address caste exclusion, remove bamiers, and to
provide support to Dalits development as well as pointing to
the need of inequity discussions in global policy debate like
Sustainable Development Goals.
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Chapter 5 Methodology & Methods

5.1 Overview

This chapter focuses on the methodology and methods usecefprithary research
in this PhD. It explains the rationale for using a concurrent miregthods approach
and detas the different data collection approaekapplied in this study. The study
area, population, recruitment, sample size, data collection tools, quality assurance,

ethical considerationsand research challenges for this study are also discussed.

5.2 Mixed methods:A theoretical perspective

Researchmethodology is the procedure which researsifi@tow to explain, report

and predict phenomena of their stu@@ajasekar et al. 2013Pifferent research
philosophies see the world differentlyfrom different paradigm- hence different
underlying philosopies address and ask different research questions and suggest
different processe® answering these questions. Different research paradigms are
based on different underlying assumpsonfw héa t i qontoleg@d n whetis

k nowl éepigieendlogy)(McMillan 2015) These paradigms examine different
hypothegss and assumptions based on the aim and purpose of res@dmbida
2018) These debates are generally focused on whethapyity a qualitative or
quantitative researclpproach Qualitative researclhs linked with interprettive
approaches whereas quantitative research methace linked with positivism
(O'Cathain and Thomas 2006)

The guantitative research method is foundgxbn apositivist 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 societychthat it can be predietland controlleqVarpio

et al. 2015)Thisparadigm is based on ratiopabbjectives,andascientific hypothesis

that views nature ascontrolled and intricate phenomenibrat iseasy to understand

by breaking it downto quantifable data(Tashakkori and Teddlie 2010Yhe
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guantitative approach hdmeenrevised to pospositivismwhich doesnot reject the

elementary view of observation and measurement but allomthe addressing of
various criticisms othe quantitative research methddr examplewhenconsidering

socialreality (Teddlie and Tashakkori 20Q3)

Quantitative research is based adeductive model designed to test a hypothetical
relation aml to establish whether the hypothetical relations hold o Aaker et al.
2008)by collecting quantifiable datahich aresubsequentlgnalysed using statistical
techniques(Creswell and Clark 2017)In general,this research method allows
researchex to scientifically seek numerical answers to research questions in an
objective way and quantifitheseby carryingout statisticalanalysis(Rosner 2015)
However, this methodhas limitations, it is objective andthereforemay not be
appropriate for subjective research or data where statistical experiaremst
essential for detad analysis of the phenomeriBeedles 2002)Additionally, this
approach may not be suitable to compose an expression of historiographical changes
(Morgan and Smiiich 1980)

Conversely, galitative research methsdare concerned with the understanding,
interpretationand experience dhesocial world which cannot be quantified. Reality

is perceived through socially constructed and subjective understantic varies

from person to persqiGill and Griffin 2009) In general, qualitative research aims to

explore complex issugbat may not always be readily expressachumbers. This

approach is very subjective in collecting an answehéasesearch questiofBeedles

2002) The qualitative research methechphasiseseal situatios and is important in
addressing the O0Ohowd a eseébenefighthequalitptive st i on

approachis popularin academic and clinat settngs.(Mays and Pope 2020)

In a qualitative research approaclinterrogating and inquiring reveals the
understanding of phenomeriblodges et la 2008) This requiresconsidering in
advanceboth dwhat is requiredand6 w h aaffecting researdiduring each step of

the project (Haddara and Lingard 2013)}lowever qualitative methasl arenot free
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from limitations For examplethismethodcan lacka formal approach to quantify data
andstruggles tacreae possible explanatiaof theory and hypothetical speciatjon

therefore generalising outcomes is almost imimasgAffleck et al. 2013)

As a reaction to the separate quantitative and qualitative approdthggagmatic
paradigm suggests realities can be single or mulapléare open to pragmatic
investigation rather than involving the argumentative hypothetical perceptions of truth
and reality(Creswell and Clark 2017pespitemanyresearchepreference for one
approach over anothésftenbased on their individual philosophynany may prefer
to follow the pragmatic paradigm to reseaydombining both methods ithe same
research project, depending ¢ime research questioLodico et al. 201Q0) The
pragmatic paradigm ishe best fit for a mixedmethod design merging both
qualitative and quantitative perspectiwgshin different stages of researshich as
data collection and analysis, dataamgulation and conclusiofiTash&kori and
Creswell 2007)

While most researcherfollow some conventionaimethodology combning both
qualitative and quantitative methaaisdapproaches in one research projecteemed
compatible and widelyaccepted(Johnson et al. 2007)For several decades,
researchers have been using miregthods for examplehey arevery popular in the
field of education and healtivlixed methodscombines both quantitative and
qualitative datainclusion and analysisn a single researcistudy (Teddlie and
Tashakkori 2003) Researchers emphasise that kleg to effectiveness omixed
methodsis to combine both methods to a point where merge is not limited to
advance or extend theories and test their applicatibtolachieve data triangulation
which produce greater understanding thansingle methodalone Additionally, it
overcomes or negat#®e limitations ofinindividualdata collectiormethod(Creswell
and Clark 2017)

Mixed-method research is portrayed ashird paradigm that hefpclose the gap

between qualitative and quantitative resegatlbwing practicing researchers to learn
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methodologesand develop techniques that anere useful in redife (Onwuegbuzie
and Leech 2005Mixed-methods research has becoam@dminant methodologyby
creating a bridge between qualitative and quantitative re@s@aalinkas et al. 2011)

A mixed-methodslesign allowsesearcher® validate one set of data to another one,
providing a platform to compare data or to answer vartgpesof questionCreswell
and Clark 2017)Additionally, this design is particularly usefwhen there is time
limit. However, the outaue is receivedia theseparate execution of each ddkais
may offer less flexibility and level of understandifipskey and Stewart 2014)his
approach is often described asollaborative method as it combines two different
method such thasynergistic evaluation of research is possild@e method allows
the other to be more efficient and together both methods would deliver complete
understanding of the phenomefareene and Caracelli 199 Mlowever, the main
issuein theuse of mixed methads akeyto achieve maximum benefit to its capacity
in orderto enhance research credibility.

This PhD research adopésconcurrent triangulation desigiriscoll et al. 2007)
(Figure 5.1) where qualitative and quantitative approaches are used roemity)
either throughout or at some step of the research proTags.process aims to
triangulate both setof data to complete or validate resulssweringthe same

research questiafRauscher and Greenfield 2009)
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Figure5-1:  Concurrent triangulation
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Qualitativedatawerethematically analysed, and themes and meaningful quotes were
identified with the help of qualitative data organisation software NVivqQ23R
International) Similarly, quantitative data from the survey withealthcare
professionalswas presentd and interpreted in numerical form through running
statistical analysis using8tatistical Package for the Social ScienceB3Sver. 26).

Later both qualitative and quantitative findingsere combined, compared, and
interpreted in the DiscussiosgeChapterB).
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5.3 Rationale for using mixed methods

Mixed method give a voice to research participants and erstivat research results

are constructeftom the experience of participan® practicalstrategy behind these

of mixed-method researchs thatit allows concurrent triangulation of data, where
both qualitative and quantitative data are collected and used to more precisely describe

relationshipsetweeninteresting response variabl€d/isdom and Creswell 2013)

Research questions cannot always be addrésgedt one approach, bequalitative

or quantitative thereforecanmixed methods helfp tackle intricate interdisciplinary
problems(Tobi and Kampen 2018 Methodology provides guideline to focus on
research and identifihe research approach whiéhhelpful in developingesearch
methods to address particular research ques{iorstty 1998) It is the research
questios that help determine whatesearch method should be chosen among
qualitative and quantitative metr®odSilverman 2006) The qualitative study
framework geks to understand the certain behavicamdshared view®xpectatios

of eachindividual in a population. This willenablean exploration of possible
discrimination against Dalitend help researchansderstandheperception of health
workers towarddalits as well as the challenges in assessing health senAces.
guantitativestudy, on the other han@ims to evaluate and measure the behaviour of
individuals of certain grougallowing an assessment of the range of health services

in Dalit communities.

The rationale of adopting mixed-method approach in thiBhD. researchwas to
investigate castbased discrimination ithe healthcaresector particularly focusing
those at the bottom of the caste hierarchy, theadled Dalit communities. The
proposed topic is related to caste based inequality whaohelss complex issue in the
context of Nepalas itis a sensitive, highly politicisgzheromeron(Thapa et al. 2018)
and criticizing the system may also raise religiousutural sensitivitiegNinan
2012) Therefoe, different methods are required to best understande the

complexities.
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A qualitative approach is characterized by its aims, which helps to understand lifestyle,
status,and experiences of Dalit communitieall of whichis not possible to express

in numerical dataA quantitative approach explores the underlying reason of health
discrimination in Dalit communities. The reason for mixed metheds provide a
better understanding of research issues damnbe achieved bsither qualitativeor
quantitdive approaches alonelndeed, some have stated thaing mixed-methods
research ishe prefered approacin implementation researc¢Palinkas et al. 2011)
Adopting both methods in this researehablesthe gathemg of insightsinto the
problem from various perspectivethus allowing fora broaderunderstandingof
complex health issuédMacKenzie Bryers et al. 2014Additionally, the triangulation

of data allows researcher to derive convergence and corroboration outcome of research
usinga separate research appro&Gneene et al. 1989Jurther, this research adopts
ideas ofpragmatismas outlined in Section, %nd the reseacher uses all suitable
method that help to investigate the particular research problem. Indeed, the emphasis
is ontheresearch question aitd significancevhich should always drive the selection

of research methods

5.4 Mixed methodsin this PhD research

This mixedmethods study investigates cabtesed discrimination ithe healthcare
sector focusingon Dalit communities in Makwanpur districtTable 5.1showsthe
research questiom®rresponding ttheresearctobjectivesandthemethods and data
collection approachsedto answeeach oftheresearch question$-or the purpose of

this Ph.D.research, qualitative and quantitative data were collected simultaneously
and concurrently. Four different data collection tools as stated in Tdbleese sed

in this thesis
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Table5-1: Research questions, objectives, and methods

Questions Objectives Data Collection tools
Methods

What are the underlying To explore health Focus Group

reasons of health discrimination in Dalit Discussion

discrimination in Dalit communities of Nepal (Qualitative)

community of Nepal? SeltAdministered
Questionnaires
(Quantitative)

What challenges/experience To understand challenges | Focus Group
do Dalit minorities face whilg that Dalit minorities face | Discussion

utilizing healthservices? accessing health services. | (Qualitative)

How do health workers To analyse the perception { Exit Interview
approach service users from health workers towards (recently used health
Dalit communities? Dalit minorities. services and was not

part of FGD)
(Qualitative)

What are the available To assess the range of Key Informant
existing health services? health services provided in| Interviews
Dalit communities. (Qualitative)

The study was conducted in Makwanpur Distrarte of the 77 districts in Nepal,
which is part ofthe Bagmati province. According tthe 2@1 Census, the total
population of this district is 4.2 million and 38§ the populatiorare identified as
Dalits (Office for National Statistics 2021b)he district covers an area of 2,426%km

about 55 milegdriving distancegastfrom Kathmandua capital city of pal

This research comprises data fralakwanpugadhirural municipality Manahari
rural municipalityand Hetaudaubmetropolitan cityn Makwanpur districtSelecting
differentarea have allowedor abroadeisample areas well aghe capture ofliverse
participants The rationad for selecting this studgrea is that the PhD researcher is
familiar with the area ant familiar with thelocals. Similarly, existingnetworks in

the study areasvere very helpful in identifying relevant key stakeholders and

coordinating with them foresearch purposes.
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5.4.1 Focus goup discussiongFGDs)

A focus group discussion is an informal meeting of a group of people, arrantez by
researcher. Generally six to twelve peoaie involved infocus groupto discuss a
particular research topithereforethe quality ofinteractionis highly influenced by

the size(seePage67) of the group(Krueger 2014)Health conditions are influenced

by the social enviroment and created with a social contex{Carter and Henderson
2005) thereforeFGDs are suitable for assessing experiencepublic personsand
understanding illnes&itzinger 1993) Focus group discussions have now become a
popular data collection method in health reseéiRdbiee 2004)it is a nondirective
discussionwhich allows participants to explore research te@nd interact within a
group. Howeverthe facilitator controls the topiof discussion to ensure research
remainson topic (Wong 2008) Focus groumiscussionshave been identified as a
betterway to understandndi ndi vi dual 6s f eeli ngsandnd t he
services as well as subje@ issuesThis approachis suitable for research that deals

with sensitive issue@an Teijlingen and Pitchforth 2006&ihd there is no doubt that
caste issues in Nepal are complex and sengifivapa et al. 2018}t is also believed

that data collected from focus graugre rich and often three to four groups are
acceptable to meet data saturatidrueger 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 studyatotal of six (male= 3, female= 3) focus group discussions aiikal of

41 Dalit participats(male = 20, female= 21) were carried out separa®ealsticipants
whowereDalits, lived in thearea andvereaged between 18 to 65 years weligible

for participation. Thegroups were arranged in circlen a comfortable sging, as
relaxed and comfortable environmgnésultin more successful focus groupévan
Teijlingen and Pitchforth 2006ajroups wereseparatednto males and femals in
each areas individuals oftenfeel more comfortable and open discussing critical
issues with someorté the samgendel(Krueger 2014)Similarly, research identified

tha the gender othe interviewer influenceshe responsesspeciallyon sensitive
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topicsi females interviewers appearedgather better responsascompared to male
ones(Axinn 1991) FurthermoreHindu society is very patriarchal ando m e stabus
istraditionally lower than mehy almost every measu8aroha et al. 2008} follows

that mixing groups may have inhibited participants from sharing their experiences.
The rationale of categorising groupsas toobserve foany underlying gender aspects

of double discriminatiosee Section 1.4)1toprovide participanta/ith a comfortable
ervironment, and an opportunity to speak freely about their experiences and

challenges.

In FGDsit is important to ensure enoutdrgeted participastre recruited teapture

rich and diverse viewandboostthestrength of researdeith 2001) Recruiting and
sampling begins with identifying, targeting and enlisting study participants and
developing their interest itheresearch studgRabiee 2004)Recruiting pre-existing
groupsare used based dhe nature of discussion argroup participationthat fits
research aimandprovidesanswers to research questionhslsoenables theapture

of participant® own internal preexisting dynamic (Barbour 2010) Preexisting
groups for focus groupgreorganisedased on sampling criteria such as age, gender
and caste groupsiowever,research also included some homogenedhatively do

not know eaclother,while forming focus groups de reduce power or status as well
as to avoid discussion being overshadowed by one group mé@ftnbeger 2014)For
each focus groups minimum of six to a maximum of eight participants were
recruited.Characteristics of participants are explainedeéction 6.2.1 garticularly
Table 6.1).Recruiting less participantssks the discussion beinded by oneand
having more participantsan result in the FGD beirgowded and riskg individuals

not havingthe opportunity to expregheir thoughtgSaunders et al. 2018 mallsize
focus groupparticipants areeasy to recruitand host as well asit being more
comfortable for participants. Even thoughless participants may generate less
information having smaller groupsllows direct interactionsand more time for
participants that will helpo capturein-depthopinions ofeachparticipant including

their reactios. It alsosaves timeand results inmore engaged participantsarge
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groups on the other handre hard to contrglthe process iime consumingand
restricts opportunitieor participants to share their views and experisné@ueger
2014)

It was challenging to recruit for FGDs as individuals were very busy in thgitoda
daylives (men driving for work and women doing househdhidre$. Thereforewith
the help ofan existing relationship with stakeholdees health volunteer from each
area was identified taisit theresearch area, targetbasedon selection criteriand
approackd randomparticipants Having a familiar faceg health volunteer) witlthe
researchr helped participants tonderstand about the research padicipate in the

study.

For the FGDs articipantswvere selected throughpurposive 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 re&amting 2002)
Beforerecruitmentall participantswvere providedvith a participant agreement form
(see Appendixl) to read understand an@onsent toparticipae in the study by
signaturing omusingthe6 X 6 ferithgse who wer@ot able to signFor illiterate
participants, the agreement sheet was adauld,and their verbal consent wasught.
This formlisted all actions and activities thabuld be performed throughout. Further,
participants are handedparticipant information shees¢eAppendix2). Both forms
were developedn Nepali and theopportunity toaskany questionsvas given For
ethical consideratia seeData Analysis chaptersee Section5.11). A prepared
discussion guidén question formwas used (seApperdix 3), to help researcher to
reflect and conclude the gqugliand suitability of data collected through discussions
Questioningoutepromotes an interactive discussion arglalso helpful in achiang
data saturation andndng data collection as well as recigig comparable results
(Hennink 2014)The discussions were startedthgresearchewho also acted abe
facilitator, by going through theparticipant information sheet which inclui¢he

research aim, objectives, contribution from participaams taking informed consent.
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Discussions wereaudio recorded withthe permission of partipants and the
discussiondasted between to 1.5 hours. It is recommendenl use thdanguage

spoken bypar ti ci pants for the purpose of r
experience and perceptio(iBivinn 2008) Therefore, all discussions and interviews

were conducted in Nepali, the local langudgethestudentesearcher who is a native
speaker

The purpose otheseFGDs was to collect information thahabled theesearcher to
explore Dalitbds overall l i fe experience,
while utilising healthcareservice and its impact in their health whilst allowing
participants to freelydiscuss their thoughts and experienceue to some
circumstances, such as depending on daily wage for survival, most Dalit men were
drivers which meantheyleft very early in thanorning forwork andreturredlate at

night. Upon return, themajority ofthem are drunkwhichis regardeds normal within

Dalit communities Dalit women take full responsibilitin runningthe houskold,
including child rearingThis made itdifficult to arrange time for FGDs. Therefore,
women were encouraged to bring thehildren.As noted previouslythe majority of

Dalits depend upon daily wage fofood, and itwas recognised thattending FGDs

may result inthem not having enough money to feed their family for the day.
Providing compensation motivates participantpéaticipate in researcfKrueger

2014) Therefore, normonetary compensation (food and drinkas arrangedto

encourageeople b participate.

5.4.2 Interviews

Interviews are a commonly usethta collection approacto understand social
phenomenas theyfocus on experience, knowledge, feeling, behaviour and befief
the individual (Britten 1995) it is a powerful yet flexible research tool tlkan expose
many new areas of resear@haker et al. 2008)Interviews are interactive with
participantsallowing them to raise further concerns even dftemterview, therefore
discovering highly valuable findings. However, it is not free from limitatias
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interviewer bias can affect the outcolwan Teijlingen and Forrest 2008uch bias
can be reduced by explaining research objectives including its social values,
legitimacy and the importance of accurate and completenation to participants
beforethe interview (Gregson et al. 2002 semistructure interview method was
adopted and an interview guide with a list of questwasprepared in advandmsed
on literatureas well asonsultation witranexpert in the fieldHowever,openness$o
boththeinterviewer andnterviewees were in place to ensure further clarification and
gather valuable informatio(Cohen and Crabtree 2008jhterview questions were
initially developedn Englishand later translated tm Nepaliby the PhD researcher
All interviews wereaudicrecorded withithe permission othe participants. Two set

of in-depth interviews were conducted, avas key informant interviews, and another
was exit interviewsExit interviews were conducted witkervice users whbadused

healthcareservicean the past six months.

A total of six key informant interviews/ere conducted withelevantstakeholders
(representativeof Dalit organisatios, womends gr ouoffigerapdubl i c
service providers) whether Dalits or nbualits. The key informant interviews

explored risk and challengeshealthcarend policies related tolity exploring health
accessibility, range, conditions of local health serviceshmadthpolicies. Whereas

exit interviewss ought the health usesapgoadsapder i enc

their behaviour towards service users.

Key informant participants were identified througiséing networkwith stakeholders
in the study areasnformal meetigswith them were organised to brief tharpose
of this study and to helpgecrut other key stakeholder&haracteristics ointerview
participants are presented the Quantitative findings chapter (see Tablé.2).
Interview articipants were handed infoation sheet(seeAppendix4) and informed
about research objectives, their contributioms|untary participation, and their
freedom towalk away during any state of tigerview. Interviews startedby taking

informed consent followed bysemtstructured question guidsee Appendib).
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A total of six exit interviews(Dalits=3, nonDalits=3) were planned initially.
However, due to a Dengue epidenmdhe areanly five interviews(Dalits= 2,non
Dalits=3) were conductedexit interviews consigld of bothDalits and norDalits
participants who have recently used health servidese of these participants were
FGD participantsParticipants fothe exit interviewwho met inclusion criteria were
randomy selectedby accessg admissionsrecord bookof hospital Telephone
contactswere collectedo discuss further-rom thisadmissionsook 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 (1865), arealfMlakwanpurgadhiManahariandHetauda) and ethnicity (Dalits or
middle caste) were invited to participatethe study.Some are interviewed in their
workplace in their own homebutin aprivate roomandtherest were interviewed in
aprivate hallin the communityCharacteristics of participants are presented in Table
6.3. Participants were explained and handed informationssfseeAppendix6) and
informed consentwastaken before participating in researéixit interviews adopted

asemi structureapproach usingterview guidelinesn question form(Appendix7).

5.4.3 Survey

Surveys are one of the most popular quantitative data collengtimods A survey is

data collection through a set of prepared questionnaires fhausthe statistical
analysis of datgSaris and Gallhofer 2014The strengths of this methadle that it

ensurs participants anonymity, maintarconfidentiality, honestesponsgand free
expression as well as helps to reduce inadequate collection of data and create uniform
data from different participan{®avis and Cosenza 200%}onsidering all these, the
mostcommonly used selidministrative questionnairegere adopted for this PhD

research.

For the quantitative stugdgurrenthealth professionals in Makwanpur District were

targetedo respond survey questionnaires (see AppeBHiApproval from the study

areas: Makwanpurgadhi rural municipality (see Append®, Manahari rural
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municipality (see Appendi¥0) and Hetauda suimetropolitan city (see Appendixl)
were sought prioto data collection.All health workers/professionals in Makwanpur
district who were 1§earsold and abovavere directly approached in their workplace.
Participants who participadeén thesurvey questionnaingeregivena peno motivate
themto participate The survey was based on the number and availability of health
workers using a secalled total sampleTo supportthe PhDresearcheduring data
collection anddataentry, a local enumerator s recruited The ewumerator was
provided aoneday recruitmenttraining helping them to understandhe survey
purpose, recruitment process aath question ithesurvey.Health workers have the
most direct contact with service users. Hence their experiprmees usefulin
exploiing underlying reasafor health discrimination, attitude towards caste inequity

and challenges to access health services.

The survey packagencludeda participant information shegeeAppendix12) that
explainedesearch objectives, expected contribution of participadtheir voluntary
participation Similarly, a participantsagreement formwvasenclosed for their consent

to participate(see Appendix XL This stressed that research was conducted only for
academic purposeand anonymity and confidentiallwyould be maintained.As all

health workesin the study districtveretargeted, a total af00survey packagewvere
printedand distributed, and two weegrovidedfor themto completetheir responses
However, after two weeks only 134 completed responses were collected. Therefore,
another week extension was needed a furthe77 completedquestionnairewere
collected. Chareteristics of participants are presenteddpuart i t ati ve Fi nd
Chapter7 (seeTable7.1). The initial plan was tgetall health workers othedistrict

to participate However, due to thBengue pandemic at the timmaanyhospitalsand
healthposts verevery crowdedIn total 211 responses were received, 202 responses
that metthe quality requirementsuch as response level megfifi0%wereincluded

for further analysis (Chapter 7).
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5.5 Data collection tools development

Data collection tools were developed in accordamitie the objectives of qualitative
and quantitative methgdQualitative tools (FGDs, Interviews) and quantitative tools
(questionnaires) werérst drafted based on the literature afidalised through
discussions with supervisaasdexperts omelated fields to ensutbat the toolsvere
comprehensive and culturalpcceptedFinal tools werealso reviewed byBU and

Nepal Health Research Council (ethics committe@nsure reliability and relevance.

The tools were initially created in English and later translated into Nepali as it is
recommended to uskelocal language for quality da(Kruege 2014) Similarly, for

the purpose of this researt¢he main reason of having all tools in Nepalihatit is
easily understandable for the participandsie to their poor EnglisBkills. Further,
differencesin language may have varioe®nsequences.g., the individual may
interpret questions and comments in an entirely different way than the researcher
intended This issue is significant in qualitative research awadtks with words
therefore language i core element in everything frordata collection to
interpretation andnalysis(Van Nes et al. 2010}t is commonto use narrative and
metaphosto express experience in words witie exact meaningherefore usinghe
native language alsallows for thecaptureof richness of experienc&he narrover

the gap between the meanirgfsa p a r t experignee artd ihterpreted meanings

of outcome, the more qualitative research is considered (VRaidinghorne 2007)

Questionnaires were selfiminisered so that more truthful resporsenay be
collected as it included questigparticipantsmay not feel comfortable to answer face
to-faceto a remuneratofTsang et al. 2017)Questionnaires (see AppendXwere
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 ircluded
combination of opend, closeend and Likert scajedepending on the nature of
guestions. Closend and Likert scaseaare universallysed for surveyas participants
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are given optionsso moreresponsesanbe collectedare easieto understandand
can be analysedtatistically (Creswell and Creswell 2017pespite its advantages,
closeend questionsdve some limitatiog) they may lack desired options, may not
capture accurate true responsasd could limit possible responses/informatidde
Leeuw et al. 2012)Therefore someopenrended free text questions were added

survey questionnaires.

For the focus group, a discussion guid&vasusedto facilitate the discussiongwo
different topic giides were use@rueger 2014)first a list of preprepared discussions
topics and some opeand questions were used to facilitatee discusions gee
Appendix 3). A guide (see Section5.4.7) is important in running a successful
discussionas it maintairs flow structure, creates an environment to have natural
conversationand engageparticipantyKrueger 2014)FGDs consisted of three main
topics life experience, social status, health utilisation and health impSsiected
socicdenpgraphicscharacteristicsvere also collected. Secondly, interview guides
were developed for the purpose sE#mistructuredinterviews to discover hidden
issues or attitudes towards sensitive iss{Malhotra 2002) Key interviews gee
Appendix5) included 11 questionwhereas exit interviewséeAppendix7) included

13 questiors and some demographic chararsies of participants.

5.6 Pilot study

In researchthe pilot study is considered to be a significant phase that will aHew
researcher to get a better outcdnoen the researcfSimkhada et al. 2006] he pilot
study was conducted in tvgteps; firstvas reviewing bysupervisors, by aexpert in
the field andcolleagueslsodoingtheir PhDs. All thefeedback wasansideredvhen
finalising thestudy toolsThesecond step was carryout a pilot study before going
live with a mainstudy. This pilot study wasan important step to determine the

appropriateness of study tools.
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For the pilot, a total oll4 potential participants completethe questionnairérom
HetaudaHowever,bothoutcoma as well as participants included in pilot stwdgre

not included inthe main researchSimilarly, two focus group discussioriene with
men and one with fem3glethreekey-informant interviews and two exit interviews
were conductedo text the qualitative toalsThis pilot study wasery helpful to
understandsuitability and comprehensivenesst study toolsto make suré¢hat they
wereeadly understandable for data @dtosas well as respondeswho participatd,

as wellas toestimatehetime taken for collection of data using each study tool. The
outcome ofthe pilot study helped to improve wording, structure, and content of
developed study toolsurthemore any disagreemestthat were raisethroughout
the pilot studywerediscussed and resolved®imilarly, continuous assessment and
improvementwas done throughouthe researchespecially for qualitative tools in
accordancevith theresearcimeed For examplesome wordingsverechanged in local
languagéerms andoptionsto multiple choicevere added based on local availability.

5.7 Outcome of pilot study

During thepilot study we observed that due to a Dengue pandemic in Népal,
hospital was very crowded, and it was very difficult to get hold of health woakelrs

for health workers to spare some titneomplete thesurvey. Hence only 14 staff out

of 20that wee invited to participate completed the questionnaire. This indicated time
constraints fothe collection of survey data. Secondly, the questionnaires in the pilot
study suggested the need ameansta@cdmniusicate vi c e
health hformation. In the context of Nepal, th@ostcommon 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, wih other modes of health communication such as haaolterboards,
service user counsellingas also added. It was observed that participants easily

accepted t he tdeoissueuBrgliti t sé and ha
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Participants were excited to be a partlu# discussion howeverarranging &ocus

group waschallengingas most Dalits were dependent on their daily earning for
survival. Hence help for arranging participants for focus ggougs requested. It was

identified that the offer of snacks can afféat discusionif theyarrived in the middle

of discussions therefore, the provision was made to offer at the end of discussions.
Furthemore it was observed thagtarticipantsreceived many mobile phone calls

including some emergencies during the pilot intervietis Bituation was not in the
researcherdéds control therefore it was ac

than expected smlonger gap between subsequent interviexsplanned.

Finally, participants in pilot exit interviestended to talk morabout the situation and
cleanliness of hospital and show their frustration towards hospital management.
Sometimes the interviewees went off track. Therefore, it was identifiedathat
intervention mayeneeded to ensure research is on topiccaradity data is collected.
Further, it was observed thah most casesvisitors of service users holehore
information than the service user themselvesasitor wasthe one who observed

the surrounding environment, communicated with other partiaged with service
usesthroughout anaatered to theievery need. Therefore, it wdecided tanclude

service useyand visitor (where need) to capture quality information.

5.8 Data management

All collectedquestionnaires were handéidectly to researchr and stored safeip a
locker and later transferred inigpassword protected comput@he PhD esearchr
manually enteredll datainto SPSS 260nce data was entered then a data cleaning
proces$egan. his included changing format, categorising, araks checkingAfter
dataentry, arandom 10% oftasesweredouble entered to ensuaehigh degree of
certainty. This is to ensure data verification, completeness, quality of data and to
identify any discrepancies itne data.Nine responsesvere removed as numerous
guestions were unanswerekdcopy of final SPSS data was sent to supervisors for the

purpose of crosshecking the reliability and validity of data. Final data from 202
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participants wereincluded in the maimlata analysigsnd dummy redts tables were
created to identify the data to be presented in this study.

All qualitative data, focus groups and interviews were carried oaBthDresearcher

and were audio recorded, as it is agreed that recording and transcription more
accurately repesentthe responsg of participans (Tong et al. 2007Yyathe than
cont empor ane o u sdurnganiatarviesy Bessiod whicimmoay iaterfere
with the procesgBritten 2006) However, information that was noaptured in the
recordng (i.e., expression, gestures) or received after interview was noted in the
resear clserhed audionremidiegs were transcribech Nepali and later
translatedo Englishby theresearchersgeSection 5.1).

5.9 Data analysis

5.9.1 Transcription and translation

Focus groups discussions and interviews were translated from the original audio
recordings of datéMcLellan et al. 2003jNepali languageinto English Transcript

based analysis is a rigorous qualitative data analysis model which is useful for
academic settirgand complex resear¢Krueger 2014)

Focus group discussions,t a k e hirdervigbvesy addsexit interviews were conducted
in the Nepali language and transcribed by researcher. The complete transcription
includes setting description, developmenindérviews anyincidentsuch as medical
co-ordinate taking break foan emergency caser situation of health services and
patients due to Dengymndemig¢ any interestinglata, furthecommens, and issues
identified and records froteresearchers nadeDuring the analysisgpeat listening
of audio recordingsvhilst comparing with transcription wasndertakento cross
check reliability and to familiariseneseliwith thedata. Final transcriptions were sent
to one othe supervisorsvho isanative Nepali speaker to checkadjty and reliability
of data.Any disagreemestwerediscussed and resolved betwdlka researcher and
thesupervisors.
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5.9.2 Data codingand analysis

Codingcan be seen as a process of organising data by bracketing chunks and writing
words that represents aategory in the margin€Creswell and Creswell 2017or
qualitative datagoding was conducted using NVivo 12isthelped to managéevast

amouns of data(Krueger 2014)

Figure5-2:  Coding steps fothematicdata analysis

’ Qualitative Data ' ( Coding and Noding | / Themes
Data organising and searching and marking || organising and
familiaring meanings merging themes into
exploring data and organising in patterns meaningful themes

. searching general sense | emerging themes ] ._explict naming themes |

Adopted from Creswell and Creswell (201

All final transcripts of FGDs s t a k e h iotérdeg rasdoexit interviews were
exportedo NVivo 12 These transcripts we organised and reaéveratimesfor the
researcher téamiliarisethemselvesvith the recorded data. Knowing dateom the

early stagesnableshe researcher to havegeneral sense anthderstanccommon

ideas as well agget anopportunity to reflecbn the datdCreswell and Clark 2017)
Fromeachtranscript, finding and marking general ideas of data and grgwmilar

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 andutputa meaningful concept based on what to look for to ansegearch
guestios. Each node may have more than one theme that holds meaningful
information. Generated nodes were organaadi processet identify initial themes.
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These initial themes were again reviewed and verified several times to form final
themes.Different themes weremergedinto main themes to produce onecore
meaningful theme. Once data consolidation and reduatzmaone then themes were
defined and named, and final themes were generated. Fitnaiyiaticanalyss and

interpretation was condted based on these final themes.

5.9.3 Thematic analysis

The method of data analysstould logically followthe method of data collection.
Qualitative data analysis is a method to reduce and make sense litggeamount

of data from different sources, which may be helpful in answering research gsiestion
(Kairuz et al. 2007)Qualitative interpretadns are constructed, and various methods
of data analysis can be used in qualitative reseanciuding grounded theory,
thematic analysis and framework analy@fardley 2000; Braun and Clarke 2006;
Mays and Pope 20207 his research followed one tife mostpopular methoslused

in the health sector, thematic analygidlays and Pope 2020Jor this research,
transcrips of focus groups, stakeholdérinterviews and exit interviews were

avaiable forthethematic analysis of data.

Thematic analysis is a way of systematicalhotting organising andinderstanding
datainto patterns of meaning that allows researchdrdcoverthecollective meaning

of data in relation ta particular reseaft topic and questioGuest et al. 2012)
Thematic analysis is a flexible anavidely used data analysis method for identifying,
analysingand reporting patterns/themes from a huge data. Thematicsanehn be
conducted iraninductive 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 frameworiBraun and Clarke 2006) his research followsix phases

of thematic analysias proposed byrBun and Clarke (2006):
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Figure5-3:  Phases of thematic analysis

Fft.:lmlhaI'ISIng I, Marrative preparation i.e., transcribing data

with cata i, (Re-)reading the data and noting down initial ideas
Generating i, Coding interesting features of the data in a systematic
S fashion across entire data set
initial codes ii.  Collecting data relevant to each code

Searching for

I.  Collecting codes into potential themes

themes i.  Gathering all data relevant to each potential theme
i i I, Checking if themeswork in relation to the coded
Reviewing el
themes i.  Checking if thermes work in relation to the entire data
set
A I.  On-going analysis to refine the specifics of each
Deflr_“ng and theme and the overall story the analysis tells
naming themes . Generating clear definitions and names for each
therme
i I.  Selection of vivid, compelling extract examples
PdeUCIﬂg the i, Final analysis of selected extracts
report ii.  Relating the analysis back to the research guestion,

ohjectives and previous literature reviewed

Adopted from Braun an@larke (2006)

Phase I Familiarisingwith data This phase includasmmersingoneselfin data by
transcribing the literal meaningnserting data into NVivoyeading the overall
transcriptandlisteningto theaudioagain and agaiuring readingmakingnotesto
highlight datathat may be of interestand possible similarities to creapatterns

(Nikbakht-Nasrabadi et al. 2012)his was done usingNVivo and preliminary
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patternswere stored as nodes in NVivd-or this researchhis involved asking
questions like whatheir core experiensavere andnaking sense ahe experience

revealed outcome from their experiesce

Phase 2 Generating initial codes$n systematic thematic analyst®ding is an initial
step (see&ection5.9.2).The list ofpreliminary pattans is organisedn a group and
initial codesare generatefilom the dataCodeswerecreatedat the explicit or implicit
level and evaluated in a meanifig summary of participanté experience and
phenomena(Saldafia 2021) Using NVivo, similar pattens/caseswere grouped
together and giveadifferent colour code the codes witta high number of patterns
wereconsidered as possible themes.

Phase 3 Searching for theme#n this phasglong lists of codes (63parereviewed
andbrought together based on their similaritiEach set of codestored were given
aseparate namé&hese codes aoFganised to give meaningful themes and subthemes
and establisihe relationshig between theniNikbakhtNasrabadi et al. 2012The

map tab on NVivo has been usefolseerelations between different codeksemes,

and subthemes.

Phase 4 Reviewing themesin this phasgidentified themesand sukthemesare
reviewed For examplethemes thatlo not have supported data are reviewed, some
themes areombinedtogetherandsome themes ammergedto createnew themeso
that each theme provid@separate meaningndgivesthe storyof thedatain relation

to theresearch questior{fBraun and Clarke 2006)

Phase 5 Defining and naming themehk this phasgfinal themes are refineduring
analysis Here selecting extracts tehow and analysas well asproducingthe
meaning of each theme with regardghe research data igerformed.Eachtheme
must be umue andspecific,and the name must be clesard accurate to provide the
actual meaning to the read@uest et al. 2012)
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Phase 6 Producing the reparBy this phasga good set of themes are alrgad
generatedthus thesis writing, and reportingare done in this phase During the
reporting process,the argumentsare presented inorder to address theesearch

guestions.

In summary the software package NVivo 12 was udedstore data, hidight
meaningful nodescreateand organiseseparate codesand manage datétored
transcriptsand recordingsvere used for thematic analysis which were read several
times carefully, considering different theme identifying techniques such as
reoccurrence, categories, metaphors and analogy similéRiyias and Bernard 2003)

to identify particular themegatterns, responses and conc@aader and Ewbank
1994) Major themes regardinDalitsd health equitywereidentified and included in

this research. Final themes aralevantquotationsare presented in thgualitative

findings chapter (se€hapter 6).

5.9.4 Quantitative statistical analysis

The management of quantitative data took placeRBS ¢ee Section 5.8)Thedata
underwent dscriptive statisticalanalysis also referred as descriptive statistics or
descrptive analytics This descriptive analysi®ffers a simple way to present
guantitative dataepresenting a small samptea manageable form. It tee 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 a
relatively smallgroupof peopleand isa sensible way of presenting and reporting basic
information in the form of tabldyars charts, percentages, and freque(igyquia et

al. 2014) In this study, the researcher includéxtables which presentpercentages
frequencyandthe probability value P valug as relevantDescriptive findings were

further detailed inhe quantitative chaptdvelow (seeChapter 7)
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5.9.5 Integration of data

The popularity ofMixed method researchs increasing among healénd social
sciencaesearcherf@.ingard et al. 2008)Oneof themostimportant and often essential
aspects of this method is integratienthe interactionor conversationbetween
qualitative and quantitative compongof the study(Wisdom and Creswell 2013)
Qualitative and quantitative approaches are often used to explore different aspects of
thesame researdjuestion. However, integration of dataables greateroutcome of

the study. Integration can be conducted using three basic teckrigpet-igure 5.4)
(O6Cathain et al. 2010)

Figure5-4:  Dataintegrating techniques

Design

|

Data collection

|

Analysis ~=+— Following a thread

1

— |nterpretation

Mixed methods
matrix

Triangulation
protocol

Adopted fromO6 Cat hain et al . (2010)

This study adopted concurrent triangulation design, meaning data from each
approachwere collected and analysed separately in a similar timeframe to produce
findings and merged at later stage. Data integration was performbddistussion

phase exploring both qualitative arguantitativedata(Fetters et al. 2013)
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5.9.6 Presentation of data

Data presentation includgictorial representation of data using tapligures, charts
and maps. These methods add aspects of data visualisation whichralearch to
be comfortable andomprehensiblelo give meaningful outconsethe content of data
presentation must meédte need of research objectives and questions. Data with
numbers and figures are presented in tables and graphics, tvbilgualitative
interpretationis presentedn the text, with relevant quotes also included to support
themeqFah and Aziz 2006)

5.10 Quality assurance

Quality asurance of academic research is basedhemneliability 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 constarftow similarwould the results basing a
particular tool, testor procedure such as questionnaires in different occasions
Validity describes a subtle conceptvhat we believe we are measurowmnparedto

what we inteded to measur@roberts and Priest 2006)

In qualitative researchiigour is the trustiness othe research process and data
producedStiles 1993)It is concerneavith the extent to whichesuls of the study or

an outcome are repeatalleorderto get same resultd different occasiongBryman
2016) In qualitative research, researcher bias may affect the casdéduerefore,
understanding research bias is important that altberesearcher teeviewcritically

and independentlgis well agperforming independemrhecks. A blind studynay also
help to overcome researcher b{&8eber 1990; Pannucci and Wilkins 2010he
reliability of qualitative tools, datanalysis and findings were independently validated
by three academics. Similarly, data collection tools for each method pieted
throughalocal stakeholderan officer fromthehealth officeto ensure data reliability

and suitability inthe local canmunity. Any disagreementhat rosefrom the few
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transcriptionsand coding of datandfrom thepilot studywere discussed to form inter

rater reliability. Further, interview and focus group guides were continuously assessed
and improved throughout data collection to ensthey were coherent and
comprehensible. Throughout the process detailedsnaee taken. This addgo the
researchauditability, thereforeaddsreliability. Further, specific codes and themes
were generated to describe data, which were later revisited and validated by
supervisors. Additionally, usingcomputerised data analysis package alsoance

the reliability of research procefRoberts and Priest 2006jor this study, software
NVivol2 was used. Recording and transcribing also enkaelt&bility (Sanjari et al.

2014) Thus, all interviews weraudiorecorded and recordings were transcribed by
the native speakePhD researcheand verified bya native speaker supervisdiith
regards tothe reliability of quantitative data, questionnaires were achieved by
providing training to the data enumerators for survey data collectioncémfysion

and issueswere resolved so that the data collected from any other trained data
enumerators would hawbe sameesuls. Furthermore, as outlined in Section 528

ten precent sample of the quantitative data was double entered for the purpose of

quality contra.

Validity in qualitative research is maintained in terms of how Weresearch toal
assessed the research phenom@i@est et al. 2002)In qualitative research,
researcher bias is a potential issue in achiegirgitative rigo that may arise due to
selective data collection and recording or data interpretationd basepersonal
perspectiveglohnson et al. 2007y hus, it is important to conduct qualitative research
in a systematic way to ensure validity of r@sd. Participants fahe qualitative study
were chosepurposively and chosen due to quabthey possessétiey metselection
criteria (seeSection 54). This study also includes data triangulation, combining two
or more methods, data, theories is taeo way of achieving validity of research
(Roberts and Priest 2006The validity in quantitative research is achieved by
maintaining the result accurately that represents the concept it claims to measure

(Priest et al. 2002Most of the survey items (questionsged for this studyvere
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adopted angustified by comparingvarious otherquestionnaires, such #se Nepal
Demographic andiealth Survey (2016, the Nepal Social Inclusion Survey (2014
the Nepal HouseholdRisk andVulnerability Survey (2016 and the Nepal Living

Standardsurvey (2010/1).

5.11 Ethical considerations

Ethics is an essential part of research due to its moral and professional constraints to

' i mit resear cher §Bysesbadh ane Tilt 2004)eis epidentthatp t i o n
when couwucting research three ethical issues related to maintaining confidentiality,
anonymity and taking informed consent are particularly impo(@aodwin 2006)

This research collected data perceptios, views, and experienceof individuals.
Some topics r el at etdeirtealth dha Violehcs dre censigesed | e n C
more sensitive in nature. Therefore, this resedaotlowed a standard research
protocol in order to protect and respect participants, privacy, dignity and rghts.
Teijlingen and Simkhada (2012) suggested while conductisgarchn low-income
countries, it is obligatory teeekethical approval frontheresearch ethics committee
from the research country alongsitlee universitybased ethics committee. This
researchsoughtethical approvain the UK and in Nepal. Ethical approval was
awarded byheResearch Ethics Committee (REG@€Appendix 13) atBournemouth
University and Nepal Health Research Council (NHREEe Appendix 4) as field
work was conducted in Nepdh additionto ethical consideratigrpermission to
conduct healthelated research in Makwanpur district was sought fthenhealth
office in Makwanpur ¢ee Appendix %). An online ethics checklist application was
submitted toseek BU ethical approval (Ethics ID 22373) This gplication was
approvedn July 2019. Similarly, a proposal for ethical approval sugsmitted to the
NHRC (Reg. no. 332/2019online in May 2019. After resolving some comments
made byt h e NHR C 06 ssuch aaddingaxckar and specific study site ihe

research title making the study objective more specific to research, separating
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dependent and indepdent variablesand clarifying study populationand selection
criteria, ethicabpproval wagrantedoy the NHRC ethical boardin July 2019.

The researchr was physically involved in qualitative data collectiobirect
interaction and communicatiorraises some ethical issues on maintaining
confidentiality, anonymity, taking informed consent afeé r e sear cher 0s
(Sanjari et al. 2014)However, participants were informed and explained before
paticipation that their participation would remaamonymousand theinformation
providedwould 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 purposaly. Audio recordings wereéestroyed

after the transcription and analysisvas completed. All transcripts were made

anonymised andnique codsweregiven.

Informed consentsge Appendix 1) was takenin the participant agreement form
written from those who atéerate andrerbal for those whoauld notwrite. Obtaining
informed consent s essenti al i n researolgtightssand t hey
risk before participatingespeciallyin low-and-middle income countrieshere limited

work complies withethical principls (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 voluntamature of the research and that participants can withdraw
anytime without giving a reasofvan Teijlingen and Simkhada 201Zjurther,
literacy and languagare important factos in achieving informed consentt is
unethicalto receive written consent from those who cannot read and understand risk
and benefit related to it. In this situatidre informed consentsheet can besad out

and verbal consent can b&ea when risk related to research is low and potential harm

is unlikely (Marshall 2006) When peopleagreed tgarticipate they were asked to

signo r  p ufor thdsXwhadnnot signpntheagreemensheet.
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5.12 Chapter summary

This chapter presentethe methodologicalaspectsof the research starting with
philosophies underpinning mixed methods. Qualitative and quantitative studies were
carried out in three diffent localities of Makwanpur district wherine Dalit
populationis relatively higherFinally, ths chapteralsooutlinedelements ofesearch

ethicsin this study.
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Chapter 6 Qualitative findings

6.1 Overview

This chapter presents the data collected fidatits, key stakeholders, and recent
health service users. In total six focus group discussions, six key stakebolders
interviews and five exit interviews were conducted in Makwanpur disseeQhapter

5.4). Qualitative aspects dhis research aim tonderstand a | iexpdyience, any
risks and challengethey experience iassessing healtktheir health conditionsand

their awareness @vailable health services and policies to reduce health challenges.
This chapterfirst providesthe characteristic®f participants ands followed by
qualitative themes identified for the research gmecthaptedé summary.

6.2 Characteristics of participants

6.2.1 Characteristics of FGD participants

The participarg of the FGD were divided into male and femgleups In total six
FGDs were carried outdomprising a total 020 females and 21 male3)he majority

of participantshad left schoolbefore fifth grade(in Nepal these are callexthool
dropout$ (n=19) followed by no education at all (n=17) and few had attended college
(n=5) (seeTable 6.1). Similarly, most females were involved in household work

whereaghe malestended tadrive for work
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Table6-1: Characteristics dibcus group participants
FGD | Number people | Gender/ Age Highest education Place
1 6 Female School Dropout (3) Makwanpurgadhi
(19-65) yeas No education (3
2 8 Male School Dropout (3) Makwanpurgadhi
(19-65) yeas No education (5)
3 7 Female School Dropout (5) Manahari
(26-53) yeas College (1)
No education (1)
4 6 Male School Dropout (5) Manahari
(28-46) yeas College (1)
5 7 Female School Dropout (2) Hetauda
(28-54) yeas College (2)
No education (3)
6 7 Male School Dropout (1) Hetauda
(32-65) yeas College (1)
No education (5)

6.2.2 Characteristics of keyinformant interview participants

Key informantinterviews took place with six stakeholdeFour were government

workers (including one medical coordinator from each area) and two workeahfor

government organisatisfiNGOs9. Regardingeducation, three hadnaa s t degre@,s

twob a ¢ h edegoeemddsonenadcompleted secondary educatice€¢Table6.2).

Table6-2: Characteristics of key informant intervigarticipants
Participants | Gender | Education Position Organisation
Kll1 Female | College Director NGOs
K112 Male University Health Coordinator Government organisation
K113 Male University Medical Superintendent| Government Hospital
Kll4 Female | Secondary | Operator NGOs
K115 Male University Health Coordinator Government organisation
K116 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 particigffonis
females and five malgsvere mainly schootiropouts, foumparticipants werdalits
andfive were from norDalit castesgeeTable 6.3). Three interviews were carried out
in their ownhomesas they hdjustbeendischarged from hospital and stated that they
would be comfortable conductinipe interviewin their ownhouse onewascarried

out intheir workplace in a separate room dahdremaining one in a local hired hall.
In three interviews, therewas more than one participanthis wasdue toa family
member/carerbeing with the intenewee these people provided additional

information anccommented on the experienadghe actuakervice user

Table6-3: Characteristics of exit interview participants

ID Number people | Gender Education Caste/Ethnicity
Ell 3 Male (1)/Female (2) | School dropout| Dalit
El2 1 Male School dropout| Dalit
EI3 2 Male (1)/Female (1) | College Brahmin
El4 1 Female College Janajati
EI5 2 Male (2) School dropout| Janajati
No education

6.3 Qualitative results

Qualitative data were analysed ientify research themeslhree main themes
untouchability and discrimination, other social determinants of haalihthealthcare
were identified with several suthemes (se&igure 6.1). Interestingly enough the
research also highlighted that Daliteentioned about discriminatiphowever they

themselves do not link it to discriminatioAlthough manystudieshave established
links between discrimination and heaglih this PhD studyalits themselves do not

identify discriminationasa main reason dfiealth inequity(see Chapter 8).
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Figure6-1:  Themes and suthemes
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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 agreéledtsome sort of discrimination due
to untouchability occurred in society and most Dalitd lexperienced direct

discrimination and challenges in their everyday life.

When asked about their everyday experience they explained social restracttbns
their psychologicakeffects One Dalit illustratd that they were treated as less than a

dog
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AWe are restrictedrom enteing temples, schosland other public

places.Yes, there are many differences. Ezamplejf | go to an

upper caste personds house along with
the house waging its tail, but weustsit outsidel am treated lower

than a dogand it isvery humiliatingand hurtfulo . FGIDs6)

Along with the struggleo get food, water and shelter, Dalits live in constant fear of
discrimination Merely walking onpublic roads androssing the path of uppeaste
peoplecan bea life threating offens&uchconstantear ancanxietymy lead to mental
distress

Aln our generation and before that we
way of upper caste people as our shadow also could not touch them

and seeing our face may bring bladk. This considered asvery

big offencé. (FGDs6)

Many shared their experience of physiedluse ifthey attemped to disobey or

challenge the social hierarchy.

i On e adentyst bought goat meat and sheso-calleddoctor,

told my child to not toch her. However, mistakenly my kid touched
her. Shegot so angry, she pushed my daughter to ground, went to
her room and slamedh e r d(BIDr 0o

Participants sharednotherexperienceof abuse ina public placedue to accidently
touchinga nonDalit, notonly fromahigh caste but othéower caste groups.

Aln my village there was a government ;
of the Tamang girls' jars while | was drinking water. She hit me with
the jar, andFAGDslhad a brui sebo

Participants agreed thdiscrimination hd become part of their lifeesultingattemps
to address the reasons identified for the discriminagiwhto better and fit in the

society
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AThey said we were dirty, so we becam
illit erate, so we went to get education. However, they still
di scri mikiit e uso

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 casmbersThis maks
them feel safeand secureds they are less likely to experience discrimination from

their neighbourshat results in psychologiceglief

Altés | i ke this, [aDdtrsenamge al | are Pari?
community so around here we go to everyone, help everyone due to

that they think there is no discriminatioielive in our own

communityhere we all are Dalits so have not suffered any kind of

di scri m{FB@s3)i ono

However, a downside to living in asolated area is the lack of access to health and

other resourcesvhich is detrimental to thewellbeing

A D a lhabitationis further from health services, due to their

financial condition, poverty, in places where economic movements

and transactions a 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 quiteusuallyin

isolated places. Due to long travel distance and lack of travel

facilities they do not come to health serviceslangkenot been able

to interact wi.tKi2Q)health providerso

6.3.1.2 Current change

The harsh and unequal behaviour towards Dalits has improved compared to previous
generations, althouggtill continues n t o d ayySome espressedehat now there

is less &eling ofless discrimination and betteffitting in the widersociety

AEven in our generation, there was t hi
childrends gener pebple@nelesst has decrease:t
discriminated |t was i n.(FeDs4) gener ati ono
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So, therewas a sense that discrimination towards caste is reducing. However, the

change is not enough to overcome the fear of inequality that lies in society.

ANo matter how mudshrimwaionfitstikt ach agai nst
exists in various forms. When we go to rural places or talk about

marriage, or social ceremonies, also attending funerals then

di scri mi natKIB)n prevail so

Severalparticipants expressed that the government has tenditahtethe Dalits for
their experiences rather than systematicattplementingprogrammedo address
i nequi ti es tHedirng oflbairigiblanded anfl aot good enougvere
mentioned:

AThe government had an easy target whi
were di€riminated 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 Dali
peoplewascancelled. The government, its people and society

should understand without it di scr i mi
(KI1)

Reducing discrimination against Dalits is not oalyalit issue andwill only be

addressed if examined at nationaldeaddressing health, education and employment.

AThey should understand that this is |
the whole stateds problem and intervel
cultural level. If we attack such person from every level, then he/she

gets compel |l e(BHGDs4) accept usoO

6.3.1.3 Culture

One of the main reason Dalitsiss out on opportunities such@etting access to the
health sector islue totheir practice and belidfeing a parbf their culure. Cultural
practices otraditional/faith healingrerelated to religious belisthat supports caste

factors thusinfluencethe caste hierarchy.
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1 Traditional/ Faith healing

Traditional healers are known as Dhami/Jhakri, itie and worklocally in the
community They pracse beliefs and rituals regarding communication witte
spiritual world and engage in treating people who are affected by spirits/possession
(known adaagu). One of the reason Dalits are more vulnerable to poor health is their
beliefin traditionalhealing @d using the Dhami/Jhakri as ihdirst port of call rather

thanseeking medical help

ADhami/ Jhakr i andgetsprontyevervisitimgiioe n
hospital especially small childrerit still prevails.There isa trend,
taking them to a Dhami/Jhakri at first and then to a hosyatir. A
person from our community wigespite living ircity/market area
visits the DHRWEIDI / Jhakri firsto

Faith healers are accessed before healthcare sertiissnay bedueto poorhealth
literacy, and cultural values. However, faith heatars bemore accessiblas they
are more easily availabkend cheap However, this can delay access to healthcare
treatmens which can result in greatewerallfinancial burden and poor healtfhich
Dalits may not be able to affar@he tradition of using incense and rice hasome

somewhat less popularowever it still gets priority over medical health.

AnAt first, we go to the Dhami/ Jhakris.
laagu. Laagu is our tration 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 fist. It is a belief. If you believe from heart it will heal

(FGDs3)

i 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 Hindtiemever religion also

promotes caste inequaljtyherefore Dalits arenade to consideconvertingfrom
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Hinduism to Christianity, as in Christianity there is no c&Xéts. This research has
identified that Dalits (in response to the discrimination) are changing their religion.
They feelthatreligion has supported this inequal systéinprovides some sense of

spiritual reliefs.

nOf course, we feel that religion has
system. They try to be higher than us eyets priority over Due to

Hindureligion, we have been facirdjscriminated In Christianity,

or Musl!l i m, |l idosat ht Wii.gEDsb)me mat i ono

Participants explained level of spiritual wellnessuch asself-satisfactionor the
perception of curing long-term diseaseespeciallyrelated to spiritual healfland
believed they would beeated equallyf theyabandoned Hinduisns suchtheyare

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 experiersse discrimination and

distress related to it.

AWell,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 isiot Hindu religion itself but people who twist
religious guideline. Christiashave separate festivals and
programmeso thereare not manyinteractions(ghulmil) with

people Hinduuppec ast e . (KB pl eo

Participants expressed feeling of peace arglgegchological pain

AThis discrimination affects them not
and people enjoy where there is no psychological pain that is why |
think they are conkKilérting into Christ]

6.3.1.4 Law not enforced

Discrimination againsthe lower caste ifNepal was officially abolished in 1990, but
it was two decades later in 2011 that the Bill was passed making caste discrimination
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and untouchability illegal (Offence arilinishment Act) However,there remains

culturally entrenched castess ed di scr i mi nati om asgled nst t
Dalit minority. This has resulteid Dalitsbeing excluded from education, mediaat
healthfacilities, and basic rights. It is evident from the participant experiences that

there remains a gap beterethe law and implementation of the law to remove easte

based discrimination:

ANow it is said that | aw has made sucl
cannot prevent us from going insidiestead they stand at the door

so we could not pass. If we get thirsty dgrmeeting 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 aftewvashing it once

we ar e (FG@she o

Some thought that the law itself was not the problem but the way it vpdesnranted

and notenforced

AThere are many | aws but stil] it is
strong enough, but .(FfGDslhas not been enif

The participants expressed feebnthat the government should invest more in

implementing the new legislation.

AThe | aw has changed but it has not b
bi ggest change iI's supposed to be Dbrq
(KI14)

Discrimination can be managed and controliéth strongiaw and its implementation,
so that discrimination and health aspects related to it can be contolethenwill

therebe hopdo providebetter andequal health services alits.
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6.3.2 Other social determinants

Health is influenced byroader social and economic facto@ender, education,
employment,and poverty(see Figure 6.2are keydeterminants affecting e op | e 6 s
health and therefore alfalitsdhealth.

Figure6-2:  Other sociatleterminantgor Dalits

Gender
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Q‘s&%

N\ /

Employment

6.3.2.1 Gender

Participants stated that Dalit women are given very Hiddus and attention within
society and hence notaluad. For example there is neither a strong police
investigation nor laws to protect women from domestic violence which negatively
impacts uporheirmental healthin Nepalese society, the status of womegeiserally
lower than that of men. Therefore, to be a Dalit woman means/tiaare more
vulnerable to double discriminatidrased orboth caste and genddiscrimination

Dalit women facesevere discrimination arfthd themselvesn a daily fightfor their
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basic rightsHowever their access to justice is insignificargsultng in thembeinga

victim of sexual abuse and violence

AYou may al so have heard various news
These cases are increasing day by day, however most of time these

cases are neither recorded nor investigated. Due to this we fear to

pef orm our daily activi(FGDs or stay |

It was evident that Dalit women not only experience discrimination more generally in

society, but this low status manifested in domestic violeritten their own homes,

AAmong t hendanen, the Dak woman 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 alconoThe 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 |
( FGDs2)

Womengenerallyhave lowerstatus in Nepal anBalitc a st e wo melom@rs st at
still. As such, Dalit women do not see the point in sharingalang about their
experience nor do they value their own existence. Due to this oppression Dalit women

are not able to open up about health issueseakpgrience.

i Si n cwemen aredependent on the family, they do not have the
decisionmaking rights neither financially stablBalit women faces
more discrimination than Dalit men even in the socitgmen

themself who arean-Dalit discriminateagainstDalit 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 huggs and

fear that the husband will leave the wife if she talks about such

t opi(Kl])o

Untouchability is practised to such an extent that people dwisbtto touch Dalits
even if one is in critical health situation and resdpport. Dalit women whare
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pregnant are limited in receiving healthctwe as norDalits refuse to touch a Dalit

person or enter their home.

AFrom my own experience while | was t|
discriminate those who were poor or Dalit. For example, a Dalit

Female Commuty Health Volunteer (FCHV) is discriminated,

restricted from entering the house. She should be able tdahesit

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 +idelit FCHV

di scriminates tlIaée. 1t is |Iike thato

Another participant added that it is very common in Té8aiuthern part of Nepal)
that Dalit women who are healthcare workersragtricted intheir ability to provide

healthcare services due to the restriction on touch and enteringafibhouse.

Ail't is | i ke that here as well. Even mi
mention that. FCHV being a Dalit her s
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 differendes | i ke thato. (K

6.3.2.2 Education

Dalits are discriminateduch that they are barrém enteringschool buildings, not
allowed to sit with everyone in the classroom, touch other students and teacher and
participant in any schogrogrammesThis research shows that illiteracy within Dalits

is common as many Dalits drop out of stumbforethe fourth or fifthgrade(aged
around 810 year}. Othershave neveevenbeen to schoalue tothe discrimination

that occursn theeducation sector.

Education is a key factor in breaking the cycle of discrimination and providing better
health. Along with recognising their rights, education batp Dalits to understand

their health situation and needs.
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AOur peopbelengt op eloopweer csdyané coul dnodt
struggle to get admissian schools. Even if they went to school they

would have to sit outside. Dalit kids had to stay outside. The teacher

woul dndt even touch our Isooks. Teachel
notebookd$ut not theDalit kids. They wald instead make them

recite their homework. Then they would point at tieitrebooks

using a stick. MWeDs8ent through thisbo

Participants suggested that discrimination nist only from an organisational
standpointsuch asdenying admissionbut also works onan individual level from

teachersFeeling of being separated from clasal treated differently.

ATeachers would not even touch our bou
Teacher would ask us to narrate our work and point out using a
st i.®&Os5)

Whilst one of the Kll wagargelyblaming Dalitsfor their poor health:

AThe main reason is education. Due to
they do not pay attention to cleanliness and sanitation, not familiar

with health problems due to bearing nyazhildren, not aware of

their personal heal th issKIi®Bs therefor

Figure6-3:  Interconnection of education, employment, and pova
Dalits

. Employment R Dalits

-
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Educationemploymentand poverty are interlocketeterminantgsee Figure 6.3)f
healthaspects Without education, Dalits are trapped invizious cycle of extreme
poverty, illiteracy and discrimination. This also results in poor health, which is

perpetuated across the geations.

6.3.2.3 Employment

As previously identified, Dalits often have little education and as atetypically
unemployedr working inlower status antbr unhealthyjobs

il do sew and make cotton mattress. N
needed Personal Proteeé Equipment (PPE) are provided by

governmentand we could not afford to invest on that ourselves.

During making,cotton particleggoinside that mayead tous having

chest infections.(FGDs3nay have it in ful

As employmentg difficult for those in Dalit communities, many are forced due to
financial reasons into dangerous professions that makes them more vulttepalble
health For example, waste scavenging involving cleaning human excrement, septic

tanks and sewers, without any prop&tE.

AWe used to do jobs that is manual cl
with our hands and legs covered in it. We do not get any gloves or

masks. | myself have done that but no\
That time | ug¢F6&Os5t o be il | ofteno

This researcidentified that there are few individuals from Dalit communiesking
in healthcare. Those that do work in healthcaretypically involved in domestic
positions such as sweeping or clearbngnot inhigher positiorthat may have greater

influence n Dalits health

AWe do not have anyone who is Dalit al
despite cleaners. Most of the males they do driving and female
whet her househol(K#l) wor k or sewingo
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Having moreDalits working inthe health sector wilhelp to create anpproachable

and welcoming environment for Dalits.

Participantsaalsomentioned thaanother importanaspecof health is unemployment
and job securitiesandthatit plays a crucial role imaintainingphysical and mental
health.

AWewho stay at hom@ur main concern is what to eat a day or

feed our kids rather than thinking about whatalthproblens we

haveor whether to go for cheeltp.| t 6s j ust enough for f
further expenses oabea f f o r(EGDEL)0

The fear ofosingo n gab sr not haing income also addmental stress.

nEvery day, | wonderwill havejob or not. Despite it is my own
shop but it is not surkam not sure if | am allowed to sit there
(outsidethat cloth shopor | will have any customers todayhat
and how much will bring home. (FGDs2)

6.3.2.4 Poverty

The findings from this study identify thatostDalits in this studylive in poverty and

are less likely tgpossessegistered land compared to upper caste people.

AUs people, uneducated anberpoor, some
house n@6GDsB)and?o

This research has highlighted that many Ddéitefinancial distressTheyare poor
and struggle to manage their dayday existence. Asuch, allfamily members must

work in order to generate a daily wagamdcannotnot aford a day-off.

i S o Dadits 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.(E®2r foodo
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Whilst the Govenmentof Nepal provides some free healtservices, theyre very
limited and may not be easy assessaitest ofthe populatiord kealthcaras based
on private or paidhealthcareservices, which are quiexpensivemay notbe readily
available and couldnvolve travelsoaretherefore out of reach for Dalits wharmot

afford health expenses.

ADalit people may be facing more diff]
Most Dalits have low economic conditions, could not get treatment
due to lack of fina ¢ &(l2)

Participantexplained that due fooverty,Dalits despite knowinghey may be in poor
health have no choice but to ignore symptoms and problemsather thanseekng

tfreatment.

AEveryone wil/l obviously ®BBUt concerned
it's like this, due to poverty Dalit people do not rush to the hospital

as soon as they fall sick. They notfeel the need to get treated for

every minor sickness, poverty reminds them that they do not have

the luxury to visit a doctawhenever thegre ill... This led to iliness

getting more severe and increase financial burden which they

cannot afford. Since they cannot get treated on time, they either die

with mindgKkll)i |l | nesso

Poverty not only directha f f e ct s  a rphysical dheaktand weHbkirdgs but

also has a negative impact threir mental health and wellbeing.

AThe poor people mostly suffer from mi
get it treated any which way. In case of poor ones, they are on the

verge of being homeledsislikethi sé. tal king about the
communityds health; the Dalit communil
need to understand it like thatam not trying to say other castes

arenotpoor but due to high i mpoverishmen

good. | said it earliema s w&ll4) o
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6.3.3 Healthcare

This researchdentifies thatDalitso physicalmental health and social wellbeing
affected by discriminatianParticipants expressed that experience of discrimination
havea profoundimpactupon their day to day live3hey expresed feeling anxious

and worried Therefore, this research highlighthie long-term psychological
perspective of participants. When askeparticipants expressed their psychological

distress antheeffectit had ontheir mental health.

ABeialgi O i s not sad, but it iIs sad to
doorstep without entering the house just because you are Dalit

Di scri mination causes ment al tension
(FGDsb6)

6.3.3.1 Health workersdbehaviour

Health worker behaviour plays a \liteole in Dalit health whetherit comes to
returring for health services or gety better health service#facilities. When
investigating the behaviour of health workers towards Dalit service users, tere w
mixed responses. Many participasisted thiathey have neither experienced nor
witnessed discrimination by health workers based on caste and agreed that Dalits

received equal services:

ANo health workers dondt exercise sucl
No such discrimination is not done by heaitbrker. (FGDs5)

Participantassertedhat, not only didhealth workers not prasg discrimination, they

werealsowelcoming which can be a motivating factor to use health services.

AThe hospitals staffs \atienssardde!l pf ul an
the family as well. They helped in regulating the medicine taken by
patients. Thef(El2behaved nicelyo

However, another participant added that the behaviour could be the result of them not
knowing users are from Dalit communitid$us, ndhealth discriminationvasseen
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They do that , may be because |
al it

not
s.0 (FGD

O

Conversely, interviewwiith stakeholdersighlighted that discriminationould occur

directly or indirectly in health services.

A Wh i | e or@ oheckug, wiiere we took tickets; people there
(working), kind of ignored them and di
behaviour towards Dalit and poor people are different. | would not

say only Dalit but poor ones too. Their behaviour towards the ones

whoare a bit less educated, and poor is different. Discrimination

based on caste is seen in government hospitals more often than

privat. KlIlhnes. 0

Another participant addedhat, despite health workebs nonacceptanceof
discrimination, it does happen acan be seenot only inhospitalhealth services but

on asocietallevel.

Aln terms of Dalits, whatever health
have seen biasness in many places. For instance, health workers

visit to BahunC h e t [tamuppé@rsasteprogrammdeaving their

work but not to even drink water in Dalits house who |ivesd.

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

servid®as. o (K

6.3.3.2 Lack of health workers

Many particpantsclaimed thathere 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 tilnely treatment. As a result, many visitetbaal pharmacy

instead ofgoing to hospital or seeking help frdmealthprofessionals.

AThe main problem is that there are ni
to patients they have, and this worsens the situation more because
the patients donot.Thereisa@wayse tr eat ment
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shortage of doctors amursesand it is also because of that long
waiting hours we feel | .(EIB) j ust going

This research identified thatany Dalitslive in isolated rural areas. These rural areas
struggle to recruit and retahealth workersespeciallyprofessional doctors whare
not interestedo live and work in rural areas. This lack of medical expertise has a

negative impact upon the health and wellbeing of Dalits.

AHet auda, despite beinegealBtsoc apital cit
there are no possibilities us in rural areas gettingpecialist doctor
in our health units. | had run single handed when there were no
doctors because 1 tbés har@i2t o post doc:

6.3.3.3 Access taesources

This research identified that Dal@siccess to healtiare islimited, and this is very
frustrating for the participants who feel that the government should be doing more to

ensure accessibility of healthcare.

AYou should bring a DOhlitsfofteker ent rul e of
demographics of this place should be registered in, so then may be

governmental hospital are available and accessible. They should

provide free services ofGDs2) scounted f

Available services argery crowded anaffer limited trained staff, medicine and

equipment.

~

Al n our ¢ o mmhaveenbugh heaéh senocasdTthere is a
small health post. It has only been some time that some machines
are brought here. Here we have noay machines, video-ray, or
other equp me n(EGDs4)

Participant also stated thaio additional support and services are proviged means

of persuadingdalits to utilise healtbare.

AThis is the situation of Makwanpur di
access to local resources and means. Thiekas notmade any
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type of arrangement or provided separate faedifor Dalits.
Government and responsible person have not been sensible enough
toprovidef aci | ilil)i es. 0 ( K

Another participant commented on the means of transportation and associated

difficulties in accessing healthcaservices.

AHeal t h s eafixed plaeesandahrere is tranel 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 halth services. So, compared to ADalits, Dalits do have some

difficulties in accessing health servicé$eirresidences are also
further from hi@galth serviceso. ( K

Providing accessible free healthcare services would make it easier for Dalitbte be a

to access healthcare which in turn would enable better health inctiraseunities.

Alf health posts and birthing centre
ward, then it would be easier for Dalit communities to get such
heal th facil(KIgi es with ease. 0

Another participant added thafor the better health of Dalits, there is a nefed

frequenthealth checkup programme®r campgon top of free services)

AThere shoul d b e-upsfreeofeastnititisireeal t h checl
then people will attenthem. People with low economic condition
can aff offGDs6)j o goo

The government introduceadfewpolicies such alist of 72 essentiafree medicines
throughout health facilities'heyhave alsomplementeda system of health insurance

in government health facilities with the aim to provide easy and affordable access to
health servicesspecifically targeting people who cannot afford medical expenses.

However, thébureaucracyf this process was prohibitive as participatpressed.

N T Ipmcess to getting free medicines is also an extremely
exasperati(klg) processo
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One participanstated thathe health insurance plgorovided by thegovernment has
not beenmuch useas most of the medicinesspeciallyexpensive ones are not

available using health insuran@ue to this Dalitsvere affecied mostd

ASo, what's t he musbayitd’dmoutsideur ance i f wi
Expensive medicines(Eld&r e not avail abl e

Furthermore, it was evident from partiaigs that policy holders and direct payers

were treated differently.

AAfter he c @amesuranmecard they sheuted

saying that we could have showed it earlier, so | shouted as well
saying why did/ou not asKor it. | also noticed how quicklthey
provided treatment to the man who paid the money instead of using
an insurance.(B3ard |ike | didbo

6.3.3.4 Health and awarenesgrogrammes

The Governmentof Nepalhas been working to improteh e ¢ oheaith secyod s
Many health and awarenegsogrammes have been organised such as regular
vaccinationprogrammesfamily planning, health campbllV awarenessandhealth
educatiorprogrammesuch as Dengue awarenddswever, when participants were
askedit becamepparent that these heafttogrammesvere having a limited impact

asmany participantsvere not aware of their existence.

i We do n opgrogranamedereaTiegy have not brought
anything |i ke that. ThdéRGBs2)i s not hing

Howeve, many participants agreed that health and awargmegsammesremuch

needed.

nYes, it is necessary. I f health awar
programmesvere given, it would be like adding perfume in gold

(best). We would better understand and identfglth issues and

foll ow safety procedur.§FGBs2) wor k t o be
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Another participant added that hegittogrammesvould educate them and would be

helpful intaking precautions ard/ing a healthy lifestyle

Al f we ar e awalingregnaney and taketbettér earec a r
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. | wish they omnisal a programmeto educated about

h e a | (FGDs3)

One stakeholder added that thera distinctlack of healthprogrammes

AWe do not h gprogrammesWe mve sdme al t h
programmesowever, no separate provision for Daliiswould be
beneficialif we can arrangesome to distribute health information
andhelp them to understand health related issues which will help to
motivated thenfor checkup. (Kl111)

Another added that sonNGO or private organisatiomsed to do jtbut that there was

nothing leftnow after they had gone

APreviouslythere was some NGOs such as Plan Nepal. They used to
do some healthrogrammesHowever, they arphased ouso no

there is not anypublic healthawarenesgrogrammesneither

private nor governmeat (KI3)

6.4 Chapter summary

This chapter presents qualitative results derived from six focus groups;dayptim
interviews and five exit interviewahich were thematically analyseshd orgarsed
using NVivo 12 software. In totahree main themes artdelve subthemesvere
identified. The participants of FGDs and El expresseditiea¢ waso discrimination
by healthcare workers wheread articipantsstatedthat discriminatiorexistsfrom
heathcare workers towards Dalits. In addition, the participastated that
discrimination based on caste had a negative effetiom d i vi dual 6s, physi

and social wellbeing.
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Chapter 7 Quantitative findings

7.1 Overview

This chapter presents the survey datdected from health professionals the
Makwanpur district. The quantitative aspect of this researckedatom understand
healthcare professional s6 perceptions of
that occurs in the healthcare sector, the chgélerDalits experience in accessing
health servicg the behaviour of health workerand any suggestions for
improvement. In total 400 questionnaires welistributed; 211 health workers
completed the questionnajeetotal response rate of 52.8%. Onaktieg data quality
nine questionnaires were only partially complefsele Section 5.8)hencethe 202
responsef totalthat met the quality criteriss¢eSection 5.43) were included in the
final analysisThe initial plan was to include total sample of health workers available
in research area. However, duetengue epidemic in Nepéhis total sampleould

not be achievedAs this research is part efPhD study,with its inherent resource
limitation suchashavinglimited data collectiortime frameand limitedfunds it was

not possible to go faxbigger sample or includenother research area.

7.2 Results

7.2.1 Background characteristics of the respondents

Characteristics of survey respondeotsuch as caste, religion, age, gender marital
status, education, professiare listed (see Table 7.1)Note that not all respondents
answered allsocicdemographic questions henoespondentsvho responded are

listedas well as totalespondents inumber with eaclkharacteristic heading.

A large minority ofrespondents e pr esent ed Nepal 6s |% wer ce
were of Dalit and Janajati origin The Brahman and Chhetri (upper caste)
representation was similar proportion (52.5%)Here responses receivedr other
categoriesuch as DalitsJanajati and other ethnic minority growwasmuchlower
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than Brahman and ChhetriThereforedata ha to bemerged to create a sensible
dataset dr analysis, this is due to low numbers of overall responses, since Dalits
accounted foonly 2.6% of allrespondentsThus, the proportion of upper caste and
lower caste participation is almost equal, but the lowest group in the caste slgstem,
Dalits, is small. Most of theespondents$ollow the Hindu religion (85.9%) and the
least followed Christianity (3.5%).

Furthermore, a large minority of thespondent§46%) belong to the 185 years age
group and twehirds of respondentsare female (67.3%). The representation of
married and unmarriegspondents of approximately equadroportions with 49.5%
and 50.5% respectively. As there was only @spondenivhofell underthedivorced
category they havebeen merged witthe unmaried group to have sensible data for

analysis.
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Table7-1: Characteristics adurveyrespondents

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)

1825 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)

10" grade or less 13 6.6
11-12" grade 135 68.2
Grade 13 and over 50 25.2
Employment level (n=199)

Juniorhealthworkers* 143 71.9
Seniorhealth 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 23 114
11 years and above 32 16

*Auxiliary Nurse Midwife (ANM), MedicalAssistan{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 ofespondentss 11-12" 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 mapendongerin school before moving on to go

to college especially when they are struggling to complete schaal education.

The employment status of health workers is divided according to their job title into

two categories: junior and senior positions. There weveralemployment positions

collected but some frequencies were too low, therefore positionsategorised into

the two main categories to have rational data for analysis. Most fgpendentare

i n | ower ranking health workerso positi ol
(ANM), Medical Assistan{MA), Auxiliary Health Worker (AHW), Certied Medical

Assistant (CMA), Radiographer amhdboratory Technician whereas senior position

holders accounted for 28.1% and included professions like Health Assistant (HA),

Nurses and Doctors.

Mostrespondenttad up to six yearsodO expeoneence,
to-twoyears (31.3%) athreeto-fouryears (23.9%9f work experience. Interestingly,

over half of thesurveyrespondents53.6%) stated that theyerenot local to the health

post in whch they workedand therefore had wommute from home

7.2.2 Current health services

This survey collected information on tkendition ofcurrent health services of the
research are@cludingtherural and urbamrea of Makwanpur district. The current
heath 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 needsnd other available health services.

Respondentere r e a s k e d healthddrevarkers ara there in your arédhe
total responses received (n=201) are presenta@imchart(seeFigure7.1). Most of

116



the respondentg60.7%) agreedo the lowest range I to 20 of health workers
providing services in their health institution catchment aféé may bedue to the
fact thatmanyhealth workerslo not live locally.

Figure7-1:  Number of health workers available in their service catchment area

6 (3%)

37 (18.4%)

———

= (1-20) = {21-40) ={41-60) = (61-80) = (81-100)

Similarly, whgaughlglsow mahy patentswoldd yal aégfe total
responses received was n=195 (see TaB)eA large minorityof respndents, 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 workeay attend taover ahundredservice users in a day.
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Table7-2: Number ofservice users attended by health workers in a day

Service users attended by health Frequency(n) Percentage (%)

workers in a day (n=195)

1-20clients 69 35.4

21-40clients 87 44.6

41-60clients 9 4.6

61-80clients 14 7.2

81-100clients 11 5.6

100+ 5 2.6

Multiple-choice questiosy 6 How i s health information p
your catchment areé?a n d OHow i s heal t h informatio

community in your catchment aréafere also asked.

It is evident that thenost commorway to provide health information to both the
general population (80.7%gnd Dalit communities (78.2%) wathrough health
education programmes Such health educatioprogrammesinclude health and
awarenesprogrammescamps, posters, hoarding board/ lmbd and street dramas.
These elements weraergedto enable further statistical analkysThe least popular
way to distribute health information was through social media accoufitidfg for

thegeneral communitand 2.5% in the Dalit community respective

A bar diagram (se€&igure 7.2) presentsa visualcomparison of different ways of
providing health information within both general and Dalit communities. Based on the
frequency of responsesvery methodof providing health information was slightly
higher within general communitiescompared to Dalit communitiepart fronradio
(66.3%vs 67.3%) and community meetings (39.6%%2.6%), which still show very
similar proportionsThe figure highlightshe hugedifference in distribution of health
informationto Dalit communities versus general population by the means of health
workers. Thregquarters (75.2%), the second highest percentaggspbndentstated

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 informatmmparel
to only 32.2% of health workers providing the same service within Dalit communities.

Figure7-2:  Distribution of health information to Dalit communities versus General
Population
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When asked, tiod dWiyoar patients dglooags to Dalit communities from
your cat c IMorethan hatbf respondent$s5.5%)answeredhat between

1% and 20% of service users in their catchment area come from Dalit communities.
Table 7.3 presenthe proportion ofservice users beloimy to Dalit communities in
heal th workersdé catchment area.
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Table7-3: Proportion of Dalit service users

Dalit service users (inhealth workers Gatchment) | 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
healthcareneeds. Responses related to stroraglyee andagree andlisagree and
strongly disagree were merged in order to be able to conduct a more meaningful

analysis due talow number of responses.

Table7-4: Perception of health workers on fulfilment of health and nadieeds
and other health options

Health workers perceptions on Frequency (n) %
Communitiesd health ne

Strongly Agree/ Agree 175 90.7
Neutral 7 3.6
Disagree/ Strongly Disagree 11 5.7
Sufficient medical needsavailable (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
communitieshad beerulfilled. However, when asked if there are sufficient medical
needs available in locality, 69.2% agreed with this statement. Furthermore, more than
half of repondenty52.2%) agreed that most Dalits still visit traditional healers to
fulfil health needs. One third (32.7%) of responder@siainedneutral for this

guestion.
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7.2.3 Health discrimination

This section investigates perceptions of discrimination in health sectors towards Dalit

service users andentifieshealth discrimination indicators including how Dalits are

identified and any different approaches and behaviours of health workers towards

Dalit service users. In the surveitis multiple-choice question was included to gain

insightintohealtts t af f memiserodd operating: OHow ar e

Table7.5indicates the characteristics of Dalihat separates them from otharshe

community Almost allrespondents (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 darkerxdiomple

Table7-5: Factors by which health workers identify someone as Dalit

Identification factors (Multiple Response) Frequency| *Percentage (%)
(N=195)

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 workdrapproach and behaviour towards Dalits and their

experience regarding health discriminatiddearly all respondentg94.5%) felt

comfortable providing health services to Dalit service users, whilst 4&spbndents

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 communittes an

general communities are the same, with no different treatihenggests that similar

health opportunities are given despite of castewever, 17.6% ofrespondents

responded by saying that Dalits are discriminated in society whereas only 1.5% agreed

that discriminatioroccursin the health centre.
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Table7-6: Health workers approach and behaviours towards Dalits

Statements

Frequency ()

%

Health workers are uncomfortable treating Dalits
(N=197)

Strongly Agree/ Agree 8 4.0
Neutral 3 15
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/ StronglDisagree 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
| have witnessed discrimination in health services

(N=199)

Strongly Agree/ Agree 8 4.0
Neutral 14 7.0
DisagreeStrongly Disagree 177 89.0
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Furthermore, when asked if Dalits are discriminatgdinsthased on caste and suffer
more if they are poor, the majority @spondentdisagreed62.6%opted fordisagree/
strongly disagree that Dalits are discriminated againghe basis of cgsind 60.6%
opted fordisagree/ strongly disagree that Dalits are less discriminated if they are

richer.

Regardingthe statement related to health knowledge and understanding, 52.5%
respondentsli sagreed t hat diDkndwledgs andh ingdeestanioliegt t e r
thannorDal i t sé6 i n comparison and 62. 7% al so
related information is difficult among Dalits. The great majorityespondent39%)

claimed that they have never witnessed discriminatidreaithcentres

7.2.4 Health utilisation

This section helps to understand utilisation of health services in communities and
whether thereare any differencesin accessing services for Dalits in comparison to

other general community groups.

Table7-7: Health worker§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

Table7.7demonstratethatthemajority ofrespondentdisagreed when asked if it was
difficult to accessealth servicesand there wadttle difference inthe proportionof
thegeneral communities (78.5%) or Dalit communities (81.8#) thought this was

the cas.
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7.2.5 Attitude and practice

This section addresses isssesroundingperception of health workers about health
practices and their attitude and behaviowtowards Dalit service users. TalleB
shows the responses received using a Lilyge scalein which strongly agree and
agree and disagree and strongly disagree are mergquawde sensible data for
statistical analysis.

Data indicates that 24.7% fspondentagreed that Dalits do have higher health risks
in comparison tdhe general popuw@tion whilst the largest minority ofespondents
(47.4%) choose toemainneutral. Furthermore, a statement related to Dalit rights
identified that 3.5%f respondentthought Dalits do not have similar righitshigher

castemembers

Almostall respondats(99.5%) agreed that they do consider Dalits as faand also

agreed they are willing to providesalthservices to Dalit service users. However, in

another statement, 3% oéspondentsagreed that they still considered Dalits as
untouchables. Addibnally, inthestatementé Dal it pati ents shoul d

health workesg a large majority ofespondent§83.7%) disagreed.
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Table7-8: 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
| consider Dalits as untouchables (N= 195)

Strongly Agree/ Agree 6 3.0
Neutral 0 0
Disagree/ Strongly Disagree 189 97.0
| accept Dalits as friends (N= 194)

Strongly Agree/ Agree 193 99.5
Neutral 1 0.5
Disagree/ Strongly Disagree 0 0

| 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

Table7.9 presentglata related to the recommendation from health workers regarding

Dalit health. When askatiemultiplec hoi c e

with health issue$? Il mespondentagreed that Dalits should seek medical help first
whereas 5.2% of timesuggested the use aternative options such as home remedies,

traditional healeyand health educatiqggrogramme. All respondentagreed that they

guestion,

have never discriminated against Dalit patients unintentionally.

6How
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Furthermore, when health workevere aske@bouttheir opinion on how society has
contributedto Dalit health, the largest minority oéspondent$37.8%) statecdt has
done so byroviding equal health opportuigs,whilst 14.5% statethat there waso
discrimination towards DalitsSimilarly, responses presented for health knowledge
including health education and awarengssgyrammesand financial relief including
free services and financial support were simildth 26.2% and 25.5% respectively.
Responsegresented for prioritisgy help (helping need, giving priority) and health
programmegDalits programmescounselling, health participatiomjere alscsimilar

with 11% and 11.6% respectively.

Table7-9: Health workers recommendatioegarding Dalg6 heal t h

Statementsregarding 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, he 10 5.2

educatiorprogramme
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 Dalittreatment? (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 2 44 25.5
HealthProgrammegDalits programmesgl, Counselling 20 11.6

4, health participation 12)
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7.2.6 Views on improving the health of Dalits

This section presents health work@deas foimprovingaspects ohealth education
and health centres,and their contributionto promotingand betteringDalit health.
Table7.10presents the merged responses received for strongly agree andadree

disagree and strongly disagre@eorder to haveensible data for statistical analysis.

Table7-100. Heal th workers perceptions on

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 service$2, Financial supportl) 53 30.5
Health Knowledge (educatioml7, awareness44) 91 52.3
HealthProgrammegDalits programmes 8, Counselling 34 19.5
11, health participation,"ome visits 4, screening 2) '
Health access (easy 7, prioritizing Dalits 14) 21 12
How to make health service more open (N634)

Counselling 118 60.2
Screening 129 65.8
Better services (opening k48, more HW 66 telemed 2) 116 592
Advertise in community 125 63.8
Outreach (Home visit27, Outreach 66) 146 745
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Nearly ALL respondentstrongly agree/agree that itimportant to inform/educate

Dalit communities about health (97.9%), contribution of health ce(@&:5%) and

health workers (98.5%) in improving Dalit health awareness is very important.
Further, when asked Wwat isthe best way to improve health of Dalits as a health
worker2l6 a s mal | maj ority of r e syppedochtom t s (5
relatedprogrammesas the besapproach A high proportion of respondents stated
outreachprogrammeg745%), including home visitswhich wasa popular option to

make health services more opéollowed by screeningpgrogrammeq65.8%) and

advertisingamongstommunities (63.8%).

7.3 Analysis of factors associated with employment level

The following sectiorpresenthi-square test analysi® compare presentantoss

tabulation of factors potentially associated with employment level (Junior and Senior).

Analysis was carried out to descrithes relationshig between employment position

with sociedemographic characteristiagjrrent health services, health discrimination,

heal th wutilisation and heaThissectiomwilfabowr s 6 a't
us to analysis if there is amjfferent behaviour, level of discrimination and service provided

based on theiposition (Junior and SeniorThe position has been divided into Junior and

Senior, based on thength of time they have been in the job 9as a proxyXpemence they

have in the joly in order taconducta decent statistics analysis.

7.3.1 Relationship between sociedemographic characteristics and employment

level

Table7.11present@nexamination otheassociation between employment level and
sociodemographic characteristjagamely caste, religion, age, gender, marital status,

education, local resident bealth postand 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 similaHowever, 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, thedifference is notstatistically significant.
Moreover religion is strongly associated with mployment 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
respondentsn the age group 45+ years were engaged in junior level employment
whereas less respondents (62%) frorRb§earsage groupvere engaged iajunior
levelposition. In comparisqrd8% ofstaff from the senior level employmerelonged

to 18-25 age group25.7%belong tothe 26-35 age groupand 10.7%were fromthe
36-45 agegroup. Interestingly, the proportion of male representation (73.4% in
junior levelposition is slightly higher in comparison to femedpresentatio(i71.1%)

and vice versan asenior levelwhere maleand femalsrepresen6.6% and 28.9%
respectively Further, the proportion of marriegesspondentq75.8%) ina junior

position is conparatively high compared to unmarried/divarcespondent&7.7%).

A significantly higher proportion of respondents (91.7%) who completed their
education to level 10 or lower ended up in junior positiomsereasthe higher
proportion of respondents (3%0) who completed level 12+ educatimamefrom a
senior level positioSeeTable 7.2.1)Moreover, thewumber ofrespondentthatwere

local residents of the health pastd worked in senior level positionsas slightly
higher (29.2%) thathe number ofespondentg/ho did not (26%).
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Table7-11:  Association between soettemographic characteristics and

employment position

Characteristics Employment (N=199) P

Junior HW* | Senior Value

HW**

n % n %
Caste/Ethnicity (n=196)
Brahman 36 | 706 |15 |294
Chhetri 36 |70.6 |15 |294
Dalit and Janajati 67 |728 |25 |27.2 |0.942
Religion (n=198)
Hindu 120 | 71.4 |48 |28.6
Buddhist 18 |85.7 |3 14.3
Christian 2 286 |5 71.4 |0.015
Age (yrs.)(n=202)
1825 57 |62.0 |35 |38.0
26-35 52 | 743 |18 |25.7
36-45 25 893 |3 10.7
45+ 9 100 |0 0 0.006
Gender (n=202)
Female 9 |71.1 |39 |28.9
Male 47 |73.4 |17 |26.6 |0.733
Marital status (n=196)
Married 72 | 758 |23 |24.2
Unmarried/ Divorce 67 |67.7 |32 |32.3 |0.210
Education (n=198)
10" Grade or less 11 |91.7 [1 |83
11-12" grade 98 | 726 |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 | 740 |26 |26.0 |0.621
Experience as health worker (n=201)
Less than lyear 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 | 818 |4 18.2
10+years 30 968 |1 3.2 0.002

Notes: *=Junior health worker; **=Senior health workewalue less than 0.05
(P<0.05) indicates statistically significant finding.
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Surprisingly, the proportion aespondentsvho havemoreyears of experience had
lower representation in senior level positioR®r example 10+ yearsof experience
(3.2%), 610 years (18.2%),-8 years (31.2%),-B years (31.7%) and less than a year
(45.7%). Again this wasstatistically significant (P<0.05).

7.3.2 Relationship between current health services and employment

This section analyses the retatship 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 genBadit communities,

Dalit participation in healthwhethercommunityhealth needsrefulfilled, whether
sufficient medical needare easily available and the use of traditional healers,
presented in Tablé.12.

A highly statistically significant association (P<0.01) was observed betwten
number of heléh 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%) whereabeleastwerefrom therange 120, and more than 8&ereexactly
thesame (16.7%)The proportion ofespondentsvho attendedo between 220 and

41-60 servicausers in a day is similar (55.8% and 55.6% respectively). Whereas range
21-40, 6180, 82100 and 100+ is not very differefr7.9%, 85.7%, 81.8% and 80%),

noris therea statistially significant association (P>0.05).

The highest proportion séspondentfrom junior level employment stated that better
ways of providing health information in general communitiesild comethrough
health workers (81.5%)s opposetb other options. Wherega general communities,
social media (40%) was popular among the senior level health workers. Additionally,
similar output regarding information through health woské0.8%) in Dalit
communities has been identified with higher proportion of responders.
Furthermore, in Dalit communities, social media (3.3%) seemsttehsast common

channel fohealth information distribution among senior health workers. Moreover, a
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comparatively higher percentage of responses (39.5%) who statéi®2bf service

users attended by health workers are Daligre from senior level positics)
compared to 20%, (23.1%) indicatinghat theremay be less than 2Q%r thatnone

couldbe Dalits users in a day.

More than three quarters of respondents (81.8%) who disagteedgly disagreed

t hat communi t i

es o

Wweredront jimiorreset pbstionsduner f u l f |

level employeswho responded strongly agree/ agree and neutral are equal (71%). A

comparatively higher proportion akspondentg82.6%) who disaged strongly

disagree that sufficient medicakeds wereavailablewithin the communities are

engaged irajunior level positionMost respondentstrongly agree/ agree that most

Dalits still go to traditional healsfor health issuesThe majority of then(70.6%) are

from ajunior level position.

Table7-122  Association between current health services, information and

employment position

Variables

Employment (N=199) P
Junior HW | Senior HW | Value
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 [405 |22 59.5

81-100 5 833 |1 16.7 | 0.001*
Number of users attended by health workers in g

day (n=195)

1-20 40 |58.8 |28 41.2

21-40 67 | 779 |19 22.1

41-60 5 556 |4 44 .4

61-80 12 | 857 |2 14.3

81-100 9 818 |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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Table7-13: Continued

Variables Employment (N=199) P
Junior HW | Senior HW | Value
n % n %

Distribution health info general population (N=

202)

Radio 93 71.0| 38 29.0

Television 90 68.7 | 41 31.3

Newspaper aniMagazine 88 71.0| 36 29.0

Brochures or flip charts 96 72.7| 36 27.3

Health Educatioprogramms 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 Educatioprogrammse 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 10.833

Dal it Service Users in

0-20 % 83 76.9 | 25 23.1

21-40 % 46 60.5| 30 39.5

41-60 % 12 100 | O 0

80%+ 1 100 | O 0 0.10

Communi ti es 6 hidfiled (Nh193) e

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 7144 28.6

Disagree/ Strongly Disagree 38 82.6|8 17.4 |1 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 highlysignificant ** 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. Taflé3 presentdindings of cross
tabulation data betweethe perception of health workédssomfort in treating Dalit
service users, their treatment towards Dalits in comparistiretgeneral population
discrimination towards Dalits in sociendhealth centrg basedn caste, economic
status, Dati skrowledge and understanding of health issues and employment status

(e.g.,Senior ordunior level).

To thest at ement , 6health workers are wuncom
service userswo réespoded strenglp agreel agree are entirelyd
thosewho responded disagree/strongly disagree (71.6%) are from junior level. This is
also a statistically highly significant associatior@®5). Againall responderstwho
strongly agred/ agreel that treatments are different for Dalit patients compared to
other social groups are from junior level employment. Furthermore, more than one
third (32.4%) ofsenior levelrespondents strongly agdéeagree that Dalits are
discriminatedagainstin sociey. Similarly, 100%of respondent$rom junior level
positions strongly agrelé agreel that Dalits are discriminated in healtlentres A
comparatively higher percentage stated strongly agree/ agree that Dalits are
discriminated based on their caste (42.380palsostated strongly agree/ agree that
Dalits are less discriminated if they are rich (3589Qth groupswvere engaged ia

senior level position.

Surprisingly three quarter afespondent$§75.2%)who disagred/ strongly disagres

with the statemeniDalits have better health knowledge and understanding than non
Dalitsd b e | gumigr leteb positions. Furthermore, a higher proportion of
respondentg78.9%) who agree/strongly agree that itdifficult to make Dalits
understand healtitelatedssuesre junior level health workeras comparetb neutral
(73.1) and disagree/ strongly disagree (70.6%). Agdmgher percentage (75%f
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respondents who responded they agree/strongly agree that they have witnessed
discrimination in health services gumior level health workers.

Table7-14:  Association between health discrimination and employment position

Statements Employment (N=199) Pi

Junior HW | Senior Value

HW

n % n %
Health workers uncomfortable treating Dalits
(N=197)
Strongly Agree/ Agree 8 100 |0 (O
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)
StronglyAgree/ Agree 5 100 | O 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 |324
Neutral 35 |795 |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 | O 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 (423
Neutral 36 |783 |10 |21.7
Disagree/ Strongly Disagree 88 |715 |35 [28.5]0.179
Dalits are less discriminated if they are richer
(N=193)
Strongly Agree/ Agree 13 |65 7 35
Neutral 41 | 759 |13 [24.1
Disagree/ Stronglisagree 83 71.6 |33 | 28.4 |0.634
Dalits have better health knowledge and
understanding than nonDalits (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 | 789 |4 21.1

Neutral 38 [73.1 |14 |26.9
Disagree/ Strongly Disagree 84 |70.6 |35 [29.4|0.740
| have witnessed discrimination in health services

(N=199)

Strongly Agree/ Agree 6 75 2 25

Neutral 10 |714 |4 28.6
Disagree/ Strongly Disagree 124 | 71.3 |50 | 28.7 | .974

7.3.4 Relationship between health utilisation perceptions and employment

Table7.14reportsassociation of employment and perceptions of health workers on
difficulty accessing local health servicestire generalpopulationas well as Dalit
communities. Bothstatementsshowed no statisticallysignificant associatian

(P>0.05) with little difference in perceptionsf Junior versus Senior health workers

Table7-15.  Association between health workers perceptions on difficulties in
accessing local health services and employment positi

Perception on accessing local health service | Employment (N=199) P
Value
Junior HW | Senior HW
n % n %
Perception ondifficulty accessing local health
service in general communitie§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 ondifficulty 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/ Stronglpisagree 110 | 71.9 | 43 | 28.1 | 0.187
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7.3.5 Relationship between health attitude and practices and employment

Table7.15reports findings from aanalysisof 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 hav@gher health risk in
comparisorto the upper castare junior health workers. More thaalf (57.1%) of
respondents who disagreel/ strongly disag
same rights as wupper cast e Rgpandentewhda s & ar
strongly agree/ agree that Dalits are considered untouchables are equal in proportion
(50%). Other statemestsuch as®alits are friend§ and6t her e i sto wi | | i1
provide services to Dalifgeceived positive resporsexcept the statee n t |, 6Dal i
patients should be dealt by Dalit health woskewhere a higher proportion of
respondents (88.9%) who strongly agree/ agrexejunior health workersbut there

was no significant association observed.

Table7-16. Association between health workérsattitude practices and
employment position

Statement Employment P
(N=199) 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 castg
patients (N= 197)

Strongly Agree/ Agree 134 |72 52| 28

Neutral 1 100 |0 |O
Disagree/ Strongly Disagree 3 429 |4 |57.1|0.201
| 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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| 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
| 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 bedealt by Dalit health

worker (N= 197)

Strongly Agree/ Agree 8 889 |1 |11.1
Neutral 14 [63.6 |8 |36.4
Disagree/ Strongly Disagree 117|71.8 | 46| 28.2| 0.365

Table7.16 presents health workdérperceptions on contributions of socig¢bwards
Dalits health, how Dalgshould dealvith their health issues, discrimination as a health

worker, andits association with employment level. It is interestingdte thaB82.8%

of respondents whasserted hat soci etyds

equal health opportumgswerejunior health workersvhereas 47.4% of senior health

contprovidingt i on

workers statethat the contribution wasrioritising Dalits in providing serviceJ his

wasa statically signitantfinding (P<0.05). Questions on how Dalits should treat

health issues andthetherhealth workers eveunconsciouslydiscriminatedagainst

Dalit patients were not statistically significant (P>0.05).
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Table7-17  Association between employment position and health workers
perception on health recommendation.

Statements Employment (N=199) | Pi
Junior Senior | Value
HW HW
n % n | %

How can society contribute to Dalit

Treatment?

(N =172)

No discrimination 17 |68.0 |8 |32

Equal health opportunity 53 (828 |11|17.2

Prioritising help (Helping needy 10, Giving 10 |52.6 |9 [474
priority 9)
Health Knowledge (education 1dwareness, (30 |71.4 | 12| 28.6
34)
Financial relief (Free services 19, Financial |26 |65 14| 35
support 25)
HealthProgrammeg¢Dalits Programmed, 12 | 705 |5 | 29.5]0.052
Counselling 4, health participation 12)
How should Dalits deal with health issues
(N=197)

Medical help 136 | 72.3 | 52| 27.7
Other options (home remedies, traditional 8 80.0 |2 | 20.0|0.849
healer, health educatiggrogrammé

Have you ever discriminated Dalit patients
without meaning to? (N = 183)

Yes 1 100 |0 | O
No 127 | 70.9 | 50| 29.1| 0.523

7.3.6 Relationship between employment and perceptions on improving the
health of Dalits

Table7.17reportsthe relationshigbetween employment position and health workers
perceptions on improving Dalit health such as informing/educating Dalit communities
abouthealth, thecontribution of healtltentresas well as health worketewards the
better ment oahdwaymd makeshéalthhsenasenoré open.

The majority of respondents who disagree/strongly disagree that it is important to

inform/educate Dalitcommunities about health are junior health workers. A
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comparatively higher percentage of respondents who stronglye/agree that
contribution of healtltentreg72%), health workers (71.8%) araportant are from

junior level health workers.

Furthermorea comparativelyhigher proportion ofespondentsvho respondedhat

providing equal treatment (92.3%) is the bestyw t o | mpr ovwereDal i t 0
junior health workersThis wasfollowed by optionssuch aseasy health access

(89.5%), no discrimination (81.8%) and healdtated programmes (81.3%).

Similarly, the majority ofrespondents who statéuht providingbeter servicesvasa

popular way of makinghe health service more opemere junior health worker

whereaghe majority of respondents who responadeith outreachweresenior health

workers.
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Table7-18: Association between employment position and health workers

perceptions on improving Dalitds health
Statements Employment P1
(N=199) Value
Junior Senior
HW 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 | O
Disagree/ Strongly Disagree 2 100 |0 | O 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 |1923|2 | 7.7
No discrimination 9 81.8|2 |18.2
Financial relief 29 |55.8|23|44.2
Healthknowledge 59 |69.4| 26| 30.6
Healthprogramme 26 |81.3|/6 |18.7
Health access 17 |189.5/2 |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 Dalitédés health

This section geeTable 7.18 analyseghe association between caste/ethnicity and
health workersdé perceptions regarding Dal
views on i mproving Danvestigaieshe hspexts of ltaste Thi s
related health discriminatiomowever,is not focused on castnequality within the
healthcareprofession. Therefore, only data that are relevant for further analysis are
considered. Natatistically significant associatiemasfoundbetweercaste and health

worker perceptions othe fulfilment of communiy health, availability of medical

needs, traditional healing optigrDalit health risks, health education, contribusion

as health workers, better health and open sex(ite0.05).

Table7-19  Assciation between caste/ethnicity ahdalth workers perceptions

regarding Dalitodés heal th
Statements Caste/Ethnicity (n=196) P-

Brahman | Chhetri | Dalitand | Value

Janajati

n % n | % n | %
Communitiesd health
(n=193)
Strongly Agree/ Agree 45 |1 26.5|47|27.6|78 | 45.9
Neutral 1 14312 |286|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 |333
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|265|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|235|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 |1 25.4|50|27.0| 88 | 47.6
Neutral 0 00 |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 18213 |27.3|6 |545
Financial relief 15 | 28.8|17|32.7|20 | 38.5

Health Knowledge 21 |23.6|18|20.2|50 |56.2
HealthProgramme 13 3949 |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 |123.9|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|285|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 (Tabl§.19 anal yses association between
perceptions regarding Dalit health issues, needs, risks, education, and views on
improving Dalit health. The focus of this PhD study is on castated health
discrimination. However, it also inviggates some aspects of gender inequality.
Therefore, based on frequency tables, some relevant data that are worth anatlysing

regards togender aspects are presented h€here was ncstatistically significant
association with casteetween gender arbalth worker8perceptions regarding Dalit
health(P>0.05).
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Table7-20:  Association between gender amellth workers perceptions regarding
Dalitsdhealth

Statements Gender (n=202) P

Valu

e

Female Male
n % n %

Communitiesd heal't
(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 1000 | O - 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
HealthProgramme 24 70.6 10 | 294

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 response

The questionnairéacilitated an open response fore s p o npdreeptibrns on the

questiond Ho w ceakhsareao r k e r

One espondenstated thathey (the health workers) prioritigzalits:

treat

people from Da

nService users are treated equalty difference based on caste.
However prioritising Dalits can help inpromoing Dalits to utilise

healthcare®.

A total of 182 respondesiind 649 responses were collected togiirestion andvere

grouped according to the topiddosthoweverwerevery shortandanoverwhelming

numberof responses were repetitivExamplesinclude showing equabehaviour

(n=135), prioritising Dalits (=86, positive behaviou(n=93) no discrimination

145



(n=105) without any discriminatior(n=47), same as other cas{a=35), helpful
(n=29), friendly (n=98), welcoming approacfn=21).

7.5 Chapter summary

This chapter pesentsey findings from thesurveycarried out withhealth workers in
Makwanpur district The survey included questions suah theirperceptions on
current health services, health discrimination and utilisation, atsitaigie practices

and response towards Daliss well as theisociceconomicbackground Survey
responseswere manually enterednto SPSS 26 and descriptive analysis was
performed. Data were presenteduothtabular and graphical formgaAlmost half of

the respondentsvere femalefrom Dalit and Janajati groups, junior level posigon

and from thel8-25 age groupFurtheranalysis ofthe relatiorship betweervariables

such asurrent health services aethployment, perceptions bealth discrimination

and employment, perceptions of health utilisation and employment, health
attitudes/practices and employment, employment and perceptions on improving the
heal th of Dal it s, caste/ethnicity and
health and gendegand current healtbervicesvasperformed The relationships were
establishecais P< 0.01beinghighly significant, P<0.05 significantand P> 0.05 not

significant.
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Chapter 8 Discussion

This chapter discusses how this PhD research has addressed its aim to investigate
castebased discrimination in Nepalhealth sectoparticularly focusingon those at

the bottom of the caste hierarchy. In this chapter, the qualitative key findings are
summarized, assessamymparedand contrasted with the quantitative findings and
further discussed in light of the existing literature. The qualitative research includes
FGDs with Dalits(maleandfemale) exit interviews with Dalg who have recently

used health servicesand key stakeholder interviews including four government
workers (medical coordinators) and two ngovernment organisation (NGO)
workers.Thequantitative study includes health workers in the study disfimciisng

on four key areas: (1) social discrimination and its health impacts; (2) roles of other
social determiants alongside caste and associated health impacts; (3) status of health
and resources; and (4) public hegdtbgrammesWithin each section, the qualitative
findings are interpreted first, followed by quantitative findings highlighting and
explaining anysimilarities and/or differences with reference to the literature. The final
section offers methodological reflectionstbe role of the researchand 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 legislationspecifically the lack of effective implementation and

policy of exsting laws; and (c) a need for positive and equal behaviour.

147



8.1.1 Long established culture

This study reported that caste discrimination is core to thedstablished 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 enouraged, leading tan increased possibility of discriminaticend continued

social exclusion obalits.

The qualitative study highlighted that caste discrimination against Dalits still exists
(see Section 6.3) especially from people of higher caste tmckds 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
physicalmental abuse (see Section 6.3.1). Many participants atdaiesd that they

have faced discriminatiomot only in private placegin ani ndi vi duarl 6s ho
private properties) but also in public areas such as public water taps, temples, and
culturalprogrammae. ConsequentlyDalits havenormalised the experienddey may

be unable to acceptptivately buthave come to sakas a statipart of their life This

can balefined asnternalisatiorof the stigmgThompson 2012)where one dominated
group &cepts the negative behavisuoeliefs, attitudes, ideologies and stereotypes of
the dominant grougDavid et al. 2019)Internalsed discriminationis argued to be
harmful and may directly impact health outcomEsamples includenternalised
homophobia(Newcomb and Mustanski 2010pwer social statugJackson edl.

2015) stigma related with sicknefisogie et al. 2013and racism{David et al. 2019)

all of which have been associated wittamagedpsychological health, poorer
wellbeing or the expression of behaviours that are dangerous to health. Further, the
discriminated group maguccumb to thé&elings of self devaluation, seffloubt, low
selfesteem and wortHeading them to believe that their situation is hopebass$
helpess (Durso et al. 2012)
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As noted previously, discrimination occurs in multiggms despite legislation

banning caste discrimination in Nepal (Section 6.3.1.4), most Dalits still experience

di scrimination. As one Dal it tipeprarei ci pat
discriminated in terms of cleanliness and education, however even if they become
cleaner and more educat ed, .Thbiadcates thatl | e X
the main reason is not their cleanliness or education but a deeper perpetuation of caste

hierarchy ad untouchability.

Caste discrimination is divided into direct and indirect forms of discrimination. As
previously noted, direct discrimination is when one is treated less favourabbuse

of their protected characteristics (racial or ethnic origimdege, religion or belief,
disability, age, sexual orientation or sex). Whereas indirect discrimination is when one
is treated unfairly because of neutral criteria that maypaddrmally prohibited but

is perceived agessfavourableto certain groupsAn examplewould berules or
policies that apply to everyone but deliberatelydisadvantages groups who share
protected characteristic¥herefore, members becomecluded or disadvantagéy
simply being part of that targetedgroup (Hajian and Domingd-errer 2012)
Moreover, discrimination can take place in three different leRdsonal, Cultural

and Structural (PCS)rhis is known as the PCS model and it presents the power
relationships expressed between the individual, groups and s@dietypson 2012)

This PCS model helps to understand how and why discrimination takes plde@aand

it canlead to internalised oppression. Furthermore, it explains how personas,belief
cultural norms and structural institutismwork together to promote oppression within

society(Thompson 2017)
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Figure8-1: Neil Thompson PCS Model
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Adopted from Thompson (2017)

The personal levaklatestoan i ndi vi dual 0,whecepnerdevelaps a n d
and express 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 societigdlielsen et al. 2016t the cultural level, acceptance and
conformity pertaining to otherpeoplés views and opinionsis considered in
establishing social norms that indicate whafisod or had (Beckett et al. 2017)
Cultural values are passed from one generation to the méxth perpetuates
discrimination (Tam 2015) Finally, the structural level is where prejudice and
oppression are securely rooted into kegietal institutionsThis level deals with the
impacts of various social, financial, and political factors that coatisly interact
with the individualand society while supporting personal beliefs and cultural norms.
Whilst presented separatethese threkevels are linkedndmanage toeinforce each
other (Thompson 2017)In the context of this thesis, discriminationaastructural
level includes educational and government health politiealthcargractices at an
organisational levelThe cultural level addressethe cultural views anchow they
impact the individual practice dfealthcarevorkers. Dalits are discriminated based
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on their caste/ethnicity, resultingr@ectionfor jobsandbetter educatigrwith double
discriminaton presentin terms of gendefinternational Dalit Solidarity Network

2020) Additionally, Dalits are discriminated indirectly based on lower education,
poverty, poor hygiene, etqVerma and Acharya 2018) More recently, the

goer nment has made fAreservationsodo or Aquo
based on their caste. iSlgovernment quota system has also become a way of labelling

Dalits asit hasbecome an eternal entittlements thadmotessocial class division,

nurture mediocrity and control political discourgunning and Nilekani 2013)

However, the survey witlinealthcareworkers has indicatedthat all participating
healthcareworkersbelievedtherewas 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 populatiotheéreyesof health workersSimilarly,

100% agreed that Dalits must be supported using a positive appv@adhe
demonstration oéqual behaviowand no discrimination (see Table 7.2.6). Though
respondents also statéuat Dalits are not discriminatedganst, 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 onddcsaamlessly integrate and

not be easily separatémwm groups.

Discrimination is not unique to Dalit&xperiences of social discrimination remains
prevalent in the USA, for example amongst Black, Hispanic and Asian communities,
(Daniller 2021) Particularly, Native Americanlag far behind in any measure of
health factos and continue tbave doweraveragdife expectancy4.4 years lesthan

the averagdJS populatiof (Smith 2017) Similarly, research showsahin New
Zealand norEuropean diasporas,including MU o, rAsian and Pacific people
experience racism and potential impacts on health outcome such as poor primary

health experiences, limited healthcare sdtlion,andunmet healthcare negds well
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as nfluencel healthcare system design, function and quality of (Baéamaivao et
al. 2020)

From esearch conducted in Australia, Indigenous children age@ly®ars oldalso

confessed t@ more frequengéxperience of racial discrimination and its association

with health outcomes such psor mental health including emotional and behavioural
difficulties, sleep issues, asthma and obegBhepherd et al. 2017Bimilarly,
ARnGypsy, Ro ma aetetns Gisedaby gdlitymakarand researchers,
includingthe UK-wide Census 202khichéaddedd Roma' t o et hnic cat
time (Office for National Statistics 2021a) However , i n cowasmaon ¢t er
termcommonly used in the UKndacross Europe to describe a range of ethnic group
thattravelled worldwide sincéhe 16" century. Gypsy, Roma and Travelkere the

most disadvantaged people in the UK witlte poorest outcomes in health and
educationParliament 2019)The 2011Censudor England and Was identified that

14% of gypgedtravellers- more than twice asniuch asvhite Britishi - described their

health conditiorma s A bado {Officafor Mational Btatistics 2014Research

suggested that these conditions are due to batodrealth service utilizatiothat is

related to health system orgsation, service user characteristics, culture and
language, economic barrggland discrimination(McFadden eal. 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 (@uBois 2003; Blas and Kurup 2010)
Healthy People 2010a comprehensive, health promotion and disease prevention
agenda in the USA listed social discrimination as one explangiromany of the

health disparitieAlmond et al. 2006) Similarly, WHO also reported discrimination
asakey issueachievingSDGs 2030 targetwill not be possibleunlessstrongefforts

are made taddress stigma and discriminatieach as the concept of leaving no one
behind(WHO 2021)
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8.1.2 Health impactsdue to lack of law andits implementation

Another barrier identified in achieving better health outcense effective law,
especially the lack of commitmeind enforcementrom government as well as
people in the implementation of laws banning céstged discrimination. Many FGD
participants noted that the Government of Nepal had introduced legislation against
castediscrimination buhad failed to implement it. Particip@rexpressed that nobody
adheres to the law resulting in many individuals in Nepal continuing to discriminate
based on caste and its health consequences (see SectionL&8sl)f the country

play a crucial role in removing or reducing discriminationa law is effective and
functioning, then it often contributestowardsprotecting people from injustice and
discrimination at the structural level. However, in the case of cdsised
discrimination, the rule of law has remained fexistent(Bennett 2005)The Caste
based Discrimination Act 2011 criminalised discrimination vaitirovisionof up to

three years imprisonment. However, due to weak implementation and policing of the
law, many case#cluding healthissuesdo not even registefet alone reach court
(Human Rights Watch 2001yhe regulation ofhe country stands as a foundational
determinant of health that outlines socioeconomic, cultural and polfacabrs
connected with health outcom@nzorrRondon et al. 2015)

Participants from stakeholdarnterviews also stated thathe existing health gajs
associated witthecontinuity of discriminationdue to lack of strong law amdfective
implementationThis researcldentifiesthat thegovernment hasot beersuccessful
enoughto eliminate it(see Recommendation section 1p& acultural and personal
level (see Page4b-150 PCS model)The healthcare system in Nephhs not been
able to meet international standaeshddiseasegrevalencas considerablygreaterin
comparisorto other Soth Asiancountries(Acharya and Sul#2008) Strengthened
law and its effective implementatiovould helpto acknowledge the health challesg
faced bythe countrythuswould contributen achievinghehealth outcomeas stated
in the 2030 agendéDingake 2017)It is also identified thathe rule of lawhas

independent association wilife expectancy, infant mortality rateliabetes and
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cardiovascular diseasthe stricter théaw adherencehe betterthe health outcome
(PinzonrRondon et al. 2015)

Furthermore, most Dalits do not repdigcrimination due to the risk of beisgunned
by their communitiessince theyare requiredo live in thesame societas those who
accept discriminationSomealso stated that discrimination oftgoesunreported
formally, including health discriminatigmndthateven reported discriminatiosnot
actedupon effectively or in atimely mannerSo, if they do not raise concerns, the
government cannot investigate offending individuBlespite the fact that, there is
conern raised then propenvestigative measureshould be taken, the literature
suggestghat thisis not always the cas@ report in India 2018 stated thatdoctor
refused to toucla Dalit service useruwring a medical checkup. Althoughthis wasa

puniskable crimeno formal complaint was lodgd8ligar 2018)

They added thasince the lavhas declaredastebased discrimination illegal, it has
goneunderground andgimore difficult to se@ue to its insidious naturg.now mostly
existsin private placesand in the form oindirect discrimination such as in the name
of education, poverty or personal hygiene and wellbeing to discriminatioithat
they(Dalits) have learned to live with it. iBcrimination is hidden in society, so it has
been difficult to identify discrimination and assess its impact on heaifitomes
(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 hierarc{@oulter et al. 200&hatis deeplyingrainedin thebetter
health of Dalits Another implementa&n challenge has been the derfal somé of
thevery existence of discriminatigmvhether it is within society or by national leaders
(Thorat and Madheswaran 2018jowever, this research shows that people are
gradually educating themselves and becoming familiar witle law and its
consequencefcludingthe understanding thaetter health and wellbeirfgll under

their human rights
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8.1.3 Equality is not equity

The main reasofor health inequality among Dalits édack of health equity. Almost

all health workers (97%\ho took pat in the survey stated that they provide equal
health services and treat ment regar dl es s
thought there were equal health opportunities, as the same health awareness
programmesre provided to both Dalit and ndalit 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 stakeho]dsrse stated that heakth
relatedprogrammesnd policies are not separated by cabierefore similar services

are provided whether it is health access, services, opportunitiepregimmes
However, equality is not equity thus, providing as well as vaogiequal services

not sufficientto 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 resourcgbereas inequity refers to unfairness
and indicates that people are not able to access similar healtmaoetunities
because of poor governance, corruption, and cultural dispaftBkdal Health
Europe 2009)A recent study irthe UK stated that inequality in health may have
several meanigjs uch as differences in peopl ebs
receive as well as variances in the opportunities available to them in order to live
healthy livegHeaslip et al. 2022)mplementation measures to achieve one outcome
for the general population can result in dramatically different outcomes for
marginalsed populatios (Braveman and Gruskin 200&quality refers to allocating
thesame opportunities or resources to each individual or gvdugreas equity means
providing opportunities or resourcksloredto different circumstances or populatson

in orderto meet equal targe(Temkin et al. 2018)
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Figure8-2:  EqualityversusEquity approach
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In terms of healtlequality, the same health services and treats@eatprovided to the
entire populationThis sounds fair but to achieve it everyone needs to the same
level, have the same needs, and the same kind of access to services and treatments
(Global Health Europe 2009For examplethe health systm of Nepal includes
everyone equallysuch as even distributief health or healthcare resourg@gorld
Health Organization 2007)Dalits are not able to accebsalthcare opportunities
equally, often due to poor education, not understandireghealth system, poverty,
transportationand cultual disparities (see Section 6.3.3.8) reality, sub-groups in
society often have different circumstancesople with disabilities, diseases, mental
health problems anthosewho live in remote areas and/or areas where health services
are limited will rave different requirements to achigbe same level of health and
welfare(Culyer 2015) Dalits fit into such disadvantaged subgradphis is because
Dalits have higher levebf physical and mental health issues (see Section 6.3.1), very
limited awareness about health (see Section 6.3.3.4)ianth isolated aremwith
limited health services (see Section 6.3.1.1).

Health equity considers factors that influence health sasheconomic and social

status, employment, food, housing transport etc. It recognizes different circumstances
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and needso thatthat preexisting health conditions or other social barriers do not
restrict the abilityto achieveanequal output. Equity brirggsocial justice or fairness
equity in health can be describedths nonexistence of social inequality or unfair
health disparitiegTemkin et al. 2018)Health equityoffers special attentiorno the
allocation of resources and other involved processesrtagtresultin certain king

of health disparities between advantaged and less advantaged socia{Brau@snan

and Gruskin 2003)

Researchers in the UK recently concludwat tack of equity in health services, which
leads to health disparitieare linked to wider determinants of hea(teaslip et al.
2022) such as power, prestige, soelconomic position, better education,
employment and participation in politi¢Kabir et al. 2018) This study identifiech
similar outcomeCastediscriminationandother social determinanédso affecs Dalit
health (see Section 6.3.2). Inequalitidated 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 togrdwalth outcomegHui et al.
2020) Inequality of health or resources is aneasuref inequity, which is applicable
whereone mightexpectequality. It can be claimed that global health inequity takes
place when countriefail to achieve their global healtargets such as sustainable
development goalgGlobal Health Europe 2009)

8.2 Roles of oher social determinants alongside caste

One of the main nemedical factors that influence health consequences are social
determinants of healthThese factors playn essential rolan maintaining health
equity and can create unethical and needlessreifées in health status within
communities and courés (World Health Organization 201Q&$ocialdeterminants
discussed in this chapter are poverty, education, employment, and gender. These
factors are based on the conditions such as where pailern, live, work,grow

and age. Therefore, Dalits who have limited access to these factors sutf@Pnyas

and Sathyamala 20Q7)
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8.2.1 Role of poverty on castébased health discrimination

Most participants in the qualitative studibsth in the FGDs and KIllI, agreed that the
majority of Dalits live in poverty and struggletheir dailylives as comparet upper
caste people. They often neither own a house nor land and struggle to accdss food
the qualitative studyparticipants twted 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 jeeadth
poor health is a barrier to social and econormagetbpment. Furthermore, people
across the world facdigh levels ofhealth inequity and disparitiesaused by
differences based on social status. It implies that higher-sgoimomic status lowers
the chance of bad health ana reduced lifespaflWHO 2021) A study in Negl
highlighted that people with lower soeg@onomic conditions haveore severéealth
consequences such as chrahiess, resultingn more outof-pocketpayment most
usual method in Nepal. Thus, evengividual trapped in this vicious cyclSapkota

et al. 2021) In thecontextof India, onethird and Nepaltwo-fifths of thepopulation

are multidimensionally poor. In India about 4786 the multidimensionally poor
population suffered from worse health spendingas comparedto the
multidimensionally nospoor 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 therefa@nfines them ta cycle of longterm poverty. They
highlighted that Dalits, as dgilabourersmustwork every day to feetheir families,

and cannot take day off- even for health checkup$his limits the possibility for
preventative public health measures. Poverty on top of equality plays a vital role in
health aspects, such aswuelling 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 pressued domestic burdes
including caste discriminatioand gender aspects have been identified in a study

conducted in Nepal among Dalit wom€Bharma Gautam and Hearn 2Q1%he
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Marmot Review in the UK describake social gradient in health as a particular
challenge wherehyn terms of socioeconomic position, less advantaged people have
worse health and shorter lives than people who are more advantaged. Furtharmore,
places wheraccess to health and healthcare resouneeseverely deprivethe social

gradient in mortaly could arise from degrees of absolute deprivation. Social status

health and mortality froma wide range of diseases hawn extreme inverse
relationship(Marmot 2020) Poverty |l imits peopleds op
participate and profit from developmental progress. Thus, people living in extreme
poverty ca b e 0| GThda Sudtasméibie Delelopment Goals 2030 (see Section

2.7) haspledged to ensure that no one will be left behind b continuously
endeavour to reach(Khamegetdl 2019 hest behind f|

Along with poverty, health is algelatedto ethnicity and social status, in tltigher

social statuseads tdower possibilities of health discriminatioft follows then that

the lowerthe social status the high#re possibilities of health discriminatigihorat

and Madheswaran 2018poverty caraffectp e o p dhanéegso have healthy and
better lvesalong with access, opportunities and benefits provided to the people living
within society. Research has identified tteate and ethnicity in terms ahierarchical
system often defines a (AnercanoRsyislogead ci oec
Association 2017)see further, section 2.4. These ethnic differedeesonstrat¢heir
adverse impact on health in many plaséthin Asia, Africa and Amdca (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 195; Taylor 2019) Other researchas highlighted thaBlack or
African Americansaredisproportionatly burderedby injury, disease, disability and
death compared to White Americafisaylor 2019) Additionally, in the USA both

health inequities and atlause mortality rates tfieBlack population are substantially
higher than White populationE€enters for Disease Control and Prevention 2005;
Benjamins et al. 2021 5imilarly, in a survey of 2,600 participants in the UK, ethnic

minority communities have been shown tesuffer from twice the level of
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discrimination compared to the white pdgtton when accessing health services, 52%
Asian, 50% Black and 19% white populati@toyal Society of Arts 2021)

The health sector of loimcome 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 W&fking it99"

out 0f 196 countriegAdhikari 2020) Compared to people from higher castes, lower
cases such as Dalits, Adivasis and Chepangs have been unable to develop equitable
ties in social, educational, political, and economic aresmulting in vulnerability
(Cameron 1998)This creates a huge health gap between the masgidiandnon
marginalsed people. Every year, of all the people from Indigenous communities and
Dalits who lose theirVies, the majority of deaths are from very common diseases such
asthe influenza virus due to no accessibility to pharmaceuticals and other health
services compared to their higher caste countergBtiandari et al. 2009)The
economic condition of these margirsalil populations does nehablethem to afford
out-of-pocket spending for health treatmgnwhich in turrresulsin depression, long

term diseases, and higher mortaliyes(Polit 2005) Even buying paracetamol and a
packet ofJeevan Jaloral rehydration salts) can be a struggle to these mamgidali
popuations including Dalit§Shrestha 2009)n 2009, in Jajarkot and Dailekh where
most ofthe populatioris madeup of Indigenougyroups such as Dalits, there was a
massive spread of diarrhea which resulted inyntBeaths among the poor. One of the
identified main reasafor their death was a lack of access to basic health services and
medicines on timéBhandari et al. 2009)

Although the Nepalese healthcare system is mixture of public, private and non
governmentorganisatios, the Government of Nepal provides some free health
services and medicine, but they are very limited modreadily accessibl@Norld
Health Organizadbn 2007) Therefore, the importance of using private health services
has grownrapidly in recent yearg§Pandey 2018)However, such serviceare

expensive andherefore nb 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 alsohighlightedthe longerwaiting times when it came t@ccesmg 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 strudgtere to afford health services in comparison to
people with higher incom@he Commomwealth Fund 2020)he reasosibehind this

were alack of health accessibility, knowledge, acceptability, and affordability
(Ashworth et al. 2019)Wealthier individualgincluding in Nepdl mostly preferred
private doctors who are always readily available to fulfill their health needs at any
time and without delayDutton 1986; Ranabhat et al. 2020 the other hand, those
living in poverty(e.g., Dalitscannot easily afford private doctors, therefionestwait

longer inqueus and usually need to travel further for basic health treasr(sae
Section 6.3.2).

The Government of Nepal established a Social Health Security Devehbpm
Committee in 2015 as a legislative framework to begin implementing a social health
security system (SHS). The initiative aims to improve accebgadtihcardor poor

and disenfranchised people. However, due to the funding issues, the aim has not been
fulfilled (Mishra et al. 2015)The policy makeyof Nepal shouldocus on providing

quality health for people who arainable to afford health services (see

Recommendatiosection 10.3).

8.2.2 Role of education on castdased health discrimination

Most participants from the FGDs agreed that Dadite not as educatedhen

comparedo people from higher castes. Participants added that the core reason is due

to Dalits having fewer opportunities for education, discrimination related to caste

aspects/ untouchabilitpnd povertyA few participantstatedhat theylive in anarea

where therds limited availability of educationor thatpeoplehaveto travel for better

education, which they cannot afford. While soct@@med that even they manage to

go to school, they experience discrimination from teachers as well as fellow students
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A study in the westerNepal revealed that participatiaf Dalit childrenin education
is strongly affected by inclusive school@ifferent castepeople are includgdand
community factors. Thus, it is importantittentify andaddress community barrg
(e.g.different caste students possibility of caste discriminatiomclusivein order
to benefit frominclusive educatiotiKhanal 2015) Similarly, Dalitstudents in India
have to experience cadbased discrimination at various lesslich as schoolmage
faculty, and administratioMaurya 2018) Furthermoreparticipants also highlighted
that they(Dalit children)leave education earljue to poverty in orddp get jobghat

canhelp heir family generate income. The Gov

report shows the recent retention rate up to gradeas29.2% whilst grade 10 was
64.6%(Ministry of finance 2021)

Stakeholdersnentionedthat one of the reasons Dalits are left behind in terms of
societal development &slack of access to education in comparison to the rest of the
population,thereforepossesdess understandingf health/healthrelated risks(so-
called health literey), leadingto 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 ofhealth education and awareness. They addedatlaak of understanding
when it came to disease prevention, and the importandeerdonal Protective
Equipment (PPEgffected their health such as chest infection while working with
cottong(prevention for éngué@. Dalit women patrticipating in the FGDs also indicated
that alack of education alsanfluencedchild marriage and resulted in a higher
maternal mortality ratejue to factors such ag/naecologicaland chronic diseases.
Participants also raised h#ualissues due to education suah lack of hygiene
knowledge, importance of using toilets and hand hygiemaa lack of understanding

on theimportanceof safe drinking water (see Section 6.3.2.2). The survey also
highlighted the neetbr health education amortge Dalit population. However, the
healthcare workers agreed that the situatioimigroving as there isan apparent
increase inunderstanding othe importance of education, resulting in the younger

generation benefing from education and awarenegith regards tdhealth aspects.
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Dalit participants expressed that theyw understand the importance of education in
life to securebetter jobsearnhigherwages and improve botkheir health and status
within society, thereforethey want their children to receivhis education.This
becomes apparefrom the quantitative data, as the younger generatiorslaogvn to

be getting higher education despitheir caste (see Table 7.2.1). Accordinghe
education system depalindividuals in 1312 grade arausually agedetween 18

25 (Ministry of finance 2021)Comparinghighest age and education rarfgeher
highlights that, younger participnts are more aware of education needs, at least

completing A level education.

Education prepares the mind to sense and process inforptagagfore gaps in health
inequalitiesare brought to lightRaghupathi and Raghupathi 2028)milarly, it gives

us the aptitudes and attributes that directly impact our-kengn health outcomes
(Karasimopoulou et al. 201Zducation is not limited to reading and writibgtalso
fostersvarious factors such as employment, economic stagdsodial status and
equality (Smith 20@). Although there are no formal restrictions made on any group
for acquiring the basic educational needs in Nepal, the Dalits are discriminated against
caste thatimit their access and demotivate them in achieving education. Similarly,
their various reed such as supporting their family for financial income or taking care
of their siblingsplays role in dropping educatiofihe notion of untouchability, though
diminished is yet not eliminated. The majority of the Dalit population still suffers
unfair treatment due tgractices that restrictheir opportunityto receivebetter
educationBishwakarma 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 (H)eir education gives them access to better jobs that pose
less risk to their health. Even in the US, a higtome country, it has been observed
that lesseducated individualsare more prone to worse health outcomes when

compared to the rest of the poatibn (Zajacova and Lawrence 2018)ata from
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UNESCOO0s Gl obal Educat i osrihatthe achi¢venremt ofg Re p
higher levels of education among mother®eneficialtowardstheir children as it
i ncreases rates of their childrensds nut

preventable child deaths, maternal mortality and (¥glish 2016)

In terms of the rationship between education and health, research has identified three
basic mediators, namely: economic; social, psychological, and interpersonal; and
behaviouralhealth (Ross and Wu 1995)income and employment as economic
variables mediate edugan andhealth relationshipby limiting and regulating access

to acute and preveative medical caréAndersen 1995)Social, psychological, and
interpersonal variabgewill help people with different levelof education @ access
coping processes and resourfa$eaton 1983xhus enabling them tiakecharge of

their own health(Manton et al. 1997)These variables will also help wifitoblem
solving and conscious intellectual capabilities to tackle poor health consequences such
as stresgHarper and Dawes 199/8Behaviouralhealth allows well educated people

to identify systems of poor health in a timely manner and seek medipdChetlie et

al. 2009)

Furthermore, the positive relationship between education and health indicates better
health achieved in the sense of higher-sgbiorted health and lower morbidity,
mortality and disability when people are well educdtddrx et al. 2017)Educated
individuals focuson their health by taking regular health cheqls andthe correct
medications. They are also less involved in risky headtupations and are likely to
have health insurancéBaru et al. 2010; Baker et al. 201 Bducated people have
more frequent use of health services and adodssspitat as they have better health
understanding and accdegrevenatve measures. Bele who haveahigher level of
education have better health amdower mortality rate compared to less educated
people. Higher levels of education particularly influencegant mortality, child
vaccination and life expectan¢iraghupathi and Raghupathi 202Burther, a meta

analysis revealed that understanding the risk of disease, applying preventionsmethod
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and reducing mality is highly affected by n einfeligence/educatiotevel (Baker
et al. 2011)

8.2.3 Role of employment on castéased health discrimination

Many participants statetthatemployment and earningse otherstrong factos that

impact health outconeeof 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 mattrefsesswork associated

with anincreasing risk of resptory diseases (see Section 6.3.2.3). Solaiened
involvement in unhygienic jobs such as manual cleaning of human excrement with no
personal protective equipment. Research highligageghificant connection between
job insecurity aanddwelibaind asvitiisdinkedl witide rishk efa | t h
depression, emotional exhaustiandanxiety, along withmore comparison tothers
andlower overall lifesatisfactionLlosa et al. 2018)Another study also concluded
similar outcome that people who are unemployed or irifmeme employment have
worse mental health outcomes such as suffering from anxiety, trauma, Alehéime

or other mental and physical disorders in comparison to empglogbdr 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 consedBanices

2022) Unemployment and job insecurgiean causstress which in future may lead

to longterm physiological health impacts and can have adverse consequereres for

i ndividual 6s ment al heal th (Paul and Mos
not only affectheindividual but also theichildren.Research shows that children who

live in unemployed househadre almost twice as likely to obtain poorer educational
results in comparison to childrewho live in household where the adults are

employedDepartment for Work and Pensions 2017).

Many female participants also stated that unemployment and job insecardies
another common issue within Dalit communities that affect their physical as well as
mental health. Many females mentioned that they live in fear of Ids&igjob, or
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thar partner losing their joband thatincreases their stress levels. Stakeholder
interviews also highlightedhe sameoutcome, that many ajebless andake risky

jobs for better income. Research highlighted that job insecurities increasdeste&ss

and control coping mechanisms thouencingi ndi vi dual s éffecing! | b e i n
their psychological conditiofDarvishmotevali and Ali 2020People who have better

jobs and income are less likely to suffer from povertyrafatednhealth consequences

in comparison to Dalits (see Secti6érB.2.3) thereforanore likely to live healthy
lifestyle. However, some factors such as education, physical ability and often
caste/ethnicityestricttheir ability to find andkeepjobs (Mohindra et al. 2006). The
National Sample Survey Office (NSSO) in India also indicated that social
discrimination and saseconomic experiences increase the difficulties facethby

lower caste in the labour market. It further highlighted that job chakehgee
become worse and job creation aecreasingGovernemnt 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 increasesithiberof

hurdles faced by low caste communities in the labour market (Thorat 2018).

Employmenthelps to generate income which helpstivacteducation and eradicate
poverty, thus booshg health outcomes. But Dalits are not able to benefit from these
aspectgue to lack of better employment and incofeee Section 6.3.2A study
suggested that bler employment is both protective and beneficial as well as increases
health consciousness, affordability, accessibility, and understanding (Saleem 2015).
Education, poverty, and employment are interlocksohe strong factor that helps to
establish soail status as well as access and control over resources and pheer.
social status ofin individual commandsn ability to influence theature magnitude,

and availability of health in lovincome, middlencome, and higiincome generating
countries (Blasnd Kurup 2010).

Taking higher and loweeconomic countries like the UK and Nepthle majority of

people inthe UK look after their eating habits, health, hygiene, and sanitatidmre
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aware of proper health maintenance and preventiibis.seems tbe the salient reason

why the UK is able to provide suclxcellent health services in terms of equity of
access andnsure thafinancial hardship desnoti mp a c t headtlimheietiihe

of need (Crisp 2008). Similarly, a study in Nepal in 2019 highlighted that aalt of
total deaths, 71.1% of deaths are due to-cmmmunicable diseases, 7% due to
injuries and still 21.1% are due to communicable, maternal, neonatal and nutritional
disease (Nepal Health Research Council (NHRC) et al. 20T®ese kind of health
issues are common in minorities which often can be prevented by better income
opportunitiesthate nabl e peopl eds capacity to have
preventon of disease as well aaccess tonutritious food (Henseke 2018)
Furthermore, the adverse effect of unemployment on mental eadtativelyhigher

in counties where economic development is weak, distribution of income enat,

or anineffective employment protection systasnin place(Paul and Moser 2009).

This researcktateghat Dalits do not have better income and job securitiesstifter

more from health consequences. This emphasizes the necessity for effective,
stabilising policiesmost especially focused on employment aspects of-bastxd

health discrimination.

8.2.4 Role of gender on castdased health discrimination

Many female FGD participantexplained 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 ofan®men
engaged in work that is not secure and neadht@| 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 dhehealth system. it also interconnecteslith other social determinants

of health such as socioeconomic status, caste/ethranityability(Bates et al. 2009)
Biological differences betweernhe gendes often influence derminants and
consequences of disease, therapies and drugs to produce different health outcome

(Vlassoff 2007) Gendetbased discrimination is connectéal health risls through
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various factors including discriminatory culture, beliefs, values, norms and practices,
and differential exposures and vulnerabilities to asee injuries and disabilities,
discrepancy irthe health system and prejudice in health reseattuls impacting
health and wellbeingMatthews 2015)

Participants further added that Dalit women are more likely to experience physical
exploitation compared to other wem Men and women in Nepal hold different
assigned genddrased roles and responsibilities that helps to determine their position
in both their family and the wider communii$caria 2017)These difference affect

the level of helth-related risks they take, increase exposure and vulnerability and their
efforts to maintaira better health condition as well as responsthehealth system

with regardgo their need¢Men et al. 2013)For examplein many societigsvomen

are more exposed taolence and abuse, sexual harassment, sexually transmitted
diseaseand are mor@rone to unintended pregnancessd malnutrition as well as
mental issues including depress{®&®ead and Gorman 201® survey in India, 2006
presented that violence against women belongitigescheduled caste and tribeas

much higher in comparison to womdrom other groups(Sujatha 2014) Key
stakeholder interviews aldoghlighted 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 menttess They are unwilling teshare details abouainy
physical and mental iliness due to stigma and fear that their family and husband will
not accept them with these conditions. Researakes it evidenthat discrimination
based on gender is committed thgir own caste men; Dalits, towards Dalit women
(John Packianathan 2012; Sabharwal and Sonalkar 20115 Yorm ofdiscrimination

known as Dalit Patriarchyalso includs violence and harassment such as domestic
violence against alcoholism (segection 6.3.2.1 , dowr vy, husbandos
extramarital marriage and inteaste marriagéSujatha 2014)Non-Dalit women as

well as Dalit men score much highen human development indicators such as
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literacy, poverty, health and longey, than Dalit womenSabharwal and Sonalkar
2015) Thus, Dalit women are trapped in multipdgers ofdiscrimination.

The FGDs also identified that Dialvomen find it more difficult to access ANC or
manage their health due to other pressures such as daily household work, taking care
of kidsandbr pressure to generate income for food. Gender aspects of discrimination
alsorestrictwomenfrom accessing éalth related information and much needed health
servicesThat is influenced by mobility restrictisnless poweto independertly make
decisions limited financial access, lower education level and health workers
discriminatory practicéWorld Health Organization 2021pome research in Nepal
argued thata w0 maeastedd®s not directly contributeo receiving quality of
healthcare delivergxcept in ases oflisability (Devkota et al. 2017and adolescent
pregnancyDevkota et al. 2018 However, many stlies in Nepahave emphasised

that Dalit womenlack essential health informatioand facedifficulties in reaching
health facilitiegreceiving adequate and appropriate health@@ighwakarma 2004;
Acharya et al. 2018; Sundari 202M@alit women are far behingthen it comes to
utilising prenatal car€Sharma Gautam and Hearn 20&8) antenatal car&heylack

health education and awarenegsen compared to othenothers(Awasthi et al.
20138.

It is evident that in both low income and higitome countries women are more likely

to suffer from health conditions in comparison to men. United Nations global report,

2020 statesthat around 90% ofthe global populationhas some sort of gender
discrimination against wome(United Nations Development Programme 2020)

Existing research documented that inequities in health outcarestrongly

associated with gender and race in the U®BAlliams et al. 2019) However, the

condition of lowincome countries is even worde. low-income countries, women
areusuallyexpected o0 per cei ve Obeing ,andtodnlyseeks a no
medical help or take time frotheir daily routine fomcheckupatcomparatively later

stages of sicknegblavsarjan Trust Indiat al. 2013)However, these conditions may
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vary significantly across cultures and communiiesdayam 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 andoss@nomic

life (Jadhav et al. 2016Another study found illnesshich are not treated on time,
(resulting in deathare foundpredominantly inower castes and woméNavsarjan

Trust India et al. 2013)Thus, women frona lower caste groupasa greater chance

of dying in comparison to higher caste won{&en and lyer 2012A further study
documented thaamong lower castgroupss y mpt oms of a swhamands
back pain, headack@&nd leg pain are common, with higher birth retatliseases,
epilepsy and accidents and incidents compared to upper caste \(®caea 2017)

In an Indian study, beingwomanand from a lower caste group is associated with
anxiety, stress and depress(btousen et al. 2017Yo reduce health inequities and to

offer better access to health services, multiplesaxt inequities such as caste and
gender must be considered by policy makers and health service planner

8.2.4.1 Intersectionality

This studyhashighlightedthe intersectionalityof low caste statugyender, age and
other overlappingluralities The concept of intersectionality usually considers the
complexity and dynamic way in which race/ethnicity, class, sexadi¢éy, age, ability,
religion and citizenship shapes ones identifies and socidlT&era et al. 2018)

Many studieshighlightedthatbeing female, poohave hadess education, having
disability, being fom certain ethnic groupaeans people are less likely tolistened

to, or evennot at all especially in health settingShayo et al. 2012; Bolsewicz
Alderman et al. 2013 hesdntersectiongre often considered as a common accepted
discourseand 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 studyhave identified discrimination agairi3alitsand its intersection
of social dynamics of gender, cla@sd social hierarchyand its effect on mitiple
dimensions such asocial status,education, employment, povertgnd health
Research also highlightealerlappingintersectionalitywith caste unfold wider gaps

in access to healthcaf®lahapatro et al. 2021)

Dalit communities are extremely multiyered with the existence of caste, class,
gender, economic status divisions thael inequality and abuselrhe conceptof
intersectiomlity has helped not only to understand inequality across social class but
alsoidentify that the burden of inequalities not experience the same among all

Dalits, for example eonomicclassborne by difference in caste and genderus,
intersectionality pulls attentions to in
The termintersectionality and positionality (see Sect#) are often used in the way

where multiple social identities can interconnect to establish a structure of

discrimination and oppressiofGarterSowell and Zimmerman 2015)

Discrimination against Dalits can be compared to racism to understahd more
international levelSocial scienceesearchersito racearguethat racism builds rates

of mortality, morbidity and general wellbeing that are depended on socially assigned
race. One of emer gi rCgtical RaceBhredoif@GRdithathasnar y
helped to understand thedce isartificially created soai division that associates
between various set afdividual characteristic€CCTR explains howsocial system

such as labour, education, housing, justice, as well as health system are layered with
racism that are embedded in laws, policy, procedures gudatemns that produces
different outcomes by their ra¢€hristian et al. 2019)n addition,Crenshaw(1990)
highlighted thatBlack women suffered higher level of discriminatibacause of
intersection of race and gender rather than of beingtherBlack orfemale only.

Similar outcome has been identified in this reseabalit womenrather than being

only female or ethnic groups they suffered mduwe to intersectionality as one makes
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other workssuch adow social statudesslikely to geteducationget low pay anafr

dangerous jobdow economic statustapped in forever poveri{gee 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 workershimhealth sectorAccess and
availability of health and resources hdagelybeen responsible for existing and even
wideningthegap in health outcomes. A complete healthcare systarmambination

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 resourcefiowever thavailability of health servicess still uneven Thismay be

due to difference in infrastructure, finance, health supplies, healthtrithistion
systens and human resourcéBaru et al. 2010)

8.3.1 Access to health services by Dalits

This resear 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 arextremely limitedn numberand therefore difficult to access for everyone,
especially Dits. The word M@fAaccessoO indicates a wi
measurements; accessibility, availability, accommodation, acceptability and
affordability (Penchansky and Thomas 198 habling access twealthcarés refared

to asallowing people to receive better healthcare in order to enhance their health. If
health services are easily available and supply of health resesisgficient, only
thenwill the peopldave access to health services. However, there is no doubt that the
extent to which peoplaeceive access tohealthcareis also varied based on
organisational, financial, cultural and social hurdles that control the utilization of
health servicegGulliford et al. 2002)
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Furthemore FGD participants stated that they live in an isolated area within their
community thats usually far from many services including health, thus seeking help
always includes travelling. Several participants in FGDs idedtihat there is only
one health centre (health post) where they can access healthcare. On top of travelling
iIssuesandlimited health services, even those healtheestihat are available to them
often lack health equipmeritransportation access to ltbeservices is a major aspect
of quality health. It is a basic but key step for travellingpealthcareand medication
accessThere can be no doubt thatnsportation barriers result in higher burslen
health aspects which may influence the relatigmsbetween poverty and
transportation availabilitfSyed et al. 2013)A systematic reviewsuggestedhat
transportatiorbarriess affectthosewho arevulnerable people and alikely to havea
higher burden of chronic diseabe mostlt further statethatimprovedtransportation
services will lead to hospitatilization, prenataland maternal care, cancer screening
and management of Chrordcsease (Starbird et al. 20195imilarly, participants in
exit interviewsclaimedthat if free health services and free medicinese readily
available and servicedid not need major travel(locally available health ceerty
Dalits would be able to acceseem and thus improve their healbalit service users
usuallyreceivepoor medical services romparisorto nontDalits whoreceivebetter
medicines and consultatio(fSeorge 2015aResearch in lowncome countrieshows

that providing free health services increase¢s utilization (Gurung 2009) The
Government of Nepahddresses health asfundamental right anthtroduced free
basic healthcare for all in 20@Department of Health Services 200Apwever, due

to lack ofawarenesdalits are excludeffom benefitting from thdacilities (Gurung
2009) As a result, bothwarenesprogrammesnd infrastructure developmaensithin

vulnerable communitiesreessential for easy access.

Common issues regarding transportation barriers indiadelling long distance
shortage of vehick lack of sufficient public transportation, financial burdgrand
inadequate infrastructurBesearcin Nepalsuggested thateasy transportatiowere

available the percentage of peoplesiding within five minutes of any public
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healthcardacility would be increased by 62.3@ao et al. 2021 Even countries like
the USA have not been able to address this issue. Around 3.6 million Ameaiens
deprivedof access to medical care due to lack of quality transportatah year
(Association 2017)Thus, for a low-income country likeNepal, transportatiohas
been a major issuue to its geographical structuneany communities live in isolated
rural areasAdditionally, there exist cultural and gender aspegtseportin Nepal
stated thatthe rugged landscape of Nepal (hills and mountains) podr road
transportation creates a hugavel barrierto health facilitiesConsequentlyuse of
health facilitiesddecreasewhere distance to travieealthcaréncrease¢Tegegne et al.
2018) The 2011 Nepal Living Standard Survey reported 4186 of households do
not have access to a health post/sesacel around 80% do not have access to a local
publicly-funded hospita{Central Bureau of Statistics 201 Bimilarly, a NDHS in
2016 stated that, in order to accélss nearest government health facility, 34% of
household in the lowest quintile have to travir more than an houiMinistry of
Health 2016) Therefore, transportation has become a major health barhnien
seekinghealthcareservices, especially in the rural population of Nepal. A study
conducted irthe rural areaterai) Nepalrevealed thathe majority(around 92%) of
rural households do not accds=althcaredue to lack ofrpersonal vehicle dnaving

to depend oralternativemeans of transportatio(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 enoughstionplay healttservice expenses
while othersexgained they could not afford to lose their daily earning to visit health
services. It has been identified that many countries, especialintmmeones,are

unable to provide equal access to health services as they are too expensive.

As noted earliemnany participants also highlightéuht financial factowerea barrier

in accessing healtlthereforemany ignore health issues that could have been treated

on time.In recent years due to COVID 9 many countriesdéd econ
worsening, unenipyment rates are high and health costscamgstantlyescalating.

This has resulted in many people unable to aff@athcargParikh et al. 2014)The
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fees associatedith healthcardhave major consequenceslralthcareaccess due to
affordability (Sen and lyer 2012)It is important to understand that financial barriers
to health do not only include official health service fees and medibunealso
informal expenses such asssing out ordaily earning in order to seek healthcare,

andtravel expenses to visit health servi¢8dal et al. 2012)

Health fees are a common aspecthafhealthcare system in leimcome countries.
Theoretically, inNepal, everyone has free access to primary care services and some
groups including Dalits are protected from secondary d@#partment of Health
Services 2021)However, these policies have been challenged by lack of funding in
the health sectpionly 7.8% of the total budget (GDP) was allocated to the health
sector in Nepal for the year 2020 (Ministry of Health and Population 2020)hus

the burden lies to a large extam service ugs (McPake et al. 2013)n 2015, the
Government of Nepal introduced a social health security schediesurance system
which wasintended to improve the access of health services to themabsgd, the
poor,and thosdiving in isolated area@Mishra et al. 2015) However, uptad of this
health insurance scherhas not been mudctatisfactory This is dueto reasons such
aslack of available drugs, unpleasarghaviar of health workersand indifferent
behaviour to scheme hold€Ranabhat et al. 2020)hus,there is a need to revise the

existing healttpolicy.

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 coyElaget al.

2014)

Financial limitatiorsin receiving health services not ordgtsasabarrierto accessig
healthcare but iglsorelated to poor health such as depression and ankiehe USA
national health interview survey of 3,923 patients with chronic kidney disease, mild

to moderate psychological distress was repdoted5% and serious psychological
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distress was reportdaly 11% of participants.The studyfurther highlightecthat the
financial barrieiis highly associated withsychological distresga people with chronic
kidney diseas€Choi et al. 2019)In a countrysuwch asNepal where poverty is
widespread, health costmvebecome a major barrier in accessing health sesvice
Most of the health services require payment and are very expensive, resulting in health
services being out of reach as well as many housebeltg pushed into poverty
when health calamities occur in the fam{yorld Bank and WHO2017) The
removal of health costs may help to improve health covehaglee UK for example

free publicly fundedhealthcareis provided throughthe National Health Service
(NHS), and everyone has access to healtheah®ut financial barries. A report by

the Commonwealth Fund rankingealthcaresystem performance based on five
indicatos such as access to care, care process, administrative efficiency, equity and
healthcareutcomes, ranked UK in f(place(Schneider et al. 2021)

8.3.2 Availability of health resources

This study indicates thatkey reasoffior inequity in health status is lack of availability

of health resources such as medicine and supphesitilities such as xays or other
medical equipment. Participants from FGDs mentioned that veryhtsithcare
providers are available, and they are always running out of medicines. Other
participants added that free medicprevidedby the governmeris never available.
Particpants from exit interviewalso made similar observations. Furthermore, they
said when asked for free medicines, they were inforthatthey were out of stock,

but thatthe commercial pharmacy next to the health post is always full of the very
same medicies. However, they are private and therefore not free. Additionally,
survey data showed that 69.2%hw&falthcaravorkers stated that they thought there
are sufficient medical drugs availabletire local areathus raigng a questioras to

how health needare meet withouthe availability ofsufficient medicaltesources

Availability of health resourcess a challenging but essential componenttioeé
healthcare system, particularly a publicly funded system. It refers to the connection
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between the quantitgnd type of necessary items and those available items. Regular
availability of essential health utilities is vital ppovide thebesthealthcareservices
(Kuwawenaruwa et al. 2020yhe World Bank anthe WHO stated that almost half
oftheent i r e wo rn sffersfronp mopreceianyg essential health services.
One major reasofor healthcare not being available is cassociated witht (see
Section 8.3.1)

Exit interview participants shared their experience saying that they must pay for every
service such as blood tesk¥;rays,and medicine, all of which are very expensive.
Thus,it is achallenge for them to access these services. Every country needxguida
onmaintaining availability of essential health services regarding their epidemiological
profile, capacity of health system and availability of resources to ensure high quality
healthcareservices. However, lowand middleincome countries needven more
support especially due tbheoutbreak of COVIB19 pandemi¢Blanchet et al. 2020)

In countrieswithin Africa and Asia, the WHO identified wide gaps in the availabilities

of health serviceBasichealthcareservices such as infant immunisation and family
planning are becoming more availgbfetit is still a challengen these regiondue

to the financial distress related to obtaining these servig®srld Bank and WHO
2017) The Managemen§ciences for Health (MSH) price reference of generic
medicine indicated thain Asia, the local medicine price i3ften astwice as high as

the international reference pri@cFayden 2002)

In countries like Nepal, healthcare access for all is constitutiopedserved, and the

SDG of 6Good healt h .aHowevemessighifibaatileney @ i s a
inequity still exists, largely due to distortions in health resource allocgtWorld

Health Organization 2007%lobal spending on health has almost doublegaitigin

high income countriesaround 80% of spending is dedicatedthe public health

sector, however no evidence can be found that the existing health financing procedure
allows equitable utilization of health resour€€srres et al. 2011)Policy makers and

health service planneshiouldgivethe firstpriorityt hat Dal i t s6 access
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appropriate healthcare servicand its availabilityand utilisatiorare on timen order
to have effective beneéibf health programes

8.3.3 Health workforce

This study reported that health servicesadneays in short supply (see Section 6.3.3.2)
and that shortage of staff often means there are no health workers locally available
especially athesenior levelThe main concern is staffing. Staffe not alwayseadily
available to providservice orare too busy due tahigher number of service users in
comparison to the number of available healthkers.Lack of health workerén both

senior andjunior positiors) has been identified as one thfe main concerns in
achieving better health of everyomecluding Dalits especiallyin rural areasA
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, essibility, acceptance, and quality of
service (WHO 2021) Lack of healthcareworkers who can diagnose and treat
efficiently can limit the provided and timely service. Lack of health professionals is
major barrier to healthcare and has become one big obstacle in achiesdibghealth
servicegBlanchet et al. 2020)

The WHO has been working continuously towards better health for all, supporting and
coordinating towards health emergencies as wellprsnoting theworkforce.
Furthermore, in order to show appreciation of health werkar their dedication
duringthe pamlemic, 2021 was designated as the international year of health and care
workers(World Health Organization 2018aln 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 minimumbeunof people in theihealth
workforce, 2.3 per 1000 people. Additionally, the report estimguas18 million
health workers along with 9 million nurses and midwiaesrequiredby 2030 in order
to reach SDG 3 on health and promote healthy WO 2021) This shortfdl is a
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major issue in LowMiddle Income Countries as these countries do not adequate

financial provisiosto 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 émidted career opportunities.
Similar responses were received from the stakeholder intesvighey raised
travelling abroagespecially to highncome countries for better career opportunjties
as a major aacern A similar report in otherstudies in countries suchimbabwe,
Nigeria, Ghana, Zambia, South Africa, India, and Ndgehtifies that theyare
experiencing a huge outflow of the health workfomkereas highncome countries

like North America, Eurpe, and Oceania are already prepared fimportation of
healthlabourin order to dismisshe currentor predicted shortagd&rignon et al.
2013) In the context of Nepal, the country faafar lower number of health workers
thanthe WHO recommendgsee Section 2.6)Ministry of Health and Population
2019) Migration of health workers from loamcome countries who are struggling to
deal with their own health issues has become a global and controversidAizsle

et al. 2012) Thus,the poorer countries of Asia and Africa are suffering framne

way culture of emigration of trained health workers. The major resf®othis culture

are an underfunded healthcare system, ethnic and political violence, better
opportunities and in the context of countries such as Nepabviding financial
support at home. Thisasresultedin alack of health workers in the home country
(Sapkota et al. 2014)

Similarly, another major factor behind the continuous shortatiebgalth workforce

is staff retention and sfadvailability in local ares, 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 residatore travel

to work (see Semn 7.2.1).Moreover, in the health sector, issues related to staff
shortage are alreadyresentRetaining 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 hea(thraujo 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 care@rtapfiies and workload,

social factors such as childcare, education of family member, individual factors and

the characteristics of their own local commur{fyoelsen et al. 2020)Additionally,

the lack ofahealth workforce to provide centralized services which are hard to access

and costly in comparison therefaaets as darrier inthe accessibility, availability,

and affordability of marginated populatios including Dalits. Moreover, this will

make them more hesitant to visit thesevicegMandal 2014) Thus, due to the lack

of health accessibility and illiteracy amongst the people in this commuesylted
malnutrition,gynaecological diseases, cancer, and other chronic otéompdiseases

t hat may dri ve a p e r(Bisbwakasna 20D4) Nepaltio war d s
continuously working towards improving health and promoting health workees

Nepal Health Sector Strategy (NHSS) 2@1®0 was originally introduceosed on

the concept that health is an integral and indivisible paatob unt r y6s soci oe
improvementandinvestment irthe health sector is essential to further improvement

of thecountry(World Health Organization 2018a)

8.3.4 Health workersb6behaviour

This researchighlights the importance of health workens the effective use and
delivery of health services. Exit interview participants stated that they experience very
friendly and helpful behaviour from healivorker andare given prompt care. FGD
participants also stated that they neither withess nor experiany different

behaviourfrom 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 sérveces.
positive motivation of these key workers helps to maintain quality of, thus
enhanig individual or grouphealthoutcomegqBrener et al. 2013)A recent WHO
report stated that the quality béalthcarecan only be maintainedhen it includes
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factors such as providing service on time, not diffigin the quality of servicekased

on oneds gende-economictstatas, and gepgraphg docatiom. The
quality of care is a key element of better health outs@sédt has been identified that

due tothepoor quality of health servicesearly a garter of overall deaths each year

in low-andmiddle income countriesccur (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 participantswhether 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 tieesame services/institute in casd#
needagain, as welbs recommendhe services tmthers. Similar resudthavebeen
derived from survey data. Respondents stdtattheywould provide similar services

despitecaste and their behaviour towards all service users was welcoming.

However, key stakeholdestatedhingsquite differently. For example, one Dalit key
stakeholder shared poor behaviours of health wedad pointedutthat castébased
discrimination is often seen in healtespecially in government funded hospitals.
Anotherstakeholder stated thathealth worker may not behave unfairly present
unfair treatment ira hospital or their institute, but the same person will donit
societal level. Furthermore, survey data showed that the majority of health workers
think that there is still some unfdareatment, 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 thaality of care and health services. Where the
positive behaviour of health worlsanay help to build trust towards the health worker

or health service provider, negative behawowmill have the oppositeeffect (Gilson

et al. 2005) It is often seen that the behaviourhafalthcarevorkers seems to vary

according to their age, gender, economical background, udpanresidence, and
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ethnicity (Dubay and Lebrun 2012)ssues suchs internabnd external migration of
health professionals, the unequal geographic distribution of health personnel, low
morale, and informal charging, are created by hugrihamselves Among other
concernsthese issueare now widely acknowledged as a result oflibalthsector's

lack of attention twards human resource issug€ampbell et al. 2013)The
behavioual impact of health workers twards service users can be seen as mental as
well as physica{Hanafiah and Van Bortel 2015Jertain attitudes of health workers
maycause patients tapt againstfurther doctor visitsiowertheir will to live,increase
physical illnesses like heart disease, obesiyd respiratory diseases anthn

sometima lead to reducedmortality (Morgan et al. 2007)

Similarly, it has leen identified that discrimination or unfair behaviour of health
workers towards marginakd populatioaresult in pooer health outcomeg(Blanchet

et al. 2020) In countries where the margirgd populations are higher in number,
such marginaed groups have higher chance of suffering from behaviaetated
health issuesuch asalcohol use smoking, obesity, sexual behaviour, physical
activities,correct medicatiorscreening and vaccinat®(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 ijgspecially on women,
disabled people and Dali(Pevkota et al. 2019However, this PhD study reported
that health worker behavious very positive andhere appears to be mlifferent
treatmentbetweenany service users. This suggests that further study among health
workers witha large samplesizeis needed to validatthese resul{sas this study

included samples from only omkstrict.

The study highlightedninterestingoutcomethat nonDalit and urban health service
workers have morpositiveattitudes towards the service usegardless of their caste
in comparison to Dalit health workessreport identifiedasimilar outcomethe health

workers from Dalit communitesare ofen found to tryandavoid communication and

maintain distancelue tothe ill practice of society such as social status, language
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barries andlack of training(Devkota et al. 2019)Where the positive behaviour of
health workers improves health outconthsir negative behaviours may pysdtients

to seek privatecare- a completely ouof-pocket matter. & Dalits affording such
expensive health options almost impossible, therefore they suppress health issues,
do not seek treatment or seek treatment at $édges of the diseasesnding upwith a
much more serious illness.theywere to take #&an thatwould increase their dept
which in turn couldincrease thie chances of succumbing toental ilinesshigher
mortality, and lower life expectan¢ipevkota et h 2017; Verma and Acharya 2018)
Thus, the relation between health service progided service users may influence
the health outcomes and make Dalits more vulnerable.

8.4 Public health programmes

Many FQ participants explained that thereenot any health awarengsogrammes
organised in their communities. One elderly participant said they had neither
participated nor heard about any healthgrammaen their lifetime while some added
thatthey onlyknewabout immunizatioprogrammesKey stakeholders alsiressed
thelack of health interventions in communitiespeciallyfor Dalits. This would be

seen as Nepal version of Blacke Matters(BLM), sincelife of Dalits are not taken
seriously in the same way as the Black ethminorities in the USA, the UK and
elsewhereBLM movements startedvith police violence as the backdrop against
African American includes all forms of violence angpressionthat ae targeted

against Black American@he 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 Bl@tkylor 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. Howalelv) has been trending
aaoss South Asia and has started to reflect that their own minorities communities has
not been treated equallin the context of NepalBLM has helped to outline the
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O0#Dal it Li v e sadaighlighteddthe igaps witke(iRijal 2020) Similarly,
recordingand registeof Dalit discrimination and killings has been started in order to
fulfill information gap and to educatg@eople regarding caste discrimination and

regulations in placéBajracharya 2022)

The stakeholderadded thaan NGO used to ruprogrammesuch as immunizatign

eye camps and other free health camput not any longefThe 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
suggestthat plic healthprogrammesave not been able to reach and meet the need
of those people of Nepal who are comparatively poctuding Dalits(Ghimire et al.
2019)

Public healthprogrammeselp toraisepublic awarenesabout health consequences,
predicing health risls, and resaling health related isssemore quickly and
substantially.It is also a key factor that communicatine type and volume of
information related to health that is needed to service users in relation to health
facilities and servicegNawaz 2017) Public healthprogrammeswork in order to
protect and improvéhe health ofthe community andin turn, promotesa healthy
lifestyle, and support prevention of disease and resedRéiendranath Group of
Institutions 2020) There is no doubt that thepeogramme establish a channel of
communication to deliver health related information to society, help them to
understand and livehealtty life, educatehem about health hazards and familiarise
them with government health policies and advertisen{&a@waz 2017)

This study also highlightethathealth professionalselievedthat Dalits experienced
issues in understanding and communicating health information. Moréaakgabout

53%) of he survey participants stated that Dalits do not have better health knowledge
and understanding in comparison to other groups in soéietynilar report thahas

been identified in a study conducted in Nepahcurs thatDalits lack adequate

knowledge or information aboutsymptoms,risk and prevention of diseasein
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comparison to noialits who havanore understanding of diseasend can identify
and cureat theearly stags(Daniel et al. 2012)Another study highlightethatlower

health seeking behavioandutilization wasdue tolimited information, knowledge
andawareness about health rigkwasthi et al. 2018)

Public healtlprogrammeselp to access threquirehealth services and facilities while
making sure everyoneegardlesof sociceconomic backgroundan utilise their
rights(Blas and Kurup 2010)Public health musemainan important health segment
of government interventions. It helps to improve heattthecommunitylevel rather

thanpurely the individual level.

8.5 Strengths and Limitations of the study

Every piece of research has its strengths and limitations, anthppastant to present
mine in this PhD thesis. Although limitations are potential wealasegshe study,
identifying them shows research considerationttgir impacts so therefore may

strengthen the overall stud®enscombe 2017)

8.5.1 Strengthsof study

The strengths of research study include:

1 Using a mixeemethod research approach, though not without weaknesses, did
also strengthen the study by allowing to combine both qualitative and
guantitative methods to investigate casésed discrimination in healthcare.
The significant strength of usingixed 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.

1 This study included various approach ofabijpative 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 tog@htiinto

complex issues related to Dalit health from different perspectives.

1 The quantitative part of study included a medisiged survey with health
workers. This was provided to ensure a better opportunity for quality analysis
and validity of reseatt Similarly, it helped to produce completely different
perspectives, such as discrimination related to health providers and their
approach.

1 This study also has methodological strengths. A stractured guideline was
used to collect qualitative data, @rfeas structured questionnaires were used
for survey data. It allowed the researcher to stay on track and collect useful

data for research.

1 Further, the researcher being bilingual added rigour when it came to language
issues, such as an ability to trangeriand 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 resfmnse
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:

1 This study selectednly 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 resbar (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 Kathmandujttde cap

Another limitation is that conducting mixedethods 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 agd have included and compared. Similarly, if only
guantitative 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 onpiespectives of health
workers and does not explore caste issuatepth from the perspectives of
heal th workers. This is due to the n
healthcared, and not O&éperspectives of

During data collection, Nepal experienced a Dengue epidemic (spread by
mosquitos) and Makwanpur district was sevéraifected- the district was a

high alert zone. Thus, necessary safety protocols had to be followed such as
not going out atlawn and duskhigh risk of being bitten by a mosquito at these
times), usingantirmosquito 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 limitationof this researcls the impact of COVIBL9 impact on the
researchAlthough, my data collection was completed just before CO\IED
lockdown it did impactonmy data analysis and thesis writirigue to COVID
19 my husband was stuckitside the country leaving me with twbildren
and hence far less tinte concentrate on my studi&dmilarly, working from

home wasew concept and took time to manage such as university services
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andtrainings that are helpful for thesas well asto marege 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 researthout 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 seasopics 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 ®me 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 thegsearch participation was valued.

8.6 My Reflection for the thesis

This sectionpresents looking back into nexperience of overall thesssdanalyses
the experience The experience collected throughoutesearchcan be describeds
learningexperiencepersonal experiences, strengths and limitat{sesSection8.5)

of study and researchself-reflexive positionality 6eePage190).

Thisresearch is a part of PhD studgd is focused on Dalits and their healtthas
helpedme to understand Dalits every life experienheir health obstaclebecome a
part of their emotional storieslowever, after collection data from mixed medis

interpretation and analysis has been dmresidering possible biasne®¢gith the help
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prospects due to poor educati@ee Section 6.3.1Pne participant also stated they
are treatedsless than a dog. It has alseen notedhat not onlymust they fightfor
food, shelter and use of public servidagt Dalits also suffer from violence and abuse,
physical and mentabutside in society as well as within their ownmiesby male
partners Due to this logstandingcultural discrimination the havebecome parof
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. Thusalls are discriminad againstin different

terms such as povertymited educationandpoor hygiene. However, the key reason

for discrimination is castand untouchability related i the other aspects are just
additional to this.Despite this quartitative results stated that Dalits are not
discriminatedagainstandaretreated equally in health service arddswever,it was

also pointed that more equal treatment and friendly behaviours are needed towards
Dalits (see Sectior7.4). This alsosuggest discriminationis often hidden in society.
Further,the quantitative study identified that Dalits are recognized by their outlook,
language and (mainly) from their surnameThey can be separated easily within
society due to theicharacteristicshusaremore exposed to possible discrimination.
Therefore, this longstablished culture and norm is onetloé key reasonghat
untouchability and discrimination towards Dalits are stiitive conceptf society.
Discrimination related to castetl®e root cause of Dalit strugglemental and physical

abuseandstruggle tchavebasic needsulfilled leadsto poorhealth outcomes.

Additionally, this research also highlighted the newcefficient law and its effective
implementation to address discrimination towards Dalits. The government of Nepal is
working continuously (see Section 21#®) address castieased discriminationThe
government has banned cabtsed discrimination and peephre 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

andfewer still are processed further. Participants stated tifeywould notrely on
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constitutional provisios 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 ledsto them acqaing the daily challenges.
Therefore, lack of social justice and poor implementation of constitutional provisions

aresomeof themajor reasos behindcaste discrimination and Dalit struggle.

This research suggests that people are becoming more amcwederstandingf
caste discrimination ands consequencesConsequentlythe younger generation
discriminate less in comparisongeople fronolder generatios(see Sectios.3.1.9.
Hence there is some form of duality which exists anmargjcipants. It can be argued
that the younger generation kn®wess abouthe caste system and discrimination
related to it, thereforthere is lesef achance to reproduce Even thoughmany are
aware of violatios of constitutional provisiomand human rights, and are against
castebased discrimination, not all can challenge societal structure and fight against
the system. Therefore, Dalit strugglstart with castdased discrimination anihe
stigma of untouchability practice apper cast@eopletowardsDalits andcontinues

due to lack of effective law and its efficient implementa(eee SectioB.1.2. It has
beenseen thatdue to this long run practice of discrimination, the social setting that
concerns castbased discrimination has beenfsdd toaless significant extent, which

is not enough to address the issuethefwholeDalit population. Therefore, people
being aware and understandinglu caste system that excludes Dalitst accepting

all aspects of jtand effective lawandtheir implementation is important to eliminate
discrimination from society, thus boosj thehealthprospects of the lower caste

9.3 Social determinants as key barrierto better health

This research including theoretical aspects of discrimination (see Se&t8dn
highlighted that thosbelongingto 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 athekey 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 suffermost from double discriminatiopoverty and caste. Caste and hierarchy
systens o f t en i mpact a personods sao0 mitwre conom
negatively impact healtprospectgsee Section 8.2.1Research including this PhD
study identifiedthat the majority of Dalits incomparison to upper caste people are
poor and often do not owahouse or land. Themuststruggle to live theieveryday

life and earn low dailywages in order to eat. Due to extreme poverty and lack of
bespokeprogrammedo address their poor health (s&ection 6.3.3.4), they are not
able to look after their healtBpdsuffer worse health outcomas Firstly, Dalitsare

often unable tovisit health services as thaannotafford to take time off work.
Secondly, they are not able to afford travel expert® visit servicegsee Section
8.3.1) Thirdly, they are not able to pay fees for treatment and medtbioegh some
services and medicine are friey arenot readilyavailable) see Section 6.3.3.3 and
8.3.2. Due to all thisthey avoid visiting halth centredor checkups and miss out on
early identificatiorof illnesses having better treatment and understanding precautions
and prevention methodqseeSection 84). Finally, these continuous socioeconomic
pressurs and discriminairy aspects of cae causepsychological effects such as

depression.

In addition to poverty, Dalits also experiedower quality education. This is a result
of caste acting as a barrier to receiveducational opportunitieshich promotes
povertyand impact health outcomegseeSection 8.2.1)Research including this PhD
identified that education and poverty dangerrelated Dalits oftenmust travel to
education centsedue to lack of services amdust bear the brunt of associated travel
costs Going to sclool limitstheir abilityto supporthe family financially. Even when
they manage to go to school, Dalits experience unfair treatmentcfemsmates and
teachersuch as asking them to sit sepdsgtpointingto their work using a stick and
refusing to gen touchthem Eee SectioB.3.2.94. Therefore, many Dalits end up with

poorer educational attainment due to leaving school,eahichimpactsupon future
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employment opportunities. Wilbw-quality education, Dalits often have poor tea
literacy due ¢ poor health awareness, poor understanding of digeaegention and
limited opportunities to use safety equipmenhey alsoend upcommitting tojobs

thatprove arisk totheir health(see Section 8.2.3)

The research identified the nefed educatioras well as public healfbrogrammen

order to boost their healtfsee 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 educattldeave awareness, the more are they
mindful of the negative consequences related to the caste syste@alith@uth do

not identify themselves just as a part of the caste hierarchy sgsttmar othecaste
youthlabel them just as Dalités research highlighted that Dalits &ecoming aware

of theimportance of better education tl@ntributesto better healtlprospectsuch

as understanding of health consequences, identifying early issudsaang an

awarenessof precautions andreventativaneasures.

Educationinfluencesone 6 s access to better empl oymer
the mosimportant factos that impact health outcomes. This research recognised that
the majority of Dalits are engaged in lepaid jobs and jobs that aeerisk to an

I ndi v ihehlthaThe reajority of Dalits are involved in tailoring jobs including
making cotton mattressmdmanysuffer fromrespiratory diseasalue to lack of proper
training and use of safety equipmeniheyare alscengaged in unhygienic jobs such
asthe manual cleaning of human excrement. Health risks are not only physical but
also psychologicalMost Dalits have jobs that are not secure, and many are
unemployed. This situation creatbsconstant fear dbsing their jobs otheir partner
losing theirjob, which canresult inmental distresand increaseshe chances of
experiencing depression, anxietfrauma, or other mental illnegs Poverty,
education,and employment are part of an interlocking cyiwlewhich Dalits are
trapped. These factors help to maintain social stptser,and access to resources,

andthus influencédnealth.Researctasstated that people who do not have better jobs,
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income and education are likely to have gobealth outcom®in comparisoto those
that do

On the other hand, gender aspects of caste also influence health outcomes. This
research highlightethe double discrimination towards Dalit women due to their
gender as well as their caggeeSection6.3.2.7). Most Dalit women work on daily
wageswhere they have to go placesto place to earn money. This makes them openly
vulnerable to physical abusaplence,and sexual assault. It has been recaaghthat
Dalit women are not only discriminated in wider socjidtyt also witlin their own
homes. It has alsdeen identified thaf due to the pressure of household
responsibilitieschildcare and earningrfdaily food, Dalit women do not have enough
time to take care of themselves and their health, nottewasit reqular ANC. Due to
this suppression, they are not able to discuss their hedédtied issues even with their
partners and familiesThey feathat their partner will leave them if theliscover that
they are strugglingAs such,they hide their illnesswvhich could beeasily cured if
identified on time(seeSection 8.2.4) Dalit women often perceive being sick as a

normal condition andnly look for helpat the moreserious stageof iliness.

9.4 Poor health status

This research study identified that Daip@or health outcomes are related to basrier

in accessing health services, liedtavailability of health resources armdlack of
health workes. Research demonstrated inequityh@althcareand Dalis areamong
thosewho suffer most(see Section 6.3.3.3. Access to health serviedias been
identified asa key problem among Dalits. Dalits usually reside in isolated areas, far
from healthcentreswith very fewhealthcarservices available locally for them. Thus,

a lack of locally availablehealthcareacts as a barrier to health access. Moreover,
limited avalability of health resources including medicine arehtment facilities
suchas X-raysor othersuchhealthequipmentin atimely manner is another reason

for Dalits not having better health outconfsse Section 8.3.1)
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Furthermore, lack of locally avable healthcentresand health resourceaclude
travel and costrelated to itespecially the possibilitgf missing out ordaily earning.

It is difficult for Dalitsto manage these additional costs theyare already suffering
from poverty Anothermajor issue is fees relatedhealthcarePrivate lealth service

in Nepalarequite expensive. If one negletter and timely service, thegustuse
private services. Despitine government providing few free health services and
medicines, this researaevealed thathe majority of free services are often not
available in the arear thatmedicalstockhasrun out(see Section 8.3.2Thus, Dalits
end up paying for health servicesid the majority are not able to afford this financial
burden. Thisusually results ithem enthg up with life threating healthonditions

Another global issue that affects health outcomedack of human resources fhe
healthcaresector. Healtlworkers keyfactors that not only provide health treatments
but also communicate health related aspects. Research identified thatchatkis
are not fullystaffed, thusire unable to provide timely and quality serseeSection
8.3.3. The majority ofparticipants highlighted that healtientresare flooded with
service usergdue to lack ofktaff. Many also statethat,due to crowd, Dalits try to
avoid visiting healtlcentresas it will take almost a day to get servisee Section
6.3.3.2) Likewise, in the context of Nepdhere is always a shortage of health workers
in theremote areswhere Dalits resideAs well as thisljttle to noDalit health workers
are available. This makesvisit to thehealthcentreless appealing for Dalits. It has
been acknowledged than extremelylimited number ofpublic health workers are
designated to remote asda provide serviceand thahealth workers are not available
on placed services. Theyeferto run their own private services or work privately for
better income. Researtiighlightsthat many skilled health works have average-of 2
3 years of experience. Thisaaissue related to staff retention. Lamcome countries
such adNepal struggle toetain skilled health workers due ao inabilityto provide
better pay and career opportunities. Because qfrtfasy health workers migrate to
countries with better pay and opportunit(esee Section 8.3.3Jhis hasresulted in

severe shortages to alneady undetresourced national health system.
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9.5 Lack of public health programmes

This research highlighted that public hegtbgrammesare not provided tthepublic.
People who are educatedn understand health related issues on time and follow
preautiors and preventativemethod. However, people who are not educated,
particularly members obDalit population would not be able to understaticese
healthrelatedaspectsThus, it isespecially importanto communicate health topics
within Dalit commuiities, and public healtiprogrammegan be helpful in achieving
that. This study highlighteda lack of distribution of health information in
communities, moreover 43% less in Dalit communiti®s comparison. Health
programmedelp peopleto understand hethl risks and treat health issuasatimely

and effective mannerAs the research highlightedDalits have comparatively less
health knowledge and understanding. Therefore, it is very crucial to provide
distributed health information, precaution and pratien method, information
related to accessing health services and facilaiedany government provided health

benefits in order to promotehealtty lifestyle and better health outcomes.

9.6 Original contribution to this research

Health and health relatadequity has been a global issiany studiesdentified
relationship between health, human righéxclusion in society.This research
identified that theraremuchresearch done (published paper found) regarding Dalits
and thé& 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 exclusiorSuch as large studiésee Section 3.2acks in exploring underlying

for health discrimination and health uptake of Dalits.

This researclbridged thegap inD a | i t sand Heatladcdess addition it adds
valueby creatingoetter understandingf Dalitsdoverall life experience and challenges

they face andhow it affects their healtnd wellbeing
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It is well knownthatdespite legal regulatioBalits arestill discriminated inNepal

This research also stated the same level of discrimination howevetdtesting fact

is Dalits dosee discrimination and thelp talk aboutdiscrimination,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 theyotprioritise health in their lifeand
understandelationshipof discriminationwith health It seems like they are not able

to understand healdnd outcome of health due to discriminatswell as understand

health facilities provided for them.

This can be theesult of lack of educatiorsdalits usuallydrop school earlyglue to
various reasoexpenses related to schooling, caring of their siblingsk for food.
Therefore low education is common among Daltsich will lead tothem working
dangerous or lowaid jobs resulting povertyThis circle affects their health outcomes
less understanding and awareness of heatttepting jobs that are harmful to health
due to lack of educatioocannoteave a dayff from job losing their daily earning and
risking food for the dayafford travel expenses whereeded, affordo pay health
expensesdue to financial limitationsThus it reflects impact op e o p dbiétyts

access healthcasven they are availadto them

Further, this research includes perception from health woesdstheir behaviour
towards Dalit service usegrdlows comparison between service users and providers
This research concluded that they do not directly discrimination Dalit sarsers
and provide equal type of servicésowever,research explained that equal is not
equity (see Sectior8.1.3. Thus,created gap in Dalit healtlt. also highlightednhot
accepting direct discrimination but accepting need of equal tregtiientified agrey

area for further research

Another uniquecontributionis my discussiorabout positionalityas researchers in
Nepal do not tend reflect on their position and role in the research procimssras

counterparts do in high income coundgrigee Sectio.6).
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9.7 Chapter summary

Dalits are still discriminatedgainstin society due to their lower caste status and the
practice of untouchability. One of the reason caseriminationcansurvive so long

is alack of proper law and iteffectiveimplementation Castebased discrimination
also limits theirability to reeive better education, incomemploymentand health.
This has made Dalits more vulnerable to headlfius resulting in poorer health
outcomes, both physidgland psychologicdf. However, with better educatipthe
younger generation look updhe presat caste hierarchy system as a discriminatory
practice that ignores lower caste people and untouchadhidber, they see it asna
element ofculturethatmust not be reproduced in the future. That being saithes

not seem plausibl¢hat the caste system will completely disappear ftbensocial

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) poliojnakers (3) training ad education, and (4) health
workers in order to improve Dalit peopl e

10.2 Recommendation for further research

This PhD research is focused on casted based discrimination and health agpects of
Dalit community in Makwanpur district N@l. 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 carriedtoutvestigatehe following:

1 This research is based anlimited number of participants from Dalit
communities and resgltderived from it. Ethnographic research and
unrestricted access to research participants may help tel reueh more
about Dalitsand their health experiences.

1 Moreover, due tdahe limited research area of this thesis, further research is
recommended to explore the shifting progress of Dalits across different areas
in Nepal.

1 Further research could focus on measuring the qualityeafthh services
provided as well as satisfaction amahg Dalit communities utilizing health
services.

1 Also, further researckhouldlook into more details othe effects of socie
economic aspects such as education, poverty, employment and gender in
relation to utilization of health services and health outcorsss $ection 8.2).

As this researchhas pointed out, socioeconomic factors are fundamental

causes of Ddlihealth outcomesFurther research may examihew these
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determinants impact health outconzesl how a better healthcare system can
be built together.

1 Furthermore, due tthe limited number of health workers whparticipated
andthe nature of humans not acceptimgetherthey haveparticipatedn any
wrongdoing, the outcome derived responses may need further validation. Thus,
further research is also recommended
attitudes andthe health outcomes of Dalitsde Section 8.3.4).

1 Finally, this research alshighlighted some emotional and psychological
health issues amonthe Dalit population. Therefore, further research is
required to address mental issues such as anxiety and depressiog

validatedtoolswith alarger sample size.

10.3 Recommendation for poliy maker

This PhD research has identified some recommendations airttexbatvernment of
Nepalthat may also be helpfuth other countries in order to work towareducing
health gaps. The findisgf this thesislluminatevarious key areas that policy keas

could focus on, in order to improve Dalit health.

1 Research recognized poor implementation. Tthesfirst recommendation is
that the government should make eliminating discrimination a priority.
Policymakersand policy implementers should enforce $a®w end any
mistreament and abusevhen it comes taaste discriminationn all three
(personal, cultural and structural) leveb promote equity This includes
discrimination within thénealth sector

1 A public campaign should be orgamil to provide information related to caste
discrimination and its consequend@sie toa reducediteracy ratelocal radio,
television,and mobile phorsecan bebeneficialto attract attentionlt should
also focus on investigating caste discriminatiowel as consulting with Dalit

communities on further positive progress.
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Research identified lack of health workers and crowded heatires
Therefore,the government should develop policies to recmiichneeded
health workersretain health workersnal reduce international poachimd
health workersThe plan can also focus on recruiting Iecd well as Dalits

as health workers amtomoters andhouldexplore the usef advanced nurse
practitioners who can assess, diagnose a treat indhese

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 re$tuey should

also work to developasy access and readily available health services such as
utilities and equipmenand making affordable health services or free services
where possible.

Dalits are also restricted due to other social determinants such as poverty,
education, employment argénder. Thusthe government should enact and
enforce policies that help to eliminate poverdyeateequal opportunities for
education and employment and reduce gebdsed discriminatioim order to
achieve quality health for people who are not abkftord health services.

The Government should act on policy or launch public h@atiprammeshat
focuses on Health equity rather than equaktyrther, they should also find a
idealway to motiate people, especiallpalits who often have very littleealth
knowledge, to participaten theseprogrammes Public healthprogrammes
should focus on providing health awareness and information of seasonal
diseaseas well as precaution and prevention meth@uh top of thatit should

also educate service useon how to access free health services provided by
thegovernment.

Finally, although the Government of Nepal has introduced policies for Dalits,
implementation of these poies is poor (thus ineffectivg. Therefore,the
government must take stroeffective actiosto implement policies related to
Dalits. For this purposeollectingpublic health data othehealth experience

of Dalits and then aictg on the dataccordingly would be helpful.
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10.4 Recommendation for training and education

This researcliound thatthe majority of the Dalit population had either no education
or only a primary level educationspecifically Dalit women. Thus, some

recommendations are makere

1 Thisstudy recommends running health education and awarpreggammes
in order to ensurthatDalits are better informed about health risks, precaution
and prevention measures.

1 Training should also ainto improve knowledge of Dalits regardingaste
based disémination and their rightsas well as facilities provided by
governments including health aspects.

1 Health promoters and health workers should receive training to understand the
importance of public healthrogrammesnd participation ofhe community.
Training should also focus on generatingovative ideagnd creative ways
to make promotion of health more effective. This can be achl@vedolving
alocal member aa health promoter.

1 Additionally, it is impossible fothe governmento go door to door or attend
every issue. Thushe government should introduce a plarctilaboratewith
local people or other local nagovernmentabrganisatios. That will help to
fill the gap in health services not provided by the government.

1 Finally, these public healtprogrammesshould be communicated through
media such as TV, radio and mobile phones to effectively distribute
informationregardingcastebased discrimination and health aspects related
it.

10.5 Recommendation for health workers

The oucome of this research includes survey data conducted among health workers.

Therefore, some recommendatdar health workers/professionals are listed below:
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1 Health promoters and healtforkers may initiate moré.e., health outreach
programmes counseihg service usersexplain exclusivehealth services
provided to Dality to motivate Dalits and encourage them to attend health
centredor regular checlups.This should also include aspects to include Dalit
women.

1 Health workers should act as health patess and receivedhe necessary
training.

1 Local peopleor Dalits specifically, could be recruited as health promstas

well as health workers to attract Dalit service users.

10.6 Chapter summary

The finding of this research study haffered comprehensive evidence for further
researchers, policy makers, training and education, and health workers. This PhD
researchadds toour understanding of the experiences of Dalit peapid the
challenges they must facand thecondition oftheir health status inMakwanpur
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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Appendix 4  Participant information sheet for Key

Stakeholders Interview
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Appendix 6 Information sheet for Exit Interview
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Appendix 7 Questions guide for Exit Interview
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Appendix 8 Questionnaire for quantitative Survey
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